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Executive Summary

The NHS South East London Quality, Innovation, Productivity and Prevention (QIPP) plan is set in the context of the Health White Paper: Equity and excellence: Liberating the NHS, published in July 2010.  Equity and Excellence proposes a fundamental shift in responsibilities and budgets for commissioning NHS healthcare and services. GPs – working in groups to be known as consortia - will lead the commissioning of most healthcare services across England. Primary Care Trusts and Strategic Health Authorities will be abolished and the ambition is for the new GP consortia to be the statutory bodies accountable for commissioning from April 2013.  The shape of the local NHS will have significantly changed by the end of this plan and ensuring that there is full engagement of GPs and robust implementation arrangements will be key to successful delivery.
South East London has a population of 1,568,000 which comprises a very diverse and varied population with a wide range and diversity of health needs. The ethnicity profile is very heterogeneous with 30% from Black and Ethnic Minority groups (BME) with significant variations between different areas e.g. 37% in Lambeth versus 12.3% in Bromley. The population is projected to grow especially amongst adults of working age.

This plan sets out how the NHS in South East London will be improving care, reducing variations in death rates between different groups of people and improving satisfaction with NHS services. It explains the financial and clinical challenges that we are facing and how we will address them by focusing on developing key services with important changes in design that harness a number of opportunities to improve services and increase productivity. The NHS in South East London will work together with partners over the next four years to redesign services in a way that improves outcomes, choice and patient experience. 
The sector is made up of five PCTs and one Care Trust and is served by four major acute trusts, (two of which are also Foundation Trusts and major centres for tertiary care and research bound together as an Academic Health Sciences Centre), two major mental health Foundation Trusts, and a diverse and active community sector.  GP and primary care services are provided by 271 GP practices alongside six community care providers which are either in the process of integration with local providers or becoming a social enterprise.   

Whilst this plan has been developed with engagement of GP commissioners at a local level, this engagement requires strengthening and broadening.  It is envisaged that GP consortia will take ownership of delivery of the plan through the transition period (April 2011 to April 2013).
The Sector Key Challenges 

The key challenges for the sector have been defined and refined over the past two years and are based on a combination of analysis of local information, consultation with local PCTs /CT and their stakeholders and informed by evolving national and international policy and healthcare evidence. Five key health challenges and five major clinical healthcare delivery challenges have been identified:

Five major health challenges
	Cancer
	A major cause of premature mortality with variations in outcomes for different people 

	Cardiovascular Diseases (CVD) 
	A major cause of premature death, some rates are higher than the national average 

	Long Term Conditions (including Diabetes, COPD and HIV)
	High rates of diabetes across SEL

Many COPD deaths are preventable and can lead to excess demand on hospital beds if not managed well. 25% of HIV cases in England are in Lambeth and Southwark

	Mental Health 
	A significant cause of disability and distress 

	Healthy Living 
	Many factors driving ill health are due to how people eat, drink and take exercise


Five major service challenges 
	Primary and community services 


	There is a need to improve the access, quality and capacity of primary care and community services to manage more care within community settings 

	Mental Health Services 


	The pattern of care delivery from main providers needs to change while improving delivery in primary care settings  

	Acute Clinical and Financial viability


	Acute hospitals are facing considerable financial challenge while at the same time  significant changes to the ways many treatments and care are delivered with evolving technology and knowledge 

	Design of Specialist care
	Some specialist services need to be reconfigured in order to deliver better outcomes and maintain viability 

	Patient experience
	Ensuring patients feel they have had the care they needed


Part 1: Case for change 
1. Introduction

Following the publication of the White Paper Equity and Excellence (2010), it is clear that over the next few years there will be significant change in the way that services are commissioned and provided. However, what will not change are the pressures and challenges to secure good, effective and equitable services for the population in this sector. The PCTs, Care Trust, and sector are working with the local GPs and the emerging GP commissioning consortia to establish the key ways that together the NHS locally can continue to deliver services that work for local people and which local people will feel secure and confident in their ability to access when they need them.
This five year plan sets out both the challenges and the ‘opportunities’ that exist at both sector and borough level to meet these challenges. Our focus is to achieve financial sustainability whilst improving the quality of our local services. The strategy has been produced in advance of the publication of the Department of Health’s Operating Framework for 2011/12 and the issue of NHS London’s 2011/12 operating plan guidance.  The QIPP plan includes financial modelling based on planning assumptions that were made before the DH published PCT allocations for 2011/12, before 2011/12 contract values are known and before 2011/12 budgets are agreed.  NHS South East London will continue to refine the programme of QIPP initiatives, including demand management, in light of DH and NHS London priorities and in line with the sector’s 2011/12 budget.
The plan is structured in 2 parts. The first sets out the financial and clinical case for change. The menu of opportunities and implementation are set out in part 2. 

2. The financial case for change

All of the PCTs and Care Trust in South East London face continuing growth in demand for services, driven by population growth, demographic changes and expansion of available health technologies that assist with health problems.  There is also an increased expectation of the quality and extent of health service delivery. Overall activity may grow by between 3% and 5% per year. At the same time the rate of increase of funding for the NHS has considerably slowed down to just above inflation. Hence there will be expansion in demand without similar expansion in the resources available to respond to that demand.  

The financial challenge facing SEL is to secure efficiency and productivity savings of approximately £429m over the course of the next four years to provide the financial resource to support delivery of our vision and the supporting PCT / CT strategies.

It is clear that the level of this financial challenge facing the NHS over the next few years is unprecedented, especially when compared to the significant levels of financial growth enjoyed by the NHS over the last decade. 

This strategy takes into account of a number of key facts:

· Some of the best health providers in the country but worse health for many diseases in different parts of the sector 

· Major inequalities in health status across the SEL and within boroughs

· Significant over-reliance on acute hospital care

· Excellent examples of  primary care services but too much variation in the range and quality of care provided

· Excellent community based services supporting the important transition between primary care and hospital service

· An ageing population placing increasing demands on services in some boroughs

· A very young population with different demands for services in other boroughs

2.1 Current financial position and the financial challenge

The organisations across the SEL have a mixed track record of financial achievement. South East London includes two Foundation Trusts (FTs), a Trust in the process of applying for FT status and a ‘challenged’ Trust.

Delivery of QIPP initiatives is currently being driven locally by the PCTs and Care Trust. This will change as GP Commissioning Consortia develop and take up the commissioning role and responsibility for implementing QIPP. 

2.1.1. Current PCT / Care Trust Financial Positions 2009/10 

	
	Allocation
	Audited Outturn

(surplus)



	Bexley
	322,127
	51

	Bromley
	480,577
	249

	Greenwich
	520,020
	608

	Lambeth
	634,295
	988

	Lewisham
	507,645
	90

	Southwark
	524,906
	628


Table 1: Current PCT / Care Trust Financial Positions 2009/10
2.1.2. Estimate of the Financial Challenge

The scale of the financial challenge by each of the PCT over the five year period from 2010-15 is assessed as follows:
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Table 2: Scale of Financial Challenge by PCT from 2010- 2015
The cumulative deficit position for the Sector before QIPP savings is as follows (assuming annual surpluses/deficits are carried forward):
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Cumulative Surplus/(Deficit) £000 £000 £000 £000 £000

Bexley (1,819) (5,674) (9,096) (11,885) (13,951)

Lewisham 1,734 (16,632) (40,078) (67,354) (98,737)

Lambeth 1,631 (13,811) (32,818) (51,280) (71,315)

Bromley 3,173 (3,943) (14,870) (28,991) (45,604)

Greenwich (9,617) (24,197) (44,262) (72,392) (106,279)

Southwark (16,084) (30,541) (46,726) (64,568) (84,430)

Total (20,982) (94,798) (187,850) (296,470) (420,316)


Table 2a: Cumulative deficit position

Reconciliatoin of Current Gap to the Gap Presented in the 30th September 2010 Submission:

Total Sector Position:
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Figure 1: Reconciliation of Current Gap to the Gap Presented in the 30th September 2010 Submission, Total Sector Position
Material changes have been made to Southwark, Lambeth, Greenwich and Lewisham’s base case since the September submission.  These changes, with the exception of Southwark, have been driven by changes in underlying assumptions as highlighted in the table on pages 19 and 20 below.  Southwark’s deficit movement is the result of updated population forecasts and a reduction in underlying growth which has been reduced to 1% (previously 2%). 
Bexley:
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Figure 2: Reconciliation of Current Gap to the Gap Presented in the 30th September 2010 Submission, Bexley
Lewisham:
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Figure 3: Reconciliation of Current Gap to the Gap Presented in the 30th September 2010 Submission, Lewisham
Lambeth:
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Figure 4: Reconciliation of Current Gap to the Gap Presented in the 30th September 2010 Submission, Lambeth
Bromley:
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Figure 5: Reconciliation of Current Gap to the Gap Presented in the 30th September 2010 Submission, Bromley
Greenwich:
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Figure 6: Reconciliatoin of Current Gap to the Gap Presented in the 30th September 2010 Submission, Greenwich
Southwark:
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Figure 7: Reconciliation of Current Gap to the Gap Presented in the 30th September 2010 Submission, Southwark
The following analysis shows pre-QIPP savings achieved, how the PCTs cost bases changes over the period by main expenditure category: 

                   [image: image10.emf]Costs by PCT by Type

10/11 11/12 12/13 13/14 14/15

Bexley £000 £000 £000 £000 £000

Acute 179,750 185,273 190,041 194,938 199,967

Community & Intermediate Care 29,085 29,097 29,161 29,225 29,287

Mental Health 38,663 39,424 40,249 41,090 41,945

Non Pay-Other Expenditure 6,533 12,259 11,736 12,076 12,426

Pay-Other Expenditure 8,641 8,771 8,859 9,116 9,380

Primary Care 16,232 16,319 16,437 16,556 16,673

Prescribing 32,444 34,067 35,770 37,559 39,436

GP 30,004 30,004 30,064 30,124 30,184

Total 341,353 355,214 362,317 370,684 379,300

10/11 11/12 12/13 13/14 14/15

Lewisham £000 £000 £000 £000 £000

Acute 275,384 288,995 301,222 314,009 327,381

Community & Intermediate Care 16,317 16,310 16,304 16,299 16,295

Mental Health 84,427 84,092 83,759 83,427 83,097

Non Pay-Other Expenditure 20,893 30,319 31,055 31,812 32,589

Pay-Other Expenditure 6,049 6,147 6,247 6,467 6,695

Primary Care 40,907 41,458 42,101 42,758 43,431

Prescribing 42,632 45,037 47,577 50,260 53,095

GP 44,865 45,816 46,787 47,778 48,791

Total 531,475 558,174 575,052 592,811 611,374

10/11 11/12 12/13 13/14 14/15

Lambeth £000 £000 £000 £000 £000

Acute 323,714 335,853 345,192 354,786 364,647

Community & Intermediate Care 44,775 44,682 44,589 44,497 44,404

Mental Health 106,352 106,131 105,910 105,690 105,470

Non Pay-Other Expenditure 27,164 42,925 46,925 48,188 52,188

Pay-Other Expenditure 13,882 14,021 14,161 14,572 14,994

Primary Care 35,086 35,897 36,727 37,576 38,445

Prescribing 37,121 39,289 41,584 44,012 46,582

GP 58,703 60,060 61,448 62,869 64,323

Total 646,797 678,858 696,536 712,189 731,053

[image: image11.emf]Bromley £000 £000 £000 £000 £000

Acute 267,032 275,948 284,640 293,616 302,886

Community & Intermediate Care 40,854 42,039 43,258 44,513 45,804

Mental Health 54,984 55,603 55,266 54,931 54,599

Non Pay-Other Expenditure 15,446 21,758 22,416 23,777 24,467

Pay-Other Expenditure 3,517 3,552 3,588 3,692 3,799

Primary Care 36,562 37,383 38,001 38,629 39,267

Prescribing 45,202 48,891 52,882 57,198 61,866

GP 38,481 39,803 39,862 39,922 39,982

Total 502,079 524,978 539,913 556,278 572,670

10/11 11/12 12/13 13/14 14/15

Greenwich £000 £000 £000 £000 £000

Acute 216,411 223,227 231,829 240,622 249,748

Community & Intermediate Care 50,215 52,627 55,531 58,561 59,012

Mental Health 69,048 69,909 71,264 72,602 73,965

Non Pay-Other Expenditure 47,575 48,089 49,538 51,030 52,564

Pay-Other Expenditure 2,789 2,817 2,845 2,928 3,012

Primary Care 26,884 27,631 28,593 29,570 30,581

Prescribing 33,780 36,257 39,182 42,318 45,705

GP 38,443 39,511 40,885 42,283 43,729

Total 485,145 500,069 519,668 539,914 558,317

10/11 11/12 12/13 13/14 14/15

Southwark £000 £000 £000 £000 £000

Acute 291,269 304,219 313,011 322,056 328,464

Community & Intermediate Care 43,232 43,350 43,455 43,550 43,635

Mental Health 84,340 73,139 74,050 74,954 75,850

Non Pay-Other Expenditure 29,535 27,762 28,250 28,988 32,238

Pay-Other Expenditure 0 0 0 0 0

Primary Care 22,884 23,410 23,941 24,938 25,971

Prescribing 33,659 35,796 38,058 40,453 42,988

GP 48,099 49,204 50,320 52,417 54,587

Total 553,019 556,879 571,086 587,357 603,733



Table 3: Pre-QIPP Savings Achieved, Changes to Cost Bases by Main Expenditure
NHS London Planning Assumptions:

The Sector has ensured that the PCTs financial assumptions are in line NHS London’s planning guidance issued 10th September 2010 which has the following impact on the model:
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10/11 11/12 12/13 13/14 14/15

£000 £000 £000 £000 £000

Bexley 6,597 6,788 6,985 7,188 7,396

Lewisham 0 11,067 11,135 11,203 11,271

Lambeth 500 12,554 12,554 12,554 12,554

Bromley 9,805 6,391 6,583 6,780 6,984

Greenwich 8,919 8,919 8,919 8,919 8,919

Southwark 10,751 10,388 10,003 9,834 12,150

           [image: image13.emf]Management Costs savings

10/11 11/12 12/13 13/14 14/15

£000 £000 £000 £000 £000

Bexley (1,025) (2,307) (3,252) (3,347) (3,444)

Lewisham (1,900) (2,940) (3,820) (3,820) (3,820)

Lambeth (1,910) (4,239)

Bromley (698) (691)

Greenwich 981 1,904

Southwark (1,400) (2,191)


      Table 4: Impact of NHS London Planning Guidance on Model[image: image34.png]
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10/11 11/12 12/13 13/14 14/15

£000 £000 £000 £000 £000

Bexley 2.30% 1.50% 1.00% 2.90% 2.90%

Lewisham 2.30% 1.00% 1.00% 2.90% 2.90%

Lambeth 2.30% 1.00% 1.00% 2.90% 2.90%

Bromley 2.30% 1.00% 1.00% 2.90% 2.90%

Greenwich 2.30% 1.00% 1.00% 2.90% 2.90%

Southwark 2.30% 1.00% 1.00% 2.90% 2.90%


Local Planning Assumptions:

*Those highlighted have been updated since the 15 November submission.
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Prescribing Tariff growth
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TAK Bexley  4.50% -0.01% 0.91% 0.90% 0.06% 2.00% 5.00% 0.90% 2.70% 3.60% 0.04% 2.02% 5.00%0.90% 2.70%3.60% 0.22% 2.09% 5.00% 0.90%2.70% 3.60% 0.22% 2.09% 5.00% 0.90% 2.70%3.60% 0.21% 2.09%

5A7 Bromley  2.00% 0.15% 3.50% 3.65% 0.15% 0.25% 8.00% 0.15% 4.00% 4.15% 0.15% 0.25% 8.00%0.15% 4.00%4.15% 0.15% 0.25% 8.00% 0.15%4.00% 4.15% 0.15% 0.25% 8.00% 0.15% 4.00%4.15% 0.15% 0.25%

5A8 Greenwich  6.70% 1.30% 3.00% 4.30% 1.30% 1.90% 6.00% 1.26% 3.00% 4.26% 1.60% 1.90% 6.00%1.95% 3.00%4.95% 2.00% 2.80% 6.00% 1.90%3.00% 4.90% 1.90% 2.70% 6.00% 1.90% 3.00%4.90% 1.90% 2.70%

5LD Lambeth  5.00% 0.66% 3.14% 3.80% 0.80% 0.90% 5.00% 0.65% 3.15% 3.80% 0.80% 0.90% 5.00%0.58% 3.22%3.80% 0.80% 3.60% 5.00% 0.54%3.26% 3.80% 0.80% 0.90% 5.00% 0.54% 3.26%3.80% 0.80% 0.90%

5LF Lewisham  5.00% 0.00% 5.60% 5.60% 0.96% 0.60% 5.00% 0.61% 5.60% 6.21% 0.61% 0.60% 5.00%0.61% 5.60%6.21% 0.61% 0.60% 5.00% 0.61%5.60% 6.21% 0.61% 0.60% 5.00% 0.61% 5.60%6.21% 0.61% 0.60%

5LE Southwark  5.00% 3.10% 1.00% 4.10% 1.42% 2.60% 5.00% 3.30% 1.00% 4.30% 1.28% 2.60% 5.00%2.90% 1.00%3.90% 1.26% 2.20% 5.00% 2.90%1.00% 3.90% 1.23% 2.20% 5.00% 2.00% 1.00%3.00% 1.21% 2.20%

SEL 4.70% 0.87% 2.86% 3.89% 0.70% 1.38% 5.45% 1.36% 2.82% 4.18% 0.70% 1.38% 5.33%1.44% 2.79%4.23% 0.80% 1.92% 5.35% 1.43%2.79% 4.22% 0.80% 1.46% 5.35% 1.43% 2.79%4.22% 0.80% 1.46%

Local

2010/11 2011/12

Local

2014/15



2012/13

Local

2013/14

Local


Table 5: Local Planning Assumptions

Resource Limit Growth:

[image: image16.emf]PCT 10/11 11/12 12/13 13/14 14/15

Bexley

5.140% 1.950% 2.270% 2.620% 2.650%

Lewisham

5.140% 1.950% 2.270% 2.620% 2.650%

Lambeth

5.140% 1.950% 2.270% 2.620% 2.650%

Bromley

5.140% 1.950% 2.270% 2.620% 2.650%

Greenwich

5.141% 1.950% 2.270% 2.620% 2.650%

Southwark

5.140% 1.950% 2.270% 2.620% 2.650%

Income growth

 

Table 6: Resource Limit Growth

Surplus achievement

The Sector recognises that the PCTs need to achieve a 1% surplus in each financial year.  The current plans address this requirement with the exception of Lewisham PCT which is slightly below the requirement in years 2012-15.  Further work is required for Lewisham to work with its local acute to review how this can be addressed without undermining the assumptions in the Foundation Trust IBP application.   
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Bexley 0.5% 2.4% 4.4% 6.6% 8.9%

Lewisham 1.1% 0.9% 0.7% 0.6% 0.4%

Lambeth 0.9% 1.3% 1.7% 2.4% 3.0%

Bromley 1.4% 2.2% 2.7% 2.8% 2.7%

Greenwich 1.1% 2.3% 3.1% 4.2% 4.5%

Southwark 0.2% 1.3% 3.2% 4.7% 6.2%


Re-assessing the financial challenge:
In recognition of the changing environment brought about by the White Paper and the requirement to make significant management cost reductions, there is a need for SEL to revisit both the pace of our plans and their underlying assumptions. We have refreshed our plans taking account of Comprehensive Spending Review announcements in October and but have not included the publication of the 2011/12 Operating Framework in December. This financial impact of the Operating Framework on the medium term financial planning will be reviewed in Annual Operating Plans for 2011/12 (and 2012/13) and the agreement of provider contracts in February.

The main factors we may need to re-model include the following:

· Components of tariff uplift and their impact on providers and the delivery of technical savings

· Expectation of real terms growth vs previous planning assumptions of flat cash

All of this must be planned for, and more importantly implemented, in the context of reduced capacity and structural reform. The financial challenge outlined above requires a reduction in costs for both commissioners and providers. This will require PCT / CTs, NHS Trusts, other NHS providers and the partner agencies that work with the NHS to work together and agree the pace at which costs can be removed from the system. The role of SELS is to support and enable the SEL organisations to:

· Achieve the removal of fixed and semi fixed costs from the system

· Develop and implement new care pathways

· Manage non recurrent costs associated with establishing revised models of care

All PCTs and Bexley CT, working with their local NHS and other partners have ensured that the vision and aims included in the SEL QIPP are embedded within their local strategies and that their QIPP Plans are also fully aligned to their strategies.

All of the strategies will have a particular focus on addressing those priorities identified in the NHS Next Stage Review, developing local solutions to address these priorities. These solutions will include:

· Improving acute and non acute productivity

· Securing efficiencies through improved procurement

· Optimising spend and ensuring contract compliance

· Improved management of long term conditions focusing on CHD, COPD, CVD, diabetes and HIV

· Shifting care to non acute settings

· Improving efficiency in administration

· Securing improvements in prevention services

· Ensuring we have a ‘fit for purpose’ workforce with new skills
Underpinning their commissioning strategies, all PCTs /CT have developed robust five year financial strategies ensuring that:

· The plans are consistent with the QIPP planning assumptions contained within this SEL wide Plan;

· Strategies take full account of the potential savings identified adjusted for likelihood of achievement from PCTs risk assessment of QIPP plans;

· Are consistent with the financial planning assumptions included in the LHNT Foundation Trust application;

· In refreshing their strategies and associated financial plans the PCTs/CT are also reviewing other supporting plans including estates and workforce plans.

In the refresh for the Annual Operating Plan we will need to take account of:

· The requirements and priorities outlined in the Operating Framework;

· Include robust assessments of likely levels of resource including ‘upside’ and ‘downside’ scenarios consistent with QIPP planning assumptions.  

Summary of PCT / CT Improvement Opportunities and Potential Savings:
To meet the financial challenge we continue to work with PCTs and CT to develop a comprehensive and live QIPP Programme aimed at delivering the efficiency and productivity savings required to release the resources for future investment. This programme consists of a set of ‘opportunities’ aligned to the priorities contained within our long term strategy. The ‘opportunities’ can be summarised as follows:

· Reforming urgent care

· Right Care, Right Place (LTC, planned care, PoLCE)

· Reforming primary care

· Specialist services – cancer, cardiac and stroke

· Reforming maternity services

· Mental health and learning disability services

· Staying healthy

· Medicines management

· Management cost savings and estates

Sector Summary of cumulative annual impact:
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Reform of Urgent care:

·         UCC

9,973 18,824 23,069 26,781 29,050

·         EoL

0 498 809 1,361 1,661

Cancer 

0 2,671 4,678 4,678 4,678

Cardiac

0 997 1,082 1,082 1,082

Right Care, Right Place:

0 0 0 0 0

·         LTC

-2,049  79 -1,074  -1,500  -1,867 

·         Planned Care

21,218 43,731 59,987 68,908 77,673

Reform of primary care

12,188 22,500 33,092 42,541 43,171

Mental health and LD

3,400 8,403 12,094 16,170 18,450

Maternity and new born

0 813 813 813 813

Staying healthy

-1,099  -1,286  -736  -466  -82 

Management and estates*

3,086 -375  -14,423  -23,500  -27,279 

Total QIPP programme

46,717 96,855 119,392 136,868 147,349


Summary of QIPP impact by year for new initiatives and cumulative initiatives by PCT:
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Bromley

3,538

7,621

2,636

1,261

1,420

Greenwich

14,590

5,352

4,156
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1,989

Southwark

17,379

10,180
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Total Savings Initiatives
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Bexley

3,328

10,367

10,627

10,817

11,067

Lewisham

3,754

17,430

22,809

26,802

30,176

Lambeth

4,128

18,013

21,269

23,441

24,658

Bromley

3,538

11,158

13,873

15,207

16,626

Greenwich

14,590

19,941

24,098

33,848

35,836

Southwark

17,379

19,946

26,716

26,753

28,985

Total

46,717

      

 

96,855

      

 

119,392

     

 

136,868
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Cumulative gap and impact of QIPP on baseline gap:
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Bexley (1,819) (5,674) (9,096) (11,885) (13,951)

Lewisham 1,734 (16,632) (40,078) (67,354) (98,737)

Lambeth 1,631 (13,811) (32,818) (51,280) (71,315)

Bromley 3,173 (3,943) (14,870) (28,991) (45,604)

Greenwich (9,617) (24,197) (44,262) (72,392) (106,279)

Southwark (16,084) (30,541) (46,726) (64,568) (84,430)

Total (20,982) (94,798) (187,850) (296,470) (420,316)

Annual Surplus/(Deficit) - Post-QIPP

10/11

£000

11/12

£000

12/13

£000

13/14

£000

14/15

£000

Bexley 1,509 6,511 7,206 8,028 9,001

Lewisham 5,488 (937) (636) (475) (1,206)

Lambeth 5,759 2,571 2,263 4,978 4,623

Bromley 6,711 4,042 2,946 1,086 13

Greenwich 4,973 5,362 4,032 5,719 1,949

Southwark 1,295 5,489 10,531 8,912 9,123

Total 25,735          23,039             26,340           28,247          23,503         

Cumulative Surplus/(Deficit) - Post QIPP
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£000

11/12
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£000

13/14

£000

14/15

£000

Bexley 1,509 8,020 15,226 23,254 32,255

Lewisham 5,488 4,551 3,915 3,440 2,234

Lambeth 5,759 8,330 10,593 15,571 20,194

Bromley 6,711 10,753 13,699 14,784 14,798

Greenwich 4,973 10,335 14,367 20,085 22,034

Southwark 1,295 6,784 17,315 26,227 35,350

Total 25,735          48,774             75,114           103,362        126,865       


Bridge analysis - impact of initiatives and investment costs on cumulative gap
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	Bexley
	
	
	
	
	

	Improvement opportunity / (Investment)
	10/11 £000
	11/12 £000
	12/13 £000
	13/14 £000
	14/15 £000

	Reform of Urgent care:
	
	
	
	
	

	UCC
	0 
	2,238 
	2,238 
	2,238 
	2,238 

	EoL
	0 
	0 
	0 
	0 
	0 

	Cancer
	0 
	0 
	0 
	0 
	0 

	Cardiac
	0 
	572 
	603 
	603 
	603 

	Right Care, Right Place
	
	
	
	
	

	LTC
	0 
	601 
	811 
	1,001 
	1,251 

	Planned Care
	760 
	3,374 
	3,393 
	3,393 
	3,393 

	Reform of primary care
	0 
	1,230 
	1,230 
	1,230 
	1,230 

	Mental health and LD
	1,000 
	1,000 
	1,000 
	1,000 
	1,000 

	Maternity and new born
	0 
	0 
	0 
	0 
	0 

	Staying healthy
	0 
	0 
	0 
	0 
	0 

	Management and estates
	1,568 
	1,352 
	1,352 
	1,352 
	1,352 

	Total QIPP programme
	3,328 
	10,367 
	10,627 
	10,817 
	11,067 


	Lewisham
	
	
	
	
	

	Improvement opportunity / (Investment)
	10/11 £000
	11/12 £000
	12/13 £000
	13/14 £000
	14/15 £000

	Reform of Urgent care:
	
	
	
	
	

	UCC
	476 
	3,645 
	4,856 
	6,029 
	6,713 

	EoL
	0 
	0 
	0 
	0 
	0 

	Cancer
	0 
	371 
	799 
	799 
	799 

	Cardiac
	0 
	115 
	132 
	132 
	132 

	Right Care, Right Place
	
	
	
	
	

	LTC
	0 
	0 
	0 
	0 
	0 

	Planned Care
	3,152 
	7,887 
	12,372 
	15,063 
	17,753 

	Reform of primary care
	0 
	2,040 
	2,170 
	2,300 
	2,300 

	Mental health and LD
	0 
	1,500 
	1,500 
	1,500 
	1,500 

	Maternity and new born
	0 
	121 
	121 
	121 
	121 

	Staying healthy
	0 
	0 
	0 
	0 
	0 

	Management and estates
	125 
	1,751 
	858 
	858 
	858 

	Total QIPP programme
	3,753 
	17,430 
	22,808 
	26,802 
	30,176 


	Lambeth
	
	
	
	
	

	Improvement opportunity / (Investment)
	10/11 £000
	11/12 £000
	12/13 £000
	13/14 £000
	14/15 £000

	Reform of Urgent care:
	
	
	
	
	

	UCC
	1,631 
	3,469 
	4,917 
	5,983 
	6,707 

	EoL
	0 
	156 
	312 
	468 
	624 

	Cancer
	0 
	433 
	932 
	932 
	932 

	Cardiac
	0 
	-743 
	-724 
	-724 
	-724 

	Right Care, Right Place
	
	
	
	
	

	LTC
	-2,240 
	-1,885 
	-3,272 
	-3,889 
	-4,505 

	Planned Care
	3,879 
	8,339 
	14,650 
	17,728 
	20,806 

	Reform of primary care
	3,286 
	9,703 
	14,063 
	15,563 
	15,893 

	Mental health and LD
	800 
	2,157 
	5,783 
	9,840 
	11,540 

	Maternity and new born
	0 
	190 
	190 
	190 
	190 

	Staying healthy
	-1,099 
	-757 
	-757 
	-757 
	-757 

	Management and estates
	-2,126 
	-3,049 
	-14,824 
	-21,894 
	-26,048 

	Total QIPP programme
	4,131 
	18,013 
	21,270 
	23,440 
	24,658 


	Bromley
	
	
	
	
	

	Improvement opportunity / (Investment)
	10/11 £000
	11/12 £000
	12/13 £000
	13/14 £000
	14/15 £000

	Reform of Urgent care:
	
	
	
	
	

	UCC
	1,888 
	1,890 
	1,890 
	1,890 
	1,890 

	EoL
	0 
	0 
	0 
	0 
	0 

	Cancer
	0 
	503 
	1,121 
	1,121 
	1,121 

	Cardiac
	0 
	0 
	0 
	0 
	0 

	Right Care, Right Place
	
	
	
	
	

	LTC
	0 
	7 
	31 
	31 
	31 

	Planned Care
	1,650 
	7,574 
	8,126 
	8,282 
	8,363 

	Reform of primary care
	0 
	1,734 
	2,769 
	3,948 
	5,286 

	Mental health and LD
	0 
	500 
	500 
	500 
	500 

	Maternity and new born
	0 
	0 
	0 
	0 
	0 

	Staying healthy
	0 
	-1,300 
	-1,300 
	-1,300 
	-1,300 

	Management and estates
	0 
	250 
	735 
	735 
	735 

	Total QIPP programme
	3,538 
	11,158 
	13,872 
	15,207 
	16,626 


	Greenwich
	
	
	
	
	

	Improvement opportunity / (Investment)
	10/11 £000
	11/12 £000
	12/13 £000
	13/14 £000
	14/15 £000

	Reform of Urgent care:
	
	
	
	
	

	UCC
	4,028 
	4,223 
	4,574 
	4,874 
	5,024 

	EoL
	0 
	-2 
	209 
	461 
	461 

	Cancer
	0 
	965 
	965 
	965 
	965 

	Cardiac
	0 
	934 
	934 
	934 
	934 

	Right Care, Right Place
	
	
	
	
	

	LTC
	191 
	1,356 
	1,356 
	1,356 
	1,356 

	Planned Care
	6,678 
	6,765 
	7,393 
	7,893 
	8,393 

	Reform of primary care
	3,694 
	5,460 
	10,989 
	18,462 
	18,462 

	Mental health and LD
	0 
	1,020 
	1,700 
	2,280 
	2,860 

	Maternity and new born
	0 
	283 
	283 
	283 
	283 

	Staying healthy
	0 
	771 
	1,321 
	1,591 
	1,975 

	Management and estates
	0 
	-1,834 
	-5,626 
	-5,251 
	-4,876 

	Total QIPP programme
	14,591 
	19,941 
	24,098 
	33,848 
	35,837 


	Southwark
	
	
	
	
	

	Improvement opportunity / (Investment)
	10/11 £000
	11/12 £000
	12/13 £000
	13/14 £000
	14/15 £000

	Reform of Urgent care:
	
	
	
	
	

	UCC
	1,950 
	3,359 
	4,595 
	5,767 
	6,478 

	EoL
	0 
	344 
	288 
	432 
	576 

	Cancer
	0 
	399 
	861 
	861 
	861 

	Cardiac
	0 
	119 
	137 
	137 
	137 

	Right Care, Right Place
	
	
	
	
	

	LTC
	0 
	0 
	0 
	0 
	0 

	Planned Care
	5,102 
	9,793 
	14,052 
	16,550 
	18,965 

	Reform of primary care
	5,208 
	2,332 
	1,871 
	1,038 
	0 

	Mental health and LD
	1,600 
	2,226 
	1,611 
	1,050 
	1,050 

	Maternity and new born
	0 
	219 
	219 
	219 
	219 

	Staying healthy
	0 
	0 
	0 
	0 
	0 

	Management and estates
	3,519 
	1,155 
	3,083 
	700 
	700 

	Total QIPP programme
	17,379 
	19,946 
	26,717 
	26,754 
	28,986 


3. Clinical Case for Change

3.1. The Profile of South East London

3.1.1. The People of South East London - Population Size and Growth

South East London has a population of 1,568,000 people. The population size in each borough ranges from 216,012 in Bexley to 299,359 in Bromley (2009 estimates). The total population is projected to grow to 1.7 million by 2018. Greenwich is predicted to see the largest increase in population, with a growth over the next five years of 10%; Southwark will have the second highest at 8%. The populations of Bromley and Bexley are not expected to increase. The biggest increase in births is set to occur in Southwark with a 5% increase in the period 2009 to 2014.
	 
	Total Population size
	Percentage

	 
	0-15
	15-64
	65+
	0-15
	15-64
	65+

	Bexley
	42,468
	140,540
	33,004
	216,012
	20%
	65%
	15%

	Bromley
	56,777
	194,990
	47,591
	299,359
	19%
	65%
	16%

	Greenwich
	52,442
	158,060
	27,100
	237,601
	22%
	67%
	11%

	Lambeth
	55,366
	209,737
	23,707
	288,810
	19%
	73%
	8%

	Lewisham
	54,625
	187,066
	24,163
	265,855
	21%
	70%
	9%

	Southwark
	55,868
	193,577
	24,994
	274,439
	20%
	71%
	9%


Table 7 Population size and age for South East London by borough in 2009  

Source: GLA RIPP 2008©

3.1.2. Diversity - Age and Gender

Each borough has widely diverse populations in terms of age, sex and ethnicity:
· Bromley (15%) and Bexley (16%) have relatively high proportions of older people compared with Lambeth (8%) and Lewisham and Southwark (9%). In contrast Southwark and Lambeth have relatively high proportions of people of working age (71% and 73% compared with Bromley with 65%). This will mean higher numbers of people in Bromley and Bexley requiring care in as more care is required for the older population 

· Males account for 49% and females 51% across the sector (GLA 2008).

· Population projections indicate  growth of population mainly in those of working age and in the under sixteen years olds rather than amongst the older population
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     Figure 8: SE London Population Pyramid for 2009 and predicted 2014
Areas with large numbers/proportion of people of working age will affect the profile of health care needs e.g. there will be a greater pressure on sexual and reproductive services, maternity services and on mental health services.

3.1.3 Diversity – Ethnicity 

· 70% of the population is white British, and 30% from Black and Ethnic Minority groups (BME). Black Africans, Black Caribbeans and Black ‘other’ minorities form the largest combined ethnic minority in the South East London sector, accounting for 67% of the total minority population in 2009. Black Africans form the largest single group amongst the ethnic minorities (33% in 2009) with a population of greater than 29,000 in each of Greenwich, Lambeth, Lewisham and Southwark.
· In Lewisham, for example in 2008/9, 61% of children enrolled in school were from black or minority ethnic background.

· Southwark has the largest population of Black African people of 43,000 people, while Lewisham and has the largest Black Caribbean population in the sector 35000.

· There is an expected increase of about 10% in the minority ethnic population over the next 10 years while the white population proportion is expected to remain relative static 
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Figure 9: Ethnic populations for South East London sector by borough, 2009 (Source: Based on data from GLA 2007 Round Ethnic Group Projections - PLP Low©) 
The high proportions of people from minority ethnic communities will present a growing need for management of those long term conditions that have higher prevalence amongst these communities such as Diabetes, high blood pressure and HIV. 

3.1.4 Diversity – deprivation and wealth

South East London contains the breadth and extremes of deprivation and wealth with a large percentage of the population being amongst the most deprived fifth in the country while other parts of the sector contain those who are in the most affluent fifth of the population in England.

There is a well established link between deprivation and ill health with increased incidence and prevalence of disease amongst most deprived population groups with increased risk of early death and shortened life expectancy. 
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Figure 10: Index of Multiple deprivation by super output area, SEL, 2007 (Source: Index of Multiple Deprivation 2007)
Services in more deprived areas will experience greater demand from patients at a younger age and a higher level of demand with increased severity of disease. In areas with low deprivation illnesses are likely to be postponed until later age and with possibly less severe impact of disease.
4. Clinical Case for Change – Five Key Health Challenges

4.1 Major Health challenges 

The following are the major health and services challenges found for South East London identified through the sector Joint strategic Needs Assessment (JSNA). The local PCTs / CT identified a number of health issues relevant to their populations and also identified key health issues that spanned boroughs, i.e. health issues common across all of the PCTs / CT either due to the significant size of problem and/or because of the impact on a significant population of people e.g. cancer and cardiovascular disease - the biggest causes of premature deaths. Some health issues are amenable to interventions that could improve outcome such as long term conditions where more intensive support could result in reduction of complications and the need for admissions to hospital.  These are congruent with the areas of major service challenges that all PCTs / CT have identified.  Each PCT / CT is confronted with an ever increasing demand from acute trusts that is no longer sustainable, while at the same time care within primary care settings for both acute and long term conditions has not been maximised. 

The major causes of death and premature death in SEL are cancer, respiratory diseases and circulatory diseases particularly coronary heart disease and stroke. Many residents of south east London also experience significant mental ill health which is responsible for most of the lost years of healthy life in SEL. More than 25% of the total HIV cases in England live in this sector with a particular concentration in Lambeth and Southwark. The analysis leads to the five major health challenges for the sector. The first three account for a majority proportion of all deaths. The other two have significant burdens of illness and have high levels of associated stigma.

Health Challenges (identified in the SEL JSNA)
· Cancer

· Circulatory disease

· Long term conditions
· Mental health

· Staying healthy
4.2. Cancer

Cancer affects one in three of the population and is responsible for a quarter of all deaths. Each year, over 6,000 people are diagnosed with cancer in SEL, with incidence proportionately increasing with age. Cancer mortality in SEL is higher than both London and nationally, although there has been a recent decrease in this gap. Particular issues in SEL:

While treatments for many cancers are improving there remain significant differences in the expected survival from each cancer 

· Breast cancer has amongst some of the best survival rates.  Incidence is highest in Bexley and Bromley. Mortality is highest in Lewisham. 

· Lung cancer incidence and mortality rates are high compared with national figures.  In Lewisham lung cancer accounts for 22% of deaths.  Mortality remains higher in Lewisham than elsewhere in London and the UK.

· Colorectal cancer – the incidence of colorectal cancer has remained stable, with the highest rates in Greenwich and Lambeth.  However mortality is highest in Bromley. 

· Prostate cancer – there is a higher incidence in more deprived areas, but also high mortality in Bexley. 

Key Point
There is a need to continue to improve survival rates and outcomes from cancer 

4.3 Circulatory disease – Stroke and Coronary Heart Disease (CHD)

Heart and circulatory disease is the UK's biggest killer and cause of premature death. For both of these disorders the death rate trends have been improving over that past 15 years.  

Particular issues in SEL:

· Bromley and Bexley have better mortality rates in people under 75 than either London or England. Lambeth Southwark Lewisham and Greenwich PCTs have higher mortality rates than London and the national average

· The actual percentage of patients who are registered with GP practices varies with much higher numbers in Bromley and Bexley (due to the much larger number of older people). 

· In contrast the actual numbers of people with CHD in Lambeth and Southwark are much lower than the national average but with poorer outcomes. 

· All PCTs have lower emergency admission rates compared with the national average. Apart from Greenwich all have a lower elective inpatient rate as well

For stroke: 

· Stroke death rates in South East London are highest in the more deprived PCTs: Lewisham and Greenwich, all of which have rates significantly higher than the London average.

· The death rates in under 75s, are significantly higher in SEL than for London or England. 

· There is a general downward trend in death rates for stroke

· While Bromley and Bexley have comparatively low standardized death rates the actual numbers of deaths are amongst the highest in London, due to the number of older people in the boroughs

· Black African and African Caribbean people are at greater risk of high blood pressure and hence stroke while men of Asian origin are at higher risk of cardiovascular disease.
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Figure 11: Stroke mortality in south London compared to London and England
Key Points

More intensive support and care at primary care level is required to improve some of the poor outcome rates for heart disease

Improved pathways of care for Stroke including better prevention, access to HASU and improved access to rehabilitation for all is required to improve outcomes and access
4.4. Long Term Conditions (including Diabetes, COPD and HIV)

The most prevalent respiratory diseases are asthma and Chronic Obstructive Pulmonary Disease (COPD). Smoking is the most important risk factor for Chronic Obstructive Pulmonary Disease (COPD). Diabetes and COPD is a particular issues in SEL:

· Respiratory diseases are responsible for a high proportion of deaths in the sector

· Mortality rates for COPD are significantly higher than the national average in all PCTs except Bexley and Bromley, with rates in Southwark being   about 80% higher than the national averages 

· For people living with COPD there are variable prevalence rates between PCTs and very different performances on measure of monitoring control (FEV1) 
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Revenue £000 £000 £000 £000 £000

Bexley 339,534 351,358 358,895 367,894 377,233

Lewisham 533,209 539,807 551,607 565,535 579,991

Lambeth 648,428 663,416 677,529 693,727 711,018

Bromley 505,252 517,862 528,986 542,157 556,057

Greenwich 475,528 485,489 499,602 511,785 524,430

Southwark 536,934 542,422 554,901 569,515 583,870

Total 3,038,885         3,100,355         3,171,520         3,250,613         3,332,600        

10/11 11/12 12/13 13/14 14/15

Baseline Costs £000 £000 £000 £000 £000

Bexley 341,353 355,214 362,317 370,684 379,300

Lewisham 531,475 558,174 575,052 592,811 611,374

Lambeth 646,797 678,858 696,536 712,189 731,053

Bromley 502,079 524,978 539,913 556,278 572,670

Greenwich 485,145 500,069 519,668 539,914 558,317

Southwark 553,019 556,879 571,086 587,357 603,733

Total 3,059,867         3,174,171         3,264,571         3,359,233         3,456,446        

10/11 11/12 12/13 13/14 14/15

Annual Surplus/(Deficit) - Pre-QIPP £000 £000 £000 £000 £000

Bexley (1,819) (3,855) (3,422) (2,789) (2,066)

Lewisham 1,734 (18,367) (23,445) (27,277) (31,382)

Lambeth 1,631 (15,442) (19,007) (18,462) (20,035)

Bromley 3,173 (7,116) (10,927) (14,121) (16,613)

Greenwich (9,617) (14,580) (20,066) (28,129) (33,887)

Southwark (16,084) (14,457) (16,185) (17,842) (19,862)

Total (20,982) (73,816) (93,052) (108,620) (123,846)
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10/11 11/12 12/13 13/14 14/15

£000 £000 £000 £000 £000

Southwark 2,590 2,581 2,639 2,709 2,780

Bexley 1,649 1,697 1,746 1,797 1,849

Bromley 2,451 2,522 2,595 2,671 2,748

Greenwich 2,378 2,427 2,498 2,559 2,622

Lambeth 3,100 3,100 3,100 3,100 3,100

Lewisham 2,656 2,733 2,812 2,894 2,978
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· Diabetes is a long term condition that is responsible for considerable morbidity such as cardiovascular disease, kidney failure, peripheral vascular disease and blindness when not managed correctly. It is also responsible for considerable premature mortality. 
· Populations such as Black African are at higher risk of developing diabetes and so a considerable percentage of SEL population has a greater risk of this disorder. 
· There are considerable variations between practices in the level of control of diabetes achieved amongst their patients. There are also variations between practices and between PCTs in the proportion of patients that are classified as 'exceptions' to achievement of good blood glucose control

4.5 Sexual health (HIV) 

Sexual health problems are a particular issue for Lambeth and Southwark and HIV is the most serious and life threatening of these conditions:

· The prevalence rate for HIV was 475 per 100,000 population in 2008- nearly 5 times that seen for the UK.

· The total numbers of cases across Lambeth and Southwark account for about a quarter of all the HIV cases in England.

· There were 702 new diagnoses in SE London in 2008, with the majority being amongst white males and African women. The ratio of case is about twice as many males as females being affected .The majority of cases are amongst are amongst those aged 25-44

· The proportion of new cases that were first diagnosed at an advanced stage has grown to 39% of new cases, but the target is 15%. 

Key Points

High rates of diabetes 

Continue to reduce the smoking prevalence levels

Implement improved pathways of care for COPD with greater quality and intensity of support in primary care
Need to reduce spread of HIV and manage as a long term condition

4.6 Mental health

Mental illness accounts for a large burden of disease and disability and significantly impacts on quality of life. On average, people with long term mental health difficulties die ten years younger than expected, because of poor physical health. Particular issues in SEL:

· The reported mental illness prevalence is higher than the national average in most PCTs. Prevalence is highest in Lambeth and Lewisham.
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Figure 14: Mental Health Prevalence (SMI) April 2009 – March 2010 (QOF)
· Demand on mental health services by children in South East London is more than double the national average and significantly higher than the London average. There is a stark contrast between PCT areas with Lambeth, Southwark and Lewisham having rates around four times that of the other three PCTs.

· Admissions to hospital for adults are higher than national average for Lambeth, Lewisham and Greenwich 
Key Points

There are significant variations between PCT areas in the prevalence of severe mental illness.

Children’s and adolescent needs remain a consideration when planning mental health services 4.7 Staying healthy 
4.7.1 The ‘big four’ lifestyle factors that affect these disorders 

Much ill health is potentially avoidable, with lifestyle factors a significant cause. Lifestyle factors smoking, alcohol, poor diet and lack of physical exercise cause 140,000 preventable deaths a year in England and are important factors in the development of chronic disease. Avoidable ill health impacts unnecessarily on individuals and adds pressure and costs to NHS services. 

· Smoking is identified as a leading risk factor for the top causes of early death in Greenwich (CVD, a number of different cancers, respiratory diseases)

· Death rates from alcohol related conditions in Lambeth are significantly higher than the rest of London for men (68 people compared to 52 in London and 50 in England per 100,000 population)

· In Southwark, there are high rates of obesity for young people both at Reception Year (14.4% second highest in the country 2007/08) and at Year 6 (26% the highest in the country)

· In Lewisham, areas with the highest proportion of people suffering from depression are also the areas in which the lowest proportions of people participate in physical exercise.

Key Points

Continue to address the determinants and risk factors for major illnesses such as smoking, alcohol and physical exercise 

5. Quality  

5.1 The Profile of NHS Services in SE London 

	PCTs & Care Trust
	Acute Hospital Trusts including Foundation Trusts

	· NHS Bexley CT
· NHS Bromley

· NHS Greenwich

· NHS Lambeth

· NHS Lewisham

· NHS Southwark
	· Guys and St Thomas’ NHS Foundation Trust (GSTT)

· Kings College Hospital NHS Foundation Trust (KCH) 

· Lewisham Healthcare NHS Trust (LHNT)
· South London Healthcare Trust (SLHT)

	Mental Health Trusts 


	Community Services (awaiting transfer /transformation)

	· South London and the Maudsley NHS Foundation Trust ( SLAM) 

· Oxleas Community NHS Foundation Trust 
	· Lambeth and Southwark community services, shortly to be managed by GSTT

· Lewisham Community provider services to be managed by Lewisham Healthcare
· Greenwich Community services to be managed  by Oxleas 

· Bexley Community Services transferred to Oxleas June 2010
· Bromley community services to form a Social Enterprise 


Table 8: Profile of NHS Services in SE London
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Figure 15: Map of SE London, including hospitals and PCTs
All acute trusts are monitored on a series of quality markers. These indicate variability between trusts on a series of markers and a need to improve outcomes for patients. For instance there have been higher than expected hospital acquired infections.  Some people have had to wait too long to be seen and managed in A&E departments. 

Kings College Hospital is developing an urgent care centre to help patients who have immediate care needs do not need an A&E department.

South London Health Care Trust has introduced the Productive ward that allows clinicians to spend more time with patients.

LSLA monitors GST, KCH and LHNT on a number of quality indicators including:
· MRSA Acquisitions and Screening

· C-Diff Acquisitions

· SUI and number of Never Events

· Ambulance Handover Times

· Discharge letters

· Choose & Book

· Mixed sex accommodation

· Complaints and safeguarding

Overall GST has remained good on a number of indicators. Issues to note at month 6 included:
· Cancer 62 and 31 day: The 62 day target was met for Q1 but not Q2 with 76.3% actual as against 85% target. 

· Delivering Same Sex Accommodation (DSSA) Compliance: GST have reported 3 incidents to date all of which have been treated as clinically justifiable. 

· Infection Control: - MRSA and C Diff performance good but new more sensitive testing process being introduced in September for C. Diff. This is likely to increase the cases detected and is under discussion with the DH. MRSA screening is below target but there are issues concerning the ability to achieve 100%. MRSA cases are small but the target is low.

· 18 weeks: - This remains a problem for T&O. Actions are ongoing but to date have not improved the situation.

· A&E 4 Hour: GST continues to underperform on A&E. Actions are being taken but are not improving the situation.

KCH also performed well on a number of indicators. At month 6 issues were:
· MRSA performance: The Trust has failed its national MRSA target in 2010/11. 

· Serious Incidents/ Never Events: King's had 9 SIs and 2 Never Events in Quarter 2, the first Never Events of the year.

· Maintaining Quality/ Safety in light of Trust's financial challenges: The Trust is required to deliver a very significant Cost Improvement Programme (CIP) in 2010/11 in order to deliver financial balance. Commissioners will seek assurance in the November Quality meeting.

· 11 ongoing NPSA Safety Alerts

· Delivering Same Sex Accommodation (DSSA) Compliance: The Trust has made significant and rapid progress in ensuring both more rapid compliance and maintaining compliance for DSSA. 

In overall terms, a lot has been done around improving Quality at UHL. However there are a number of areas where quality improvements are a particular current focus, including:

· Choose and Book: The Trust are reappointing a Choose and Book Project Manager with the aim of improving their Directory of Services and slot availability.

· Outstanding NPSAs: This is a long standing issue and although the number of NPSAs are reducing, there are still nine alerts 

· Ethnicity Coding: Despite recasting the data to include any patients recorded as "refuse to state", ethnicity coding is still below the target. 

· Patient Experience: The trust have recently completed the NHS Inpatient Assurance Framework to provide evidence of any additional improvement on their 2009 Inpatient survey scores. It is noted that the trust have made improvements with respect to Dignity issues. The trust need to now prioritise work to address other areas especially safe co-ordinated care discharge processes.

Performance, efficiency and quality (safety, clinical effectiveness and patient experience) indicators for SLHT are monitored by the BBG PCTs, including:

· MRSA Acquisitions and Screening

· C-Diff Acquisitions

· SUI and number of Never Events

· Ambulance Handover Times

· Discharge letters

· Choose & Book

· Mixed sex accommodation

· Complaints and safeguarding

Overall SLHT has performed well against a number of access and waiting time indicators but improvement is required to reduce median waiting times in some specialties, provide quicker access to diagnostic tests and to increase the utilisation of choose and book.  SLHT performs less well against patient experience and efficiency indicators.  Performance for the first 6 months of 2010/11 against some key indicators was:

· Cancer targets: All cancer access targets were met in Q1 and Q2 with the exception of “31 days from diagnosis to treatment for rare cancers” in Q2
· Delivering Same Sex Accommodation (DSSA) Compliance: SLHT has reported 4 incidents for Q2, all of which have been treated as clinically justifiable. 

· Infection Control: - Low numbers of MRSA (1) and C Diff (43) have been experienced in Qs 1 and 2
· 18 weeks: - This remains a problem for T&O. Actions are ongoing but to date have not resolved the situation.

· A&E 4 Hour: SLHT is exceeding the maximum wait target of 95%.  However, performance is decreasing and could potentially decrease further during the winter and after the temporary closure of the QMS A&E
SLHT has made a number of quality improvements.  The percentage of stroke patients treated on a stroke unit has increased considerably during 2010/11 and is expected to achieve the 80% standard.  Accreditation for the hyper-acute stroke unit on the PRUH site has been achieved.  Improving the quality of maternity care has been a significant focus of the PCTs and SLHT.  The Children and Young Persons Safeguarding Improvement Team from NHS London has visited SLHT.  Significant assurance of the quality of safeguarding children services was reported.   Further work on locum induction in A&E was identified as being required but also considerable strengths were reported.
5.1.1 Changing patterns of investigation and treatment 

As technology evolves and there is introduction of new investigative procedures or of new ways of providing treatment, the design of services needs to change. For instance the insertion of stents into coronary arteries has reduced demand for Coronary Artery Bypass Grafting.  Laparosopic or key hole surgery have reduced the need for major abdominal surgery. Many of these have reduced the need for extended stay in hospital. 

As further medical research is carried out there is a continuing growth in evidence around the best approach to support achieving the best outcomes for patients. For many interventions there has been growing evidence that centres where a large number of patients with the same problem are seen, the patients tend to have better outcomes.

Enhanced recovery programme from bowel cancer is aiming to discharge patients after 5-6 days rather than the usual 11.
All hospitals continue to increase the numbers of investigative or operative procedures that are conducted as day cases rather than in-patients

5.1.2 Right Treatment - Right Place 

For many patients with long term conditions there has been a tendency in the past to retain the care of these patients at hospital through review and monitoring at out patient clinics. However there has been a limitation to this model due to the large volume of patients to be seen and the infrequency of the reviews. Also the increasing specialization of care in hospital settings has resulted in patients with multiple health problems needing to been seen by different specialist but with no overall coordination of their care. 

Many more patients with diabetes are having their care totally provide by their GP who know the health and social issues affecting the patients creating the opportunity to provide a more holistic approach.

All PCTs /CT are developing programmes around of End of Life Care so that more patients with life limiting conditions can have more choices about where to die including at home 
Three hospitals are opening Midwife Led Birthing Units (MLBUs) co-located with their Obstetrics and Gynaecology to give more choices about place of care

5.1.3 Staff and Resources to Run Services 

The ways in which hospitals are run now and in the future will need to change for a number of reasons. With increasing specialization of professional groups such as surgeons and/or paediatric nursing staff, it is difficult to staff too many centres because of difficulties recruiting. It may also become unaffordable to have a scarce resource spread to thinly across too many organizations. An example of this are the medical and nursing staff required to manage a neonatal intensive care unit, where it is only possible to staff a small number of very high quality units to provide the best care for very premature babies.  

With the implementation of the European Working Time directive there is increasing difficulty in staffing all shifts at hospitals with junior doctors working shorter hours than in the past. This means that a more considered and rational approach to location and timing of care is required. 

5.1.4 Kings Colleges Hospital and Guys and St Thomas Hospital 

King’s College Hospital NHS Foundation Trust is one of London’s largest and busiest teaching hospitals, providing a full range of general hospital services for over 700,000 people in the London boroughs of Lambeth and Southwark. Kings plays a key role in the training and education of medical, nursing and dental students and offers a focused set of specialist services including specialist services for liver disease and transplantation, neurosciences, cardiac and haematooncology.

When benchmarked against the other London Trusts KCH ranks 12th out of 29 for New: Follow Up out patients ratio and 15th out of 24 for Consultant to Consultant referrals. This places KCH above the London average in both.

The 2010/11 contract value for London PCTs is £302m. The LSL PCTs account for approximately 70% of that total.

Guy’s and St Thomas’ is another large and busy Trust providing a full range of general hospital services for the local communities in Lambeth, Southwark and Lewisham and providing specialist services for patients from across London, the South East and further afield. During 2009/10, they saw 570,000 outpatients, 86,000 inpatients and 58,000 day case patients. On average they have 1,120 beds in use at any one time. This averages at around 850,000 patient contacts every year. 

When benchmarked against the other London Trusts GST ranks 22nd out of 29 for New: Follow Up ratio and 23rd out of 24 for C2C referrals. This places GST as one o f the worst Trusts for C2C referrals and New: Follow Up OP appointments. Whilst we would expect large tertiary hospitals such as KCH and GST to have C2C referrals, data indicates that a significant number of the referrals are for general secondary care services, not specialist. This is therefore included under productivity in the Right Care, Right Place opportunity.

The London PCTs contract value for 2010/11 is £416 whilst the total revenue for GSTT in 2009/10 was £930million.
Both of these large acute secondary and tertiary centres have demonstrated some significant achievements in terms of quality and achieving national leadership status in a range of specialist areas, although there has been a recent slippage in performance in some aspects GSTT provision. However both recognise that they cannot proceed on the current trajectory due to the pressures of specialisation, staffing and resources and maintaining and increasing the quality and status of their work. For this reason there are pressures to manage more carefully the admission to A&E and acute beds, and to look at where much better collaboration under the auspices of the Academic Health Sciences Centre would bring benefits to patients, to research and to managing human and financial resources in a better fashion.

5.1.5 Lewisham Healthcare NHS Trust

LHNT is part of the APoH programme of work. LHNT has identified the need to make more efficient use of its resources and is in the process of applying for Foundation Trust status. LHNT has recently seen the opening of a birthing centre (2010) and will see an UCC June in 2011 and Clinical Assessment Service early in the new year of 2011.  

The total contract value for LHNT (including Kent and NCAs) is £152.5m of which £111m is from NHS Lewisham (73%). LHNT I sthe best performing London Trust on New; Follow ups ration and C2C referrals.

5.1.6 South London Healthcare Trust and A Picture of Health 

SLHT was formed in April 2009, bringing together, into one NHS trust, three district general hospitals; Princess Royal University Hospital (PRUH), Queen Elizabeth Hospital, Woolwich (QEH) and Queen Mary’s Hospital, Sidcup (QMS).  The Trust largely serves the populations of Bexley, Bromley and Greenwich and their immediate neighbours. SLHT has considerable financial challenges and proposals to reconfigure its services are part of the outer south east London acute service reconfiguration programme, A Picture of Health (APoH).  On 14th December 2010 NHS London’s Board agreed with local GPs that plans to change NHS services in South East London have met the four new tests set by the Secretary of State and that the implementation of A Picture of Health should recommence, including the development of detailed plans for the redevelopment of Queen Mary’s Hospital in Sidcup.
Ahead of this decision, the Trust had identified concerns about short term sustainability of clinical standards in some of its services and commenced the implementation of a range of significant and temporary changes, designed to safeguard clinical standards.  A number of services on the QMS site are being reprovided by other sites, including increased capacity at neighbouring Trusts in Lewisham and Dartford.  The main temporary changes include:

· The Accident and Emergency department at QMS temporarily closed in November 2010

· The foetal assessment unit, labour ward,  birthing suite and maternity ward at QMS temporarily closing in December 2010 

· The QMS neonatal ward temporarily closed from the 13th December.

· The new Midwifery  led birthing unit opened at PRUH on 8th December

· All sites have 24/7 urgent care centre arrangements

· The new Children and Young People’s Assessment Unit opened at QMS on 25th November to provide urgent care to those under the age of 17 years
The following services have moved from QMS to the PRUH and QEH sites
· Inpatient Paediatrics
· Inpatient Acute Medicine
· Trauma and Emergency Surgery

· Inpatient Cardiology

· Adult Acute Oncology

· Critical Care

· Complex and colorectal elective surgery

The value for the 2010/11 contract hosted by Bromley PCT for SLHT (covering SE London and Croydon) is £210m, of which 95.6% relates to NHS Bexley, NHS Bromley and NHS Greenwich activity.
Comparing SLHT to the other London Trusts reveals that SLHT ranks 13 out of 29 on the New: Follow Up ratio, slightly worst than KCH but better than GST and ranks 10th out of 23 for C2C referrals. This is however below the London average.

The APOH Story

Changes to acute service models for outer South East London were first proposed following a large scale public engagement process known as The Big Ask2 in 2007. 
The A Picture of Health programme which was subsequently developed adopted a staged, logical approach to service reconfiguration. A significant programme of evidence gathering was undertaken and non-site-specific service models developed before being applied to hospital sites and tested against mandatory criteria.  Three options went forward for public consultation.

A range of meetings and public events supported an extensive public consultation3 lasting 14 weeks from the 7th January 2008.  Responses to consultation were analysed by Imperial College; the majority of respondents expressed a desire for change (57.4%) but there was no overall agreement from the public on what would be the preferred option and some concern about the proposals. There was more opposition from patients and public in Bexley than other boroughs.

Formal consultation to satisfy Sections 242, 244 and 245 of the NHS Act 2006 also took place with the Joint Health Overview and Scrutiny Committee (which included Bromley, Bexley, Greenwich, Lewisham plus Lambeth, Southwark and West Kent) and the Overview and Scrutiny Committees of Bromley, Bexley, Lewisham and Greenwich councils. This included a series of evidence sessions and two written reports. 

The PCTs used an independent Integrated Impact Assessment (IIA) to inform their decision-making. The IIA was informed by patient and public involvement, and included an assessment of health inequalities, travel and carbon footprint.  Patient and public involvement in the IIA was achieved through representation on the steering group of the IIA, three broadly based workshops for patients and public and a series of events focused on traditionally under-represent groups.

The Joint Committee of Primary Care Trusts (JCPCT) took a decision to proceed (with a modified version of consultation option 2) on 21 July 2008. This decision was subsequently referred to the Secretary of State6 who requested review by the Independent Reconfiguration Panel.

Independent Reconfiguration Panel 

The Independent Reconfiguration Panel completed its review on 30th March 2009 which gave nineteen recommendations that were adopted in full by the Secretary of State. 

Informed by the Independent Reconfiguration Panel’s recommendations, a major process of clinical redesign was started by both acute and out of hospital clinicians, including GPs. 

In addition, the JCPCT implemented the IRP’s recommendation (No. 18) of a comprehensive and inclusive public engagement strategy.  One key element was the establishment of the APOH Stakeholder Reference Group in April 2009.                   

Implementation planning for changes primarily at South London Health Trust (SLHT) but also at University Hospital Lewisham (UHL) involved a high degree of clinical leadership.  UHL proceeded immediately to implementation, the majority of which was complete by May 2010.  

When, on the 21st May 2010 the Secretary of State announced that all existing and future reconfigurations should demonstrate that they met four key tests a programme of work commenced to provide the assurance and evidence that the APOH reconfiguration was compliant. 

Bexley, Bromley and Greenwich Clinical Cabinet review

The BBG Clinical Cabinet was responsible for assessing whether the threshold for the four reconfiguration tests has been met. The BBG Clinical Cabinet led the process to gather evidence for tests one and three (Support from GP commissioners, and Clear evidence base to underpin proposals), and received information from the Stakeholder Reference Group (SRG) on tests two and four (Strengthened Patient and Public Engagement, and Supporting Patient Choice). The cabinet unanimously judged that, on balance, all four reconfiguration tests had been met.  They made a number of recommendations. The Cabinet advised the Chief Executive of NHS SE London Sector of their findings, who provided this to the Strategic Health Authority (SHA) to enable them to undertake an assurance process and decision.  
NHS London’s Board has agreed with the BBG Clinical cabinet review and instructed that the implementation of A Picture of Health should recommence and that this should include the development of detailed plans for the redevelopment of Queen Mary’s Hospital in Sidcup.
Service Changes proposed under APOH

a. PRUH (Bromley) – The A&E department will expand to provide greater levels of specialist care and will continue to receive medical, surgical and paediatric emergencies.  There will be no planned routine inpatient surgery and no planned surgery at Orpington.  Day surgery and outpatients will remain for all patients.

b. QEH (Greenwich) – The A&E department will expand and will continue to receive medical, surgical and paediatric emergencies. There will be no planned routine inpatient surgery.  Day surgery and outpatients will remain for all patients.

c. QMS (Bexley) – The existing Urgent Care Centre will be expanded to provide a standalone round-the-clock service. The A&E department will close with medical, surgical and paediatric emergencies diverted to PRUH, QEH, UHL or Darent Valley Hospital.  The Urgent Care Centre will be expanded before the closure of the A&E. There will be no obstetric inpatients or children’s inpatients service. Routine planned surgery will remain, as will its range of community, diagnostic and specialist ambulatory care services. Day surgery and outpatients will remain for all patients.  The GPs wish to review the viability of the Standalone Midwife Led Birthing Unit with the Chief Midwife from SLHT.

5.1.7 Community Health Services Providers 

The six PCTs in South East London are all close to completing the process of ‘externalising’ their direct service provision. Plans are well-advanced to create community providers, based upon a variety of organisational forms across the sector.

The situation for each of the six boroughs in the SEL sector is summarised below:
	Bexley
The majority of services transferred to Oxleas June 2010. Some services potentially transferring to South London Healthcare NHS Trust


	Bromley
Application to create a social enterprise company, Bromley Healthcare, linking community services with GPs. Currently under consideration by NHSL. 
	Greenwich
Integration of Greenwich Community Health Services (GCHS) with Oxleas NHS Foundation Trust in April 2011. To be submitted as part of the NHS London Stage 2 Assessment.  

	Lambeth

In partnership with Southwark Provider Services are integrating with GSTT as part of KHP.
	Lewisham

Lewisham Community Health Services [LCHS] integrated with University Hospital Lewisham [UHL] on 1st August 2010 to become known as Lewisham Healthcare NHS Trust [LHC]. 
	Southwark

In partnership with Lambeth Community Health vertical integration with GSTT as part of KHP.



6. Performance of the SEL providers

Finance and Activity performance - Month 4
	 Year to Date (Over)/ Underspend
	Lambeth
	Southwark
	Lewisham
	Bexley
	Bromley 
	Greenwich
	Total SEL Sector

	 
	£'000
	£'000
	£'000
	£'000
	£'000
	£'000
	£'000

	Guy's and St Thomas' 
	(1,399)
	(1,584)
	(530)
	(280)
	0
	(13)
	(3,806)

	King's College Hospital
	(776)
	(149)
	(268)
	(178)
	(0)
	33
	(1,339)

	University Hospital Lewisham
	16
	5
	(791)
	(49)
	(19)
	(274)
	(1,112)

	South London Healthcare Trust
	10
	6
	132
	0
	0
	0
	148

	SLHT Adjustments
	0
	0
	0
	1,900
	2,200
	1,100
	5,200

	 
	%
	%
	%
	%
	%
	%
	%

	Guy's and St Thomas' 
	(3.8%)
	(4.9%)
	(3.2%)
	(4.1%)
	0.0%
	(0.2%)
	(3.6%)

	King's College Hospital
	(2.8%)
	(0.4%)
	(2.1%)
	(5.8%)
	(0.0%)
	0.9%
	(1.5%)

	University Hospital Lewisham
	3.5%
	0.4%
	(2.1%)
	(4.6%)
	(0.9%)
	(8.3%)
	(2.4%)

	South London Healthcare Trust
	6.2%
	2.3%
	5.0%
	0.0%
	0.0%
	0.0%
	0.2%

	SLHT Adjustments
	0.0% 
	0.0% 
	0.0% 
	8.1%
	6.1%
	3.9%
	5.7%


Table 9: Finance and Activity performance - Month 4 (Figures taken from Trust month 3 flex monitoring returns)
Key expenditure/demand drivers

GST

· A&E – over performing particularly for Lambeth. 

· Emergency admissions – over performing for LSL, particularly Lewisham, under performing for BBG. 

· Outpatients – over performing for all PCTs, particularly for new attendances and outpatient procedures.  

· Elective activity – over performing for Bromley and Greenwich, under performing for other Sector PCTs. 

· Excess bed days – under performing for all PCTs expect Southwark and Bexley. 

· Critical care – all on target or underperforming except Southwark and Bexley – Bexley’s over performance is significant. 

· Non PbR unbundled HRGs and other – over performing for all PCTs. 

KCH

· A&E – over performing for all PCTs except Southwark.  

· Emergency admissions – under performing, except for Greenwich and Lewisham.

· Outpatients – over performing for LSL for new outpatients and for all PCTs for  outpatient procedures.  

· Elective activity – over performing for Bromley and Greenwich, under performing for other Sector PCTs. 

· Critical care – for adult critical care all on target or underperforming except Lambeth and Bexley - Bexley’s over performance is significant.  For liver critical care all PCTs over performing. 

· Non PbR unbundled HRGs – over performing for all PCTs. 

LHNT
For Lewisham key areas of over and under performance are: 

· A&E – slight over performance 

· Emergency/non elective admissions  - significant underperformance, including maternity. 

· Elective activity, particularly orthopaedics, although the rate of growth has slowed for month 4. 

· Critical Care – activity plus an additional one-off financial increase shown in the July figures due to the transition to charging based on bed days used within the month, rather than on discharge.  

· Outpatient and direct access activity are both over-performing.

For BBG only area of over performance is emergency activity.  

Key performance indicators
Overall performance of SEL acute providers is good. Listed below are the exceptions to this and areas of concern 

GSTT 

· A&E continues to have low 95% performance which is volatile; Q2 remaining risky. 

· 18 weeks for orthopaedics GST – 18 week breaches likely to continue for 2010/11. 

KCH

· MRSA – high risk for Q2 given already had 8 breaches against total trajectory of 9 breaches for 2010/11. 

· Single sex accommodation breaches to 17 August 2010.

LHNT
· Cancer waiting times – 31 days; small volumes can make consistent delivery more difficult to sustain;

· MRSA – high risk for Q2 given already had 2 breaches against total trajectory of 3 breaches for 2010/11.

SLHT

· A&E - improved overall performance but sustainability of improvements at the QEH site a concern, with highly variable daily/weekly performance. “Risk Review” currently being undertaken by SLHT. 

· 18 Weeks - meeting standards by previous methodology but issues continue to exist around clearance of the 18 week backlog. The current trajectory indicates a reduction (but not clearance) of the backlog by end of Oct 2010. 

· Stroke - performance has improved in recent months, but failures against a number of plan milestones - an updated plan has been formally requested. The trust continues towards its Stroke0 Unit – A1 Standards/Accreditation in October 2010 and HASU accreditation in November. 

· Maternity – maternity reconfiguration plan in process of implementation with a second maternity theatre scheduled to become available in November 2010. Resource and capacity issues are evident at both QMS and QEH sites, uncertainty over the future of Maternity services at the QMS site has caused an increase in staff turnover in recent months. The trust has launched a new midwifery development package in association with the Royal College of midwives in an effort to attract recruits. The trust has recently cited increased demand as contributory to its problems, highlighting a capping of provision at KCH as a major contributor. The sector is working with the trust to analyse its activity growth and is investigating any demand impact KCH may be causing.

· SSA - has breached on twenty five occasions within June which is the latest reported position. The sector has asked the trust to confirm its validation process for SSA breaches and also share the detail of the breaches in that the sector can make an assessment of the trusts processes and make the necessary challenges to achieve performance improvement. 

Key risks

· A&E – SLHT (QEH) and GST.

· MRSA – for all providers, but particularly UHL and KCH as above.

· Winter resilience – particularly SLHT and GST.

· Clinical quality/continuity issues (stroke, maternity) at SLHT
7. Patient experience 
In 2009, a major survey of Londoners’ views and expectations of health services was carried out for NHS London by Ipsos MORI, who interviewed 3,000 people. The key findings included:

· Although Londoners are generally happy with their local NHS services, only 58% of Londoners feel that their local NHS is improving services for people like them

· Only three in ten Londoners (29%) say they can influence decisions affecting local NHS services

· What matters most to patients and the public was whether the local NHS was providing good services for people like them and their family. 

The survey indicated that there is clear public feedback on which areas need to improve and where satisfaction is lowest:

· For GP surgeries, waiting times and getting appointments at a convenient time have been identified as key areas for improvement (i.e. close to four in ten say these areas require a lot/a fair amount of improvement).
· For hospitals, waiting times at A&E and waiting times for hospital consultants were highlighted (over four in ten say they require a lot/ a fair amount of improvement). 

· Over three in ten also say that the cleanliness and general conditions of hospitals require a lot/a fair amount of improvements.

· Mental health services and A&E departments are the two services that require most attention.

Patient experience data is available to the SEL PCT / Care Trusts from a number of different sources including:

· Nationally administered patient surveys (e.g. 18 weeks, IPSOS MORI GP Survey, the Annual Inpatient and Outpatient surveys in acute Trusts, the Community and Inpatient Mental Health Services Surveys and the National Survey of Local (Primary) Health Services)

· Surveys run locally by PCTs

· Surveys run locally by the Community Health Service providers 

· Regular or exit surveys designed and run at local level by contracted or provider services (e.g. KCH monthly survey programme, Sickle Cell team)

· Ad-hoc surveys designed and run by contracted or provider services (e.g. healthy start health visiting team)  

· Data collected through the PCTs Complaints and PALS Service

· Complaints and other feedback data from contracted and provider services

One of the key aims of SEL PCTs and Care Trust is to improve patient experience. We must therefore improve the performance of our hospitals on a range of core safety and quality issues including improving mortality rates for low risk admissions and decreasing hospital acquired infections. We must insist on evidence of responsiveness to their local populations both from primary and secondary care. Primary, secondary, specialist and social care must work together to streamline and simplify care pathways so that the patient experience is not one of a confusing maze of dislocated services. We shall endorse community development as a key approach. Throughout consultations and public and patient engagement over the past two to three years we have been told that people want improved access, better processes (such as reduced waits), involvement and choices in their care, more stringent levels of cleanliness, increased and clearer communication and above all, to be treated with respect and dignity.

South East London Primary and community services provision

The provider landscape in SEL is characterised by over-reliance on hospital services and under-developed primary and community services. Services are developing inconsistently, potentially exacerbating inequalities, whilst GP numbers have increased overall across SEL in recent years, across PCTs there is variation per 100,000 weighted population. Patients are often not able to access primary care at times they find convenient (although this is variable between boroughs); in the 2009 GP survey over half of SEL respondents expressed a desire for services to be available in the evenings and at weekends, especially on Saturdays. In the same survey around 25% of respondents did not find it easy to contact services out of hours and only 50% of people reported they were very satisfied with services overall.

Acute services provision

Local patients were asked in the national patient surveys what they thought about different aspects of the care and treatment they received. Each healthcare organisation receives scores out of 10, based on the responses given by the people using their services. Services in Bexley and Bromley received 6.7 with each of the other boroughs scoring 6.2 or less. Both mental health providers scored below 5.5. There is clearly room for improvement across all providers. Part of this is being moved forward through the application of CQUINs on patient experience. For KCH and GST these include:
· Involved in decisions about treatment/care

· Hospital staff available to talk about worries/concerns

· Privacy when discussing condition/treatment

· Informed about medication side effects when you go home

· Informed who to contact if worried about condition after leaving hospital

Each of the above is monitored as part of quarterly CQUIN monitoring. Across South East London, variations in patient experience correlate with the clinical and financial need to improve service quality and efficiency.  These are addressed at a borough level by the different QIPP improvement opportunities.
Borough Examples - Bexley Care Trust

Bexley Care Trust has a high level of engagement with all patient groups and consults with them regularly on patient managers through the PALs team. According to survey results for 2009/10 patient satisfaction with GP opening hours at 80% is comparable with the previous year of 81%.  Access to a GP within 48 hours is slightly lower than the London average at 67% (compared to 70% London average).  Telephone access is comparable at 65% (with London average 65%). The latest amalgamated results from the GPPPS show that 66% of Bexley residents know how to contact their out of hours GP service compared to the London average of 55% and the England average if 65%.

In order to effect improvements practices have been working to develop PPG’s and internal surveys as well as introducing new telephone systems and identifying dedicated staff to answer the telephone. 

Of the case work referred to PALS for 2009/10 49% related to registration, access and appointment issues with GP’s.  37 formal complaints were received by Bexley Care Trust for 2009/10 about general practice of which 4 related to issues about access and appointments.  

Additionally of the 906 contacts received regarding dental services 72% related to access to NHS dental services.  9.5% of the contacts related to requests for access to emergency dental appointments.  In order to address this problem additional UDA’s have been allocated to some practices and 5 NHS practices provide additional emergency services for patients who do not have a NHS dentist or are unable to access an NHS appointment with their usual practitioner.

To promote the benefits of primary and community services in Bexley, Bexley CT developed a Communication and Engagement Strategy to ensure that the purpose and benefits of the services provided, is clearly explained and understood by the general public.

Feedback indicated that predominantly people want to be kept informed of developments with service changes and how it will affect their healthcare.  They also indicated that the events were useful in helping them understand better what primary care services are and how they may look in Bexley.     

In December 2009 a small group of residents and representatives from LINKs – Local Involvement Networks visited the Barkantine in Tower Hamlets where they were able to see a Polyclinic in action.  A street survey has also been undertaken.  

Bromley

A significant proportion of complaints and contacts with PALS relate to access to primary care. Partly following this type of feedback about access to primary care, the PCT extended GP hours and commissioned a GP led Health Centre.  As a result, there has been reduction of complaints about primary care. Other examples of where patient feedback through PALS has resulted in specific improvements in quality include:

· Provision additional nurse training at the Urgent Care Centre Beckenham Beacon

· Improved pathways of care, better integration of UCC and GPLHC at Beckenham – some patients were uncertain which service to access and when. Protocols are being reconsidered and refined

· Community nurses in the twilight service taking sharps boxes out for patients who require injections.

An Out of Hours GP survey was undertaken as part of a national benchmarking initiative.  Responses to the survey of patient experience showed a below average number score where the service was rated as very good or excellent on timeliness. This was felt to be partly a reflection of the delays at the weekend periods in particular. Over the coming months, commissioners are considering a new strategic approach to urgent and unscheduled care, starting with a workshop to develop a 5 year vision/principles for these services and proposals for simplifying current commissioning arrangements and making them more cost effective. This work has included commissioning more clinical hours (in hours) from PMS practices (and Saturdays) as part of the PMS review. Consideration is being given to the introduction of a LES make better use of capacity.
All three major providers of healthcare in Bromley (South London Healthcare Trust, Oxleas Mental Health Trust and Bromley Community Provider Unit) are using Patient Experience Tracker systems to improve the quality of the patient experience. This is included in the CQUIN framework for each organisation.

Examples of CQUINS used include:

	Oxleas


	To learn from complaints and PALS (Patient Advice and Liaison Service) issues on how to improve current practice, ensure good communication and active discussion of these issues throughout the Trust.

Maintain over 95% of all complaints being resolved by the Trust

All Acute inpatient services to use the Patient Experience Tracker and make unit wide improvements from year start baseline

	Community Provider Unit


	Use the following patient experience indicators for a number of services such as end of life  and diabetes

· Use of information to improve services
· Information given about waiting times

· Focus group/survey

· Privacy and Dignity
· 

	SLHT


	Examples of the acute CQUINs include

· To improve the care, safety and experience of patients with defined long-term conditions: diabetes, COPD and heart failure. 

· The application of the User Experience Support Tool to capture the views and experience of patients, and using this feedback to improve local services and inform local decision making



Table 10: Examples of CQUINS

Greenwich 
A suite of indicators for patient experience has been included in the contracts for the main providers (South London Healthcare Trust, Oxleas Mental Health Trust and Greenwich Community Services), requiring providers to report against the following patient experience indicators:  

· Access and Waiting

· Safe, High Quality, Co-ordinated Care

· Building Closer Relationships

· Better Information, More Choice

· Clean and Safe Environment

· Dignity and Respect   

In January 2009, NHS Greenwich carried out a survey of its community services: 850 service users reported on their experience of using Greenwich Community Health Services. The majority of patients rated their service as excellent (64%). Confidence and trust in the service provider mostly rated as excellent; 84 % of respondents said they felt involved in their care; and 97 % said they felt listened to all the time. 

More interpreting services, information about staying healthy, particularly for young people and information on how to make complaints were highlighted for improvement. Each department received a copy of the report for their service area and during 2009 worked with NHS Greenwich to develop action plans to address the areas that required improvement.

PALS cases indicate that patients are still under the misconception that you cannot access an NHS dentist. Promoting NHS dental services has therefore been a key target for NHS Greenwich.  Strategies include the ‘cheeky check up’ campaign where dentists, dental nurses and their receptionists left their surgeries to set up at two local supermarkets to offer children free check ups. In just five days over the October 2009 half-term week, over 1,000 children got a cheeky check-up and were offered a referral to a dental practice close to where they lived. The free check-up offered a great opportunity for parents to ask all sorts of questions, not just about teeth, but also about access to local dentists, healthy eating, nutrition, smoking and general health issues.  NHS Greenwich ran a third cheeky check-up session during the spring half-term in February 2010.
NHS Greenwich learnt from information collected from PALS  that there are poor lines of communication between the agencies involved in the end of life care.   This was considered in the planning of the new model of end of life services, which establishes an integrated model of care to support patients to die at home and introduces a new coordination centre and rapid nursing response out of hours.  NHS Greenwich is working with Greenwich LINKs to set up a ‘Quality Assurance’ group to provide advice and receive patient feedback during the implementation of this new model of care.
Somali women expressed a preference for female doctors/midwifes for internal examinations; improved access to interpreters and information to raise awareness on how important it is to be screened early in different formats.  More information should be provided by the GPs to raise awareness on how important it is to be screened early in different formats in GP surgeries, Community centers and pharmacies.  Improve treatment and understanding by midwives – most women thought that there was no point in going into hospital early due to the treatment they receive by midwives. They felt that it was not a good experience and staff should not only be medically trained but receive training on different cultures.  It was not always what was said verbally but in their body language and expressions on their faces.  NHS Greenwich is currently working with Greenwich Links to consider ways in which to improve patient experience in this area.

To capture service user and carers views about the Oxleas services, members of the commissioning team attended the Oxleas Patient Involvement Group meeting and informally discussed the Oxleas service with service users and carers (What works well, what doesn’t work well). Community consultation to raise consciousness of residents around health and wellbeing and to recruit trainee Health Trainers via Participatory appraisal, Questionnaires, Interviews, Informal discussions and raise awareness and provide key messages about the IAPT programme and the development of a Greenwich Psychological Therapy and Well-being Service with key stakeholders via Survey & Press release.

	Example of best practice

Whilst the 2009/10 national GP survey reports indicates a decline in performance compared to 2008/09 for 48 hour access and phone access. The results also indicate an increase in patient satisfaction with opening hours and practice performance on ability to see a specific GP During 2009/2010, the PALS and Complaints Service dealt with (3500) PALS enquiries 30 % (1108) were related to GP access, 12.5 % (139) related to GP appointments, 1.6 % (18) regarding poor GP attitude and 4.5 % (50) were not happy with the clinical care from GP.  Patient experience handsets have been used during a pilot project to gather feedback from patients on five access related indicators to track patient experience on an on-going basis within GP practices across Greenwich.


Lambeth 

The national patient survey for Lambeth indicated that patients assessed the practices in terms of access, cleanliness and well as the helpfulness of reception staff Lambeth is above London average and in some cases better than the English average.  Seven in ten patients in Lambeth say that they find it easy to get through to their surgery by phone which is 3% higher than the London average (65%).  Patients who say that it is easy to talk to a doctor on the phone is 45% compared with England average (44%) and London (42%). Lambeth (77%) is above London average (76%) on patients’ satisfaction on booking fairly quickly an appointment with a GP (fairly quickly means within two working days). Lambeth has matched the England average on the amount of patients that are satisfied with their GP surgery’s opening hours (81%).  


Access to and use of patient experience data is being developed further for NHS Lambeth and Lambeth Community Services.  Commissioners and Primary Care Contractors have access to national patient surveys and use this data to inform performance monitoring.  Many services also run internal surveys and although some share their findings from these with commissioners, this is not universal and is possibly not a requirement of contracts or monitoring arrangements.

In Lambeth a substantial programme of coproduction and design (the Living Well collaborative work stream) has been developed with service users and carers through VITAL LINK, its user and carer engagement body. Eight key themes have been identified which are shaping service redesign via the LLWC: Continuity of care, Communication, Access and Information, Stigma, Work and Training, Social isolation, Cultural and gender specific services, and Out of hours services. Over 200 service users have participated in MH co-production events since September 2010.

Lewisham 
Patient experience is measured in a number of ways in Lewisham.  In addition to the national surveys on patient satisfaction and experience of local services, information from PALs, Complaints, patient support groups, outreach work, health trainers and public events are all incorporated into an information database developed jointly with the PCT and the Lewisham LINks.   In addition, Patient Experience Trackers are used in community and acute services to gather real time feedback on services.  The outcomes are used to both feedback good working practices and to improve services and patient experiences. 

The Care Quality Commission (CQC) carried out a survey of maternity services in February 2010.  The survey reflects the views of women who have used maternity services across the country.  In Lewisham there are some improvements since the last survey but some of the results are disappointing.  However, the survey was undertaken prior to a number of improvements to the hospital’s maternity services, including the opening of a new birth centre and a major investment programme.  A local review of the impact of these improvements will be undertaken in February 2011.   

Complaints were received early in 2010 following the planned reduction in provision of baby clinics and breastfeeding advice services.  This reduction related to capacity issues in the health visiting service following a national shortage of health visitors.   A joint action plan has been developed to address the issues raised

In 2010, a survey on Lewisham Community Health Services (CHS) was distributed to 6,000 patients to gather views on their care and treatment. 25% of surveys were completed and returned. The outcomes of the survey were developed into action plans for improvement in all service areas.  Examples of changes included producing clear and accessible patient information on service provision which would also be available on the website and clarity on the different roles of healthcare staff so that patients can better recognise the difference between roles in the NHS. 

Data shows that one of the most common reasons for contact with the PALS service is to help patients to register with a GP.    Although some of these reasons are because the patient is new to the area, some relate to those unable to register with the practice of their choice because of catchment issues, the requirement for a female GP or a dispute with a particular practice. 

In July/August 2010 a survey of almost 1,000 patients was undertaken as part of the preparation for a Choose Well campaign to encourage people to choose the right service when they are ill.  People were asked why they were attending A&E and what could be done to encourage people to use other services.  The most common reason was due to difficultly in patients getting quick access to both their GP and to out of hours care.  There was frustration with the telephone appointment system and a request for more convenient services out of hours that are closer to home. Suggestions on how this would be improved included the need to have extended opening hours including the weekend, same day walk in appointments at every practice and more walk in centres available.   An action plan has been developed which is addressing the issues raised.  Feedback was also incorporated into the Choose Well campaign, which has now received much interest from other PCTs in London and elsewhere in the country. 

Lewisham holds an annual stakeholder mental health event which aims to give people with an interest in  mental health an opportunity to become more informed about mental heath services, contribute their views and become more aware of their own mental well being.  It is attended on average by around 250 people each year.  The event provides people using mental health services with an opportunity to talk about their experiences. 

The event is co-ordinated by the Lewisham Mental Health Partnership Board and is part of a wider programme to involve stakeholders in the planning and delivery of mental health services.   Outcomes from the event are used together with other engagement opportunities to feed back into service planning and delivery. 

Several complaints have been received about some of the buildings where healthcare services are provided from – i.e. the Waldron and Downham Health Centres.  The main issues have related to the buildings being hot and stuffy with no facility to open windows. 

Southwark 

Whilst overall satisfaction with Primary Care opening hours has slightly improved on the previous year according to GPPS (2009 – 2010) results, there is a decline in patient satisfaction with access to a GP quickly and for advance bookings across Southwark, London and England.   Southwark scores below the London average for ability to access an appointment with a GP quickly (75% compared to 77%).   34% of the complex case work referrals to the PALS team in 2009 – 2010 were due to registration, access and appointment issues.   NHS Southwark provide a PALS service in the emergency department at King’s College Hospital and saw a total of 2397 patients during 2009 – 2010 and redirected 20% out to other healthcare providers in community settings including GP’s.   71 formal complaints were received by NHS Southwark in 2009 -2010 about general practice of which 10 were specifically about appointment systems.   Southwark commissioned an additional 41,000 GP appointments in 2009 – 2010 to address access issues.
The latest amalgamated results from the GPPS show that only 51% of Southwark respondents know how to contact their out-of-hours GP service compared to a London average of 55%. 
During 2009 Southwark carried out a consultation about its vision for primary and community services including providing healthcare closer to home and improving access.   These areas were strongly agreed with, and in particular having fast and timely access to diagnostics and urgent access to doctors and nurses particularly for children.   These views have informed the development of the Transforming Southwark’s NHS proposals which include the shifting care from hospitals to more local settings closer to where people live and reducing use of A&E by people whose conditions are not emergencies.  A Patient and Public Advisory group was established in 2009 and has planned and delivered 3 /4 public facing workshops to further explore local people’s view on these areas and help to develop and inform further messages.  

NHS Southwark has carried out two mental health stakeholder events for voluntary sector providers and users and carers in August and October about the future funding of services in order to understand and address issues raised and to incorporate stakeholders’ views in the implementation of changes.  

The CQC undertakes an annual mental health patient survey.  Of the 38 rated questions in most cases responses from patients of SLaM fall within the “amber” range (the middle 60% of trusts), with a small number in the “red” (bottom 20%).  It is of note that few are “green” (top 20%).

For one question SLaM is an outlier as the results was close to the lowest in the country at 38%: 

Crisis Care: Do you have the number of someone from your local NHS Mental Health Service that you can phone out of office hours? This has been raised with SLaM in the contract monitoring meeting and an action plan is being put in place

NHS Southwark and Southwark Provider Services carried out a patient survey during March 2009 to which 844 patients responded.  However, as this was a locally produced survey it is not possible to benchmark findings.    

Overall, service users were positive about their experiences with 97.3% of respondents rating the care they received as good, very good or excellent - an increase from 96.6% in 2009.   Areas for improvement are to do with information about services and who to contact and asking permission before treatment.   This is being addressed by the development and distribution of service leaflets and promoting the consent quality tool to staff

South London Cardiac and Stroke Network

Anticoagulation patient group

The SLCSN has developed an anticoagulation patient advisory panel of patients with atrial fibrillation who are taking warfarin. The work will include developing clear patient information materials, analysing current services for improvement and understanding how anticoagulant therapies may affect lifestyle.
Cardiac Rehab

As part of the South London cardiac rehabilitation national priority project in 2009/10 a joint clinician-commissioner event focusing on commissioning for outcomes was held.  During discussions at this event, clinicians suggested that a standardised approach to evaluating the patient experience would help them to measure this as an outcome and would facilitate benchmarking across cardiac rehab services.  The network has developed a questionnaire, driven by patient feedback, and a data collection/analysis tool for this purpose.  This has been piloted by a Cardiac Rehab service in South West London and is now ready for use by all CR programmes.

8. Patient and Public Engagement 

We have undertaken considerable public engagement across the sector over the course of the past three years for Healthcare for London, A Picture of Health and individual PCT strategies. This has produced valuable insights and suggestions for service improvement. We have engaged traditionally hard to reach groups and expanded our ways of communicating to reach a wider audience by using a variety of channels and engagement methodologies (all contributing to winning the 2009 DH award for best communications leadership award). 

Our change agenda is tremendous and above all else requires a significant partnership effort. Partnership working has been key in our sector. Examples include the creation of the King’s Health Partners, an Academic Health Science Centre status and APOH, where the collective leadership of the PCTs and acute providers has successfully implemented stage one of one of the largest redesign and reconfiguration programmes for acute care in London. These developments have succeeded because of the embedded dialogue with clinicians, patients, the local population, Local Authorities, unions, the media and other local agencies as core partners.

Lewisham

Lewisham has well established relationships with key local partners and works closely with both statutory and third sector organizations as well as patients and the public.   The PCT has an extensive outreach programme and supports a number of local patient groups.  In response to the needs of patients and the public, NHS Lewisham has been working closely with Lewisham LINk (a network of over 1200 people, organizations and groups who represent the views and ideas of local people) to establish additional ways of meaningfully collecting feedback and using it to influence service delivery or change.  In conjunction with LINks, the PCT has developed a database that captures patient feedback across all health services in the borough.  This pioneering method of capturing and using patient feedback in the commissioning process has led to national interest. 

As part of the 2010 strategy planning process, NHS Lewisham held a number of deliberative events with local people to help decide the vision and priorities that should be focused on over the next five years.  The outcomes of this work were used together with other insights gathered throughout the year to inform the development of the QIPP Plan. This work built on the previous extensive engagement work that took place in 2008 to develop the Lewisham Joint Strategic Needs Assessment and Commissioning Strategy Plan. 
Other clinical and stakeholder engagement was also undertaken as part of this process.  Examples included clinical and patient engagement to help redesign stroke pathway, insight work to identify the most effective way of communicating the NHS Health Checks and targeted engagement with traditionally under represented groups through the development of the IAPT service. 
Lambeth

NHS Lambeth built upon its close relationships with key local partners (including Lambeth Council, neighbouring PCTs, local NHS providers and voluntary sector bodies), and with local bodies such as the Lambeth LINk and Lambeth health scrutiny. 

In developing its current strategic plan, NHS Lambeth developed the criteria for prioritisation via stakeholder events in August and September 2009. Both of these events included clinicians alongside representatives from Lambeth Council, local voluntary groups and the Lambeth LINk. The emerging priorities were also tested with the public at local community events, including the Lambeth Country Show, two Lambeth Expo events and an evening discussion event with local service users who brought an ‘expert by experience’ perspective. The plan was then further tested through a discussion event with an invited group of more than 30 local people in December 2009. This refresh of the strategic plan involves few changes, with the majority of savings coming from rapid implementation of changes proposed in 2009. For this reason, the engagement and consultation activities undertaken last year are considered to have covered many of this year’s proposed changes.

Ongoing patient and public engagement informs our commissioning and care pathway redesign improvement in key priority areas. Examples include mental health, long term conditions (stroke, diabetes), children’s and young people’s services, sexual health services, teenage pregnancy, and the development of community primary care services. In addition, engagement has taken place with gynaecology, MSK, dermatology, headache and gastroenterology service users through the care pathway redesign team, seeking engagement on proposed QIPP changes related to long term conditions, right care, planned care, decommissioning, and shift through focus groups, service user surveys, and 1 to 1 interviews.

As part of the Mental Health Improvement Programme, service users have been involved in service improvement work on a co-production basis, which includes substantial feedback on experience of services. A “Living Well Collaborative” has also been established, consisting of GPs, voluntary sector, users and carers, SLaM, Lambeth Community Health, Lambeth local authority, and PCT representatives and this collaborative has presented proposals to wider partners and stakeholders. The LMC and LINk have also been consulted on proposed changes and the OSC have been engaged for future consultation.

Lambeth LINk members, GPs, and LA representatives were also involved in an engagement event on 14th July entitled Right Care, Right Place. Presentations were made by LINk members regarding post hospital care, care management and rehabilitation services, the importance of networked services and identifying the needs of the whole-person, and feedback from this event has informed QIPP planning. 
The PCT has sought the engagement of clinicians through detailed work on individual programmes.  Clinicans are represented on the programme boards and through clinical engagement events as part of each programme.  The plan has been discussed and developed through the Clinical Board of NHS Lambeth where PBC group leads nd the Chair of the Lambeth PBC Collaborative are voting members.  The plan has also been discussed and further developed  by the Lambeth PBC Collaborative. The major capital schemes proposed and funded through the Strategic Plan have had engagement from local GPs and the next phase of planning for Norwood is led by a Project Board including the Chair and Vice Chair of the South East Lambeth PBC Group

Future work is planned to engage higher users of A&E services (including parents, mental health service users and identified BME groups) in focus groups to review proposed changes to urgent care services. This was informed by audit work undertaken by practices in recent months of A&E attenders.
Bexley

Bexley CT have undertaken considerable public engagement across the sector over the course of the past three years for Healthcare for London, A Picture of Health and individual PCT strategies. This has produced valuable insights and suggestions for service improvement. Bexley have engaged traditionally hard to reach groups and expanded ways of communicating to reach a wider audience by using a variety of channels and engagement methodologies (all contributing to winning the 2009 DH award for best communications leadership award). 

This is reflected in the work with local clinicians through Practice based Commissioning that has invested heavily in pathway redesign and out of hospital commission over the last 4 years. This has allowed the Trust and clinicians to develop a clinical cabinet and select , design and implement a board range of highly successful community services ranging from MSK triage through to CT angiography, that focus on local needs. These schemes have effectively shifted services into community settings and succeeded in bring care closer to patients homes. This was recognized in the prestigious PBC Vision award for Cardiovascular redesign in October this year and three HSJ awards for PBC schemes in November and being awarded Pathfinder status.
This work is continuing through the sponsorship of the clinical cabinet and GP commissioning as the transition arrangements develop and is seen as pivotal in achieving the goals identified in the QIPP improvement opportuninties.
Greenwich

During 2009, NHS Greenwich consulted extensively on the development of its second commissioning strategy plan. This entailed a systematic programme of engagement with residents’ associations, voluntary and community organisations, patient groups and a deliberative-style event attended by 100 local people.  Access was a common theme, and the importance of community services in being culturally sensitive and accessible, along with the difficulty some patients find in seeing doctors when they want to see one.  The role of communication between and within services, and the provision of good, accessible information, was also mentioned.  Participants stressed the importance of the NHS and social care working in partnership, and the flow of information to enable patients to move easily between different services, supported by financial systems and incentives which ensure that value for money is maximised across the system.  Providing services closer to home was seen as important and the need to link healthcare to a more holistic ‘package’ of services to reach those who are excluded, including health promotion activities, exercise, and mental health services.
In response to these engagement events, NHS Greenwich has ensured that new service redesign takes account of these issues. For example:  our plan to improve integrated working between health and social care provision in our enhancement of intermediate care services, increasing the provision of care services closer to home through our cardiac, diabetes, falls and COPD care pathway redesign.

Ongoing patient and public engagement has continued to inform the development of initiatives within our Commissioning Strategy Plan. These activities have included health screening checks at local supermarkets, the development of a Chlamydia Screening programme and website in partnership with Young people, presentations to Greenwich LINKS, community surveys on estates and a health fair in May 2010 attended by over 200 people.  

Bromley

NHS Bromley has engaged with key stakeholders across a number of levels. The QIPP plan has been reviewed with GP commissioning leaders, particularly in respect of the urgent care and planned care schemes. The PCT has planned care and out of hospital care programme boards which include representatives from GP commissioners, the local authority and patient groups. In addition, there are steering groups for specific schemes including key stakeholders, and there have been workshop events including a wider range of stakeholders. The PCT is part of a shadow Health and Well Being Board which reviews health initiatives across the health economy. Formal consultations will take place as appropriate on individual schemes, for example intermediate care, and these will be undertaken jointly with the local authority.

Southwark

Southwark’s Strategic Plan 2010/11 – 2014/15 set out our plans for shifting care form hospital to community settings, focusing on the development of 3 urgent care centres, 4 centres for health and 4 networks of care and the redesign of care pathways.  These plans were informed by the wide ranging consultation NHS Southwark carried out early in 2009, in which our vision for primary and community services was outlined.   As part of the project structure for implementation that was established after the consultation, the Patient and Public Advisory Group was established with membership from 15 borough wide and local community groups.  LINk Southwark have also been invited to be a member of PPAG.   

As part of the engagement in the on-going development and implementation of these plans, PPAG have arranged a series of public facing workshops taking place in community settings on Saturdays in the four quadrants of Southwark to enable local people to understand the detail of how we are developing services for both planned and unplanned care in their areas and understand their views of how local health services are working.    Three out of four workshops have been held to date and, as a result of discussions and feedback, further messages on how to use local health services particularly for unplanned care are being developed for public audiences.    These workshops mirror those that were held for clinicians earlier on in the year.  

NHS Southwark’s Communications and Involving People’s strategies were revised to support the delivery of the Strategic Plan and engagement in commissioning processes.    As part of our prioritisation process a workshop was held in late 2009 with members of LINk and Community Action Southwark (CAS) which contributed to the setting of criteria within the prioritisation policy to be used to prioritise strategic initiatives.  

The User Involvement and Patient Experience Committee is a sub committee of the Board and chaired by the PCT Chair in order to monitor user involvement and patient experience across the organisation and commissioning areas.  Areas the committee have focussed on in 2010 have been patient experience and quality in King’s College Hospital.

Other examples of communication and engagement activity that has taken place include: 

· Clinical and patient engagement to help redesign the med gynaecological care pathway – face to face in-depth and telephone interviews and focus groups. 

· Mystery shopping of pharmacies providing oral contraceptive 

· Stakeholder day and day for mental health users and carers in relation to provision of services within the current context

· Development of patient experience surveys as part of the extension of the community planned care pilots.

· Development of patient evaluation forms as part of the provision of Health Checks in pharmacies and at community settings

Stroke Event 

The South London Cardiac and Stroke Network held an extremely successful event on 28 July for approximately 40 stroke patients and carers. The purpose was to find out their thoughts on the support needed by stroke patients six months after a stroke, in line with Quality Marker 14 of the National Stroke Strategy in six specific areas. 

The team recorded and analysed their views. The SLCSN used this feedback as they worked with healthcare commissioners to implement service specifications during the rest of 2010/11. Many attendees remarked that they wished to continue work on this project and a number were also interested in participating in the future work on anticoagulation medication. This work was highlighted on the national Stroke Improvement Programme website.
Cardiac Event

In October 2009, the SLCSN hosted cardiac patient events in both South East and South West London which aimed to better understand patient and public views on cardiac care within the NHS and to identify areas of improvement as determined by those who would know best – the people who have received that care. Four areas of improvement emerged: pathways, prevention and rehabilitation, communication and primary care.
People Bank

The SLCSN has created a People Bank, a virtual opt-in group that is offered opportunities to take part in SLCSN activities such as events, surveys and focus groups. People Bank registrants receive the PPE newsletter with updates on Network projects and clinical information.

What started as 13 patients and carers on a Network work stream has increased 7.5 times into a virtual group of approximately 100 participants, actively involved and sharing information about SLCSN activities with their friends and neighbours. 

PPE Newsletter

The SLCSN distributes a patient focused newsletter to members of its People Bank. The information includes cardiac, stroke and pharmaceutical updates, such as the success of the London Stroke Model and the new oral anticoagulants. Also listed are upcoming events and opportunities to get involved, such as the SLCSN anticoagulation patient advisory panel and cardiac and stroke work groups, which aim to tackle the challenges that affect patients across Network projects. 

The newsletter is sent both via email and post, depending upon the method preferred by each member. Archived copies are uploaded to the SLCSN website.   

CSL Cardiovascular Review

The SLCSN circulated information and a request to participate in the consultation of the CSL cardiovascular review to all members of the SLCSN cardiac work streams, SLCSN People Bank as well as via the PCT and Trust communications teams. In addition, a local patient meeting was held for the cardiovascular review in 2009. This ensured that by the time of formal consultation a wide range of stakeholders were able to contribute to the Pan London consultation from August - October 2010
Partnering with Local Organisations

The SLCSN partners with LINks and voluntary and community organisations to connect with patients and the public to better understand their healthcare needs. This also provides an opportunity to inform them about the role of the Network and to encourage them to get involved and improve healthcare. 
9. The PCTs and Care Trust Case for Change 
All PCTs/CT have specific issues that need to be addressed locally:

· Bexley wishes to improve out of Hospital care for long term mental health in the North of the borough and is working with Oxleas to achieve this
· Lambeth and Southwark need to reduce inequalities in outcomes between population groups and respond to rising prevalence of HIV 

· Greenwich  wishes to improve the quality and access to care in GPs and other local settings 

· Bromley wants to improve local primary care facilities 
· Lewisham aims to reduce premature mortality and inequalities in outcomes between population groups (including actions identified within the JSNA for people with Learning Disabilities) and reduce hospitalisation and death rates for respiratory diseases
9.1 NHS Bexley

	Population profile:
· Bexley is an outer London borough with a northern boundary on the River Thames and is situated between Bromley, Greenwich and Dartford. 

· The estimates for 2010 show the Bexley resident population as 215,990. This population is predicted to increase to 217,910 by 2016. 

· Bexley has an ageing population. The proportion of residents over 65 has been projected to increase from 2006 to 2016, with a decrease projected for residents between ages 15-64. There will therefore be a higher need for services for diseases associated with older age: heart diseases, stroke and cancer.

· Bexley Care Trust sits in the 111th position of Primary Care Trust (PCT) deprivation out of the 152 Primary Care Trusts in England, meaning it is amongst the most affluent communities in the country. 
	Health profile:

· There are known inequalities within Bexley. For example, the life expectancy of men living in the least deprived parts of the borough is nearly 6 years higher than for men living in the most deprived parts of the borough. For women the difference is over 4 years.

· The five most common causes of death under 75 (defined as premature deaths) match the picture across the country in percentage terms:  Cancers 28.8%,  Ischaemic heart diseases 15.3%,  Respiratory diseases 13.1%,  Other circulatory diseases 10.9%,   Digestive diseases 4.3%

· Whilst cancers and circulatory diseases have the biggest impact in Bexley, the main causes of admission to hospital are for cardiac and respiratory conditions.


	Quality of primary care:
· Within Bexley Care Trust there are 29 practices made up of 26 PMS, 2 GMS and 1 APMS, with two single-handers.

· The Trust was below the NHS London and England averages in respect of access to a GP within 48 hrs, 75% compared to 76% and 80% respectively.

· The Trust performed at the NHS London average for the ability to pre-book more than 2 days in advance, but was just below the England average. 70% compared to the England average of 71%.


	Quality of acute and specialist care:
There has been considerable review and assessment of the hospital services for Bexley, Bromley, Greenwich and Lewisham (A Picture of Health 2007/08) that reached the following conclusions :

· Some services must be concentrated, with fewer but larger multidisciplinary and specialist teams to improve patient safety and clinical outcomes, whilst meeting national guidelines.  This conclusion was also supported by the changes to the hours doctors can work, and the difficulty experienced by local hospitals in attracting and retaining the best staff.

· There was a strong need to provide more integrated services across the health economy, with more services provided in the community, closer to home.  Urgent care services, antenatal and postnatal care, minor surgery, outpatient appointments and support to manage long-term conditions could all be provided closer to home.

· Subsequent reviews have confirmed the needs for significant changes to some clinical services that are part of the SLHT.

	Mental health care

· Providers of Mental Health services in Bexley include Oxleas NHS Foundation Trust and the South London and Maudsley (SLAM) NHS Foundation Trust plus community support services (third sector). 

· Oxleas provides community mental health and acute inpatient services to local residents. The Oxleas Child and Adolescent Mental Health Service (CAMHS) provide provision of mental health services to children under 18 including provides tier 3 and 4 Psychological assessment and treatment. 

· The South London and Maudsley NHS Foundation Trust provides a range of specialist services to residents in Bexley. 

· Bexley Care Trust is aware that the domination of the local market by Oxleas offers little choice to residents, particularly in terms of the provision of acute services. 

· BCT is keen to work in partnership with Oxleas to enhance Crisis and Home Treatment Services in the borough and an Early Intervention in Psychosis Team based on feedback from stakeholders and national policy indicators.


9.2 Bromley PCT

	Population Profile

· The population estimates for Bromley is 300,855 population which has risen by 5,280 since 2002. However the population is projected to fall to 299,492 by 2020.

· The pattern of population change in the different age groups is variable between wards, with some wards such as  Bromley town experiencing a large rise in the proportion of young people and Biggin Hill experiencing a large rise in  the over 75s.

· BME communities make up 12.3% of the population up from 8.4% in 2001, with the largest increase being amongst the Black African population.


	Health profile:

· Life Expectancy amongst Bromley residents is rising and is well above the national average with women living 1.58 years longer than the England average and men living 1.77 years more than the England average.

· The gap between wards has reduced to 7.5 years for men and 7 years for women

· The three main causes of death over the past five years (2005 to 2009) in Bromley have been cancer, circulatory disease and respiratory disease.  However the prevalence of Coronary Heart Disease has fallen to less than half the 1993 level, in line with the national trend.

· There are 12,509 people are on the diabetes register which reflects a rise in prevalence over the last 8 years from 1.6% to 4.75%

· The prevalence of obesity is rising and is predicted to continue to rise with subsequent impact on prevalence of other diseases.

	Quality of Primary Care
· General Practitioner services for the Bromley population are provided by 23 GMS and 29 PMS practices.  Bromley PCT has contracts with 43 General Dental Services Providers and 10 Personal Dental Services providers within 47 practices and a Salaried Dental Service for vulnerable people run by the PCT provider arm.  33 ophthalmic practices and 56 pharmacies are also key independent contractor partners. 

· There are well understood deficiencies in the primary care estate, with many small or single-handed practices working from unsatisfactory premises that could not easily be made fit for purpose.   The Beckenham Beacon, the PCT’s GP Led Health Centre, is a shining example of a superb, modern building from which to provide a wide range of services.  However, there are currently no other similar facilities and the Beacon can only cater for patients in one part of the borough.  

· The PCT is not able to take full advantage of the range of experience and skills amongst local primary care clinicians.  There are no accredited or appointed GPs, Dentists or Pharmacists with Special Interests in the PCT and the PCT has up to now had no process for developing the workforce in this way.
	Quality of acute and specialist care:
There has been considerable review and assessment of the hospital services for Bexley, Bromley, Greenwich and Lewisham (A Picture of Health 2007/08) that reached the following conclusions :

· Some services must be concentrated, with fewer but larger multidisciplinary and specialist teams to improve patient safety and clinical outcomes, whilst meeting national guidelines.  This conclusion was also supported by the changes to the hours doctors can work, and the difficulty experienced by local hospitals in attracting and retaining the best staff.

· There was a strong need to provide more integrated services across the health economy, with more services provided in the community, closer to home.  Urgent care services, antenatal and postnatal care, minor surgery, outpatient appointments and support to manage long-term conditions could all be provided closer to home.

· Subsequent reviews have confirmed the needs for significant changes to some clinical services that are part of the SLHT.



	Mental Health Care

· Mental Health services within Bromley are commissioned jointly by the PCT and the London Borough of Bromley, with the PCT as the lead commissioner.  While aspects of the mental health services are provided by GP’s and the primary care support team 

· The main providers of mental health services are Oxleas NHS Foundation Trust which provides core mental health services both in community and hospital settings, and the South London and Maudsley NHS Foundation Trust (SLAM) which provides specialist mental health services for Bromley residents.

· Overall it is anticipated that in the strategic period there will be limited growth in overall spend in mental health services as the PCT is already recognised as being within the upper quartile.  However, there will be a redistribution of resources within the mental health system.

· The overall rate of mental ill health in Bromley is not high when compared to neighboring boroughs.  However the population profile and relative social deprivation with the resulting health inequalities in some wards within the borough suggests that there will be areas of significant need. Services will need to take account of this in the pattern of provision.

· Whilst the number of children and young people in Bromley is lower than the average for the rest of London, an increasing number are experiencing psychological problems particularly for those living in areas of deprivation.  Deprivation is known to affect physical health, likelihood of mental health problems, and educational achievement in children and young people. 


9.3 Greenwich

	Population Profile

· There are 237,600 people living in Greenwich,  67% of whom are population are estimated to be aged between 16 and 64 year, 22% are under the age of 16, and11% are aged 65 and over.   Greenwich has a similar population structure to London. It has a lower proportion of people of working age and more children in its population than London generally, but a similar proportion of older people. It has a younger population compared with England.

· Population projections estimate that about 32.8% of the Greenwich population is estimated to be from BME (Black and Minority Ethnic) populations and 67% were estimated to be White.  The next largest population group is the Black African population at 13%followed by the Indian population at 5% 
· Greenwich is a deprived borough.  In 2007, it ranked as the 24th most deprived local authority (LA) in England (out of 354 Local Authorities) on the Index of Multiple Deprivation (IMD) and the 16th out of 152 PCTs.
· Whilst Greenwich is in general more deprived than England, within Greenwich there is significant variation, with the majority of the most deprived areas being in the North of the borough. 

· The age structure of the net migrants to Greenwich suggests that it is mainly families with children that are moving out of the area, while young people (16-24 years) are moving in. The population was expected to increase rapidly initially, and by 2015 a 13% increase in the population (i.e. over 31,000 additional residents) is projected.


	Health Profile

Most causes of death are reducing in Greenwich whilst the numbers of people living with major conditions is increasing. Diabetes in particular is due to rise from 11,047 cases in 2008 to 15,320 in 2020 if the current levels of obesity continue. 
Common mental health problems will rise more over this time as they are more prevalent in younger adults and Greenwich is expected to grow mainly from migration of younger adults and from an excess of births over deaths. The major causes of death – cancer and coronary heart disease (CHD) Greenwich death rates are improving but not as fast as our deprivation comparators for cancers.  For respiratory diseases, including COPD
, rates are falling faster than London whilst for chronic liver disease the rates of death are actually rising for men in Greenwich.

There are major inequalities in death rates with significant higher risk in those living in the most deprived quintile compared to the least.

Local practice data versus disease prevalence estimates indicate that a sizeable number of people with a long term condition are not currently recorded as such on GP registers, particularly: High blood pressure, COPD, CKD , Dementia. For those who are recorded there is a need to better control these disorders. A comparison of effective prescribing for long term conditions shows that rates are improving but Greenwich remains at or near the bottom of its deprivation comparator group.

Smoking and obesity are two significant risk factors for poor health for Greenwich residents, while much is being done more is needed for long term impact on health.

	Quality of primary care
· NHS Greenwich NHS Greenwich) has commissioned 5 General Medical Services (GMS) practices, 40 Personal Medical Services (PMS) and one PMS plus practice (District Nursing and Health Visitor Services). There are over 140 whole time equivalent (WTE) GPs operating from in excess of sixty locations.

· NHS Greenwich is considered to be under-doctored – average list over 2,000 patients per GP and has poor health outcomes. To address this NHS Greenwich has recently procured two new GP led health centres and one GP Practice under Alternative Provider Medical Services (APMS) contracts. 

· Benchmarking of both investment per patient and creation of key performance indicators has shown no correlation between investment levels and outcomes. NHS Greenwich re-negotiated its PMS contracts in 2010 to deliver a core offering of services e.g. 8:00-18:30 opening, increased GP face to face contact with patients etc. available to all residents of Greenwich at a standardised investment per patient.

· Management of long term conditions identifies some of the challenges that remain to ensuring the best quality of primary care in relation to the needs of the Greenwich population. The NHSG CSP goals and initiatives place a strong emphasis on addressing these quality issues. 
	Quality of acute and specialist care
In April 2009, the local secondary care provider Queen Elizabeth Hospital (QEW) at Woolwich became part of a wider secondary care provider Trust, South London Healthcare Trust (SLHT). SLHT QEW provides the PCT with 67% of its inpatient activity and NHS Greenwich accounts for 80% of the QEW’s annual turnover. The hospital's facilities include over 500 beds, 7 main theatres and 2 day surgery theatres, together with state-of-the-art imaging and laboratory facilities, an A&E and a Critical Care Unit including High Dependency Beds. Ophthalmology and ENT services are available on an outpatient basis feeding inpatient services at neighbouring Queen Mary’s Sidcup and University Hospital Lewisham respectively. Oral and maxillo-facial surgical specialties are provided at Queen Mary’s Sidcup.

A major programme of hospital reform in outer South East London has been consulted on over the last couple of years, and is described in detail earlier within this paper. 



	Mental Health care
· Oxleas NHS Foundation Trust is the principal provider of local mental health services in Greenwich, providing general secondary care services for adults and child and adolescent services. A major redevelopment of the Memorial and Goldie Leigh Hospital sites has created modern purpose built inpatient facilities for Greenwich patients with complex mental health needs. 

· Oxleas is also the provider for forensic medium and low secure services for south east London, from the Bracton Centre. 

· Specialist Mental Health services such as specialist eating disorder and Child and Adolescent services are provided by SLAM (South London and Maudsley NHS Foundation Trust). Highly specialised mental health services are provided by Broadmoor high security hospital. 


9.4 NHS Lambeth 
	Population profile:

· Lambeth’s resident population is estimated at 283,300 in 2009. The resident population in Lambeth is estimated to grow to 305,236 by 2015 a rise of 11% from 2001. However the General Practice registered population in Lambeth was over 374,000 in March 2010.
 Lambeth has a relatively young population with over 50% population aged 20-44. Lambeth population is also ethnically diverse, with Black and Minority Ethnic (BME) community accounting for nearly 37% of the total population (109,416 people). 

· Lambeth is a borough with high levels of deprivation with some super output areas in wards amongst the most deprived in the country. The 2007 Index of Multiple Deprivation ranks Lambeth as the ninth most deprived borough in the country.
· Lambeth is one of the most densely populated boroughs 11,796 people per Sq. Km (which is twice the London average).

	Health Profile

· Life Expectancy in Lambeth for men in 2006-08 was 75.7 years compared to England average of 77.9 years. The female life expectancy in 2006-08 was 81 years compared to England average of 82 years. While the LE for both is increasing year on year recent estimates shows that the gap for males is narrowing more than the gap in life expectancy for females in Lambeth compared to England. 

· Premature mortality  in Lambeth, in the <75 year population from cardio-vascular disease and cancer  is on the decline year on year
· Key lifestyle factors that impact on health in Lambeth include  Smoking,  Obesity (especially childhood obesity),  Alcohol and substance misuse 

· Coronary heart disease prevalence recorded in Lambeth practices is 1.4%, but estimates suggest that the figure may be as high as 3.3% with much undetected in adults. Diabetes prevalence recorded in Lambeth practices in the over 16 population is 3.9%, but with estimates suggesting the actual prevalence to be around 7.3% in adults.

· Lambeth has the highest number of HIV positive individuals compared to other boroughs in London with almost 1,000 patients diagnosed per 100,000 population.
· Severe mental illness as recorded in primary care QOF (Qualities and Outcomes Framework) register in Lambeth was 1.1% in 2008/09 compared to 0.9% in London.  Mortality rate from suicide and undetermined injury is low and similar to the London and England average at 8.3 per 100,000.   Registration of people with Dementia in Lambeth general practice registers show a rate of 0.2% (869 patients) in 2008/09 compared to 0.3% in London.


	Quality of Primary Care 

· There are 52 GP Practices in Lambeth, 42 PMS, 6 GMS, 4 APMS, with 14 being single-handed. The vast majority of GP Practices (44) provide their own Out of Hours services in the form a Co-Operative (SELDOC) to the population of Lambeth, Southwark and Lewisham. Lambeth PCT has an Equitable Access Centre, which operates from 8am to 8pm 365 days a year, which is available for registered and unregistered patients

· The patient survey indicated that patients assessed the practices in terms of access, cleanliness and well as the helpfulness of reception staff Lambeth is above London average and in some cases better than the English average.  

· There is a considerable variation in Quality and Performance of General Practice across Lambeth.  In particular Exception reporting is notably high and as a result NHS Lambeth has reviewed exception reporting rates to highlight some of the issues.  NHS Lambeth has improved year on year but the PCT remains an outlier. 
	Quality of acute and specialist care
· Over 80 separate quality indicators with an agreed target, thresholds or specified outcomes for 2010/11

· Clear monitoring mechanisms and clearly articulated consequences of breach

· On CQUIN the financial incentives support delivery and the national targets

· Contractual levers associated with 18 week and C Difficile, Cancer waits, A&E and Never Events

· GST and KCH part of KHP AHSC

· Both are integrating with community health 



	Mental Health care
Lambeth is an above average spender (nationally and with peers) on mental health and has the highest prevalence rates of psychosis (serious mental illness) in the UK, and high rates of common mental illness 
· Service provision is dominated by South London & The Maudsley NHS Trust (SLaM) which accounts for c85% of services/expenditure (contract value £82m) 

· The voluntary care sector of around 25 providers provides social care/ support services value (including LA funding) of c£8m per annum. 

· Core mental health provision in primary care (53 practices) is patchy and variable mainly focused on CMI but with a small number skilled in SMI.

· Pathways are confusing; relationships with primary care and secondary care very patchy and generally a poor level of integrated working between secondary, primary and voluntary sector, considerable duplication of role and function.

· The mental health system is overly focused on bio-medical interventions and insufficiently focused on recovery/inclusion and supporting patient choice and control

· Quality of service is variable as evidenced by national patient survey results and general user feedback


9.5 Lewisham PCT 

	Population Profile

· The population is estimated as over 270,000. There are proportionally more pre-school children and younger working age adults, and fewer school-age and older age-groups than the England average. It is estimated to grow to 279300 by 2015 

· There is a large BME population, with Black Caribbean and Black African being the largest  groups: Black Caribbean 13%, Black African 11%, and White People making up 61%

·  It is the 39th most deprived borough in England.

· Lewisham population is growing and will become increasingly diverse, with a higher proportion of residents from BME communities.  People from Black and South Asian ethnic groups are at higher risk of CHD, Stroke and Diabetes, thus leading to a greater demand on health services.


	Health Profile

· There is a 7 year difference in life expectancy between most deprived and least deprived wards. 

· High premature death rates from cardiovascular disease - 31 % of life expectancy gap between Lewisham & England in men and 44% in women

· The premature mortality rate of cancer for men is significantly higher than the London and England rates and for women higher than England.  Lewisham has the second highest mortality for all cancers, all ages in London. Coverage for screening programmes do not meet the national targets. 

· The ethnicity profile means higher rates of diabetes than England average, but control of HbA1c is in the bottom quartile nationally level. 

· Mortality from respiratory diseases is higher than London and England. Emergency hospitalisation rates are high.

· Improving care for children and young people – high childhood obesity rates; low take-up of childhood immunizations and high rates of teenage pregnancy.

	Quality of primary care

There are 48 practices in total.  15 of these practices work to a GMS Contract, 32 to a PMS Contract and 1 to an APMS GP Led Health Centre Contract.  There are 9 single handed practitioners a total of 190 GPs and 40 Locum doctors working within the borough.

· The local GP survey results have highlighted problems in several areas.  Specifically, 26% of patients reported that the “ease of getting through on the phone” to their GP surgery was either “not very easy” or “not at all easy”.  This combined rate is 4% higher than the national average.  The number of patients who reported that they were able to see a doctor “fairly quickly” (within 48 hours) and to book appointments in advance remains at 1% and 4% below the England average respectively.  

· The opening times of practices in Lewisham remain at odds with patients’ wishes, with 54% of patients stating they would like their GP surgery to be open on a Saturday, but only 12% of GP practices open on a Saturday.

· Lewisham has achieved 100% extended hours cover across practices, and have also made improvements in the reduction in DNA. 

· Lewisham has taken a rigorous approach to managing ‘exception’ reporting with QOF scores, which means that exception reporting for key disease management areas extremely low.
· Lewisham will now be focusing on increasing the percentage of health checks for people with a learning disability and increasing the prevalence of long term conditions identified by GPs and managed through the QOF system. 
	Quality of acute and specialist care
· Contracts agreed with all three providers (LHNT, GSTT, KHC) include system sustainability targets and risk share (cap on acute activity in certain areas)

· Over 80 separate quality indicators with an agreed target, thresholds or specified outcomes for 2010/11

· Clear monitoring mechanisms and clearly articulated consequences of breach

· On CQUIN the financial incentives support delivery and the national targets

· Contractual levers associated with 18 week and C Difficile, Cancer waits, A&E and Never Events

· GST and KCH part of KHP AHSC

· LHNT (as UHL) part of the APoH review

· All three integrating with community health services


	Mental health care 

· Lewisham faces high levels of predicted psychiatric morbidity due to a number of factors including deprivation and a large black and minority (BME) population who can prove difficult to reach via conventional health service structures.

· Mental health care is commissioned by NHS Lewisham via a number of providers, the largest of which is South London and Maudsley NHS Foundation Trust (SLaM).

· Suicide rates are lower in Lewisham than London or the national average.

· Lewisham commissions fewer beds than its neighbours and has fewer beds than the London average when figures are adjusted for expected morbidity.

· Lewisham appears to be spending less than either Lambeth or Southwark.  The contribution towards mental health spend by the local authority is less per capita in Lewisham than in Lambeth or Southwark.

· Despite major challenges which Lewisham faces in terms of mental health care provision, Lewisham compares very favourably across most domains with the exception of the high levels of inpatient admissions and a prolonged length of stay.


9.6 Southwark PCT 

	Population Profile

· There are an estimated 285,600 residents in the London Borough of Southwark and 317,900 people registered with NHS Southwark’s GP Practices. The resident population projected to increase by 5% from 2010 to 2014, mainly among those of working age.

·  Southwark has a very large young adult population, but this is similar to other London boroughs.  41.8% of the population are aged 25-44, 23.4% aged 5-24 and 18.7% aged 45-64. This younger population will have higher need for sexual, reproductive and maternity services.  The management of long term conditions is still important, particularly due to our ethnic profile.   

· More than a third of people (35.2%) are from black and minority ethnic groups (compared to 31.0% for London).  12.2% are Black African, 6.6% Asian and 6.4% Black Caribbean.  Proportions vary across the borough. Certain long term conditions are more common among black and minority ethnic groups,

· More than half of the population (57%) live in the most deprived areas of England.  Southwark is the 9th most deprived borough in London.  42.3% of the child population live in poverty. Deprivation is concentrated in the central parts of the borough.

· 10% of the population moves in and 10% moves out of Southwark every year making it difficult to maintain continuity of care.  There is a need to maintain accurate GP practice lists for public health and health care interventions
	Health Profile

· Significantly higher death rates for Chronic Obstructive Pulmonary Disease, Heart attacks and Stroke among those aged under 75 in Southwark.  The all age all cause death rate for Southwark is reducing.  This death rate is lower in both males and females in Southwark than the national rate.  There are inequalities for life expectancy across the borough.  There is also a high infant death rate.
· Clear gap between modelled prevalence estimates and numbers recorded on GP registers.  Variation in achievement of outcomes (eg blood sugar control for diabetics) and exception reporting exist across GP practices.
· Significantly higher adult smoking rates and death rates from smoking compared to England.
· Proportion of children in reception year who are obese is among the highest in England.  The proportion of obese adults is similar to London, and lower than England.



	Quality of primary care

· There are 47 Practices with a mixture of PMS, GMS and APMS.  Six of these are single handed. 

· A performance framework has evolved since 2006, with a  Balanced Scorecard providing  information on local performance issues such as access in General Practice, Public Health Targets and QOF performance.  

· The Balanced Scorecard is updated every quarter.  GP Practices that have the greatest improvement to make are then scrutinised.  NHS Southwark has procured new providers into Primary Care to improve the quality of General Practice.  Seven new contracts have been awarded in the last four years. 

· Key quality issues for primary care include

· Ensuring that sufficient appointments are offered by GP Practices, both within and outside extended hours

· Reducing attendance at A&E for issues that could be resolved in primary care

· Improving the management of people with long term conditions, including better control and reducing variation in exception reporting

· Providing local referral pathways that give a local alternative to hospital care.  Local services established so far include ENT, Dermatology and Headache.  
	Quality of acute and specialist care
· Over 80 separate quality indicators with an agreed target, thresholds or specified outcomes for 2010/11

· Clear monitoring mechanisms and clearly articulated consequences of breach

· On CQUIN the financial incentives support delivery and the national targets

· Contractual levers associated with 18 week and C Difficile, Cancer waits, A&E and Never Events

· GST and KCH part of KHP AHSC

· Both are integrating with community health 



	Mental Health care

The main mental health provider is South London & the Maudsley NHS Foundation Trust (SLaM).  This accounts for approximately 90% of NHS Southwark’s mental health related budget.  NHS Southwark also has a number of health and social care contracts with community mental health services and Third sector organisations.  GP based counselling services are commissioned through Primary Care.

Key issues

· High occupancy rates on female medical wards resulting in placements outside borough for inpatient care. Addressed by commissioning additional local female beds, generating cost savings

· The need to redesign the care pathway to provide services that support alternatives to hospital admission or specialist services. Addressed by shift to the “episodes of care” model and more management of mental health issues within primary care.

· Lower level of access to psychological therapies for BME communities. Work is progressing with the location of psychological therapies in many community settings and a service is being started in the asylum seeker centre 

· Improve patient satisfaction rates. A local CQUIN has been introduced on patient satisfaction 


Part 2: 
SEL Menu of Improvement Opportunities

10. Context

In SEL we have five PCTs and one Care Trust, four major acute trusts, (two of which are also Foundation Trusts and major centres for tertiary care and research), two major mental health trusts, six community health providers and 271 GP practices.

Our approach to the SEL case for change is therefore built on:

(1) Achieving maximum efficiency and productivity from our acute providers

For new GP referrals to out patients the picture across the six PCTs varies significantly with NHS Bexley raked 4th lowest, NHS Southwark 6th and NHS Greenwich 10th. NHS Lambeth is raked 15th, with NHS Lewisham and NHS Bromley 28th and 29th out of the 31 London PCTs. Management of new GP referrals to OP is key to productivity of the acute providers but also primary care.

For follow up out patients appointments KCH, GSTT and SLHT are outliers when compared with other London Trusts. KCH ranks 12th, SLHT 13th and GST 22nd out of 29. Our strategy aims to move KCH, GSTT and SLHT to the London upper quartile on outpatient follow ups. Follow up activity in acute care should be for treatment, further advice, or monitoring of a condition that requires specialist review only.  Many follow up appointments are for routine review. Our strategy is to move these follow up appointments to primary care.
For consultant to consultant referrals local performance at KCH, GST and SLHT is higher than the London average rates.  This is despite local policies restricting internal referrals to established pathways or urgent (i.e. 2 week) referrals.  The default position should be that all referrals are reviewed and sanctioned by the patient’s GP, or the agreed referral management system/centre.  This policy allows the GP to coordinate the care of the patient and refer the patient to the most appropriate service. Benchmarking data showed that there are considerably more potential savings if stretched to reduce C2C referrals to reach London upper quartile.
Other productivities and efficiencies include:

· Reduce overall LoS  

· Ratio of 0/1 day LoS  

· Duplicate attendances 

· Outpatient procedures charged as day case 

· Patients with a high cost A&E attendance and short stay admissions 

· Day surgery  - % of total elective admissions and % delivery against AC basket of procedures 

· Acute non-PBR local price reductions

· Reduce pre-op bed days 

Targets and penalties for these are negotiated as part of the acute contracts and performance managed through the acute contract monitoring processes.

(2) Ensuring the patient is care for in the right place

A&E attendance rates are high compared to the rest of London suggesting there are opportunities to reduce A&E attendances. NHS Lewisham has a significantly higher rate of A&E attendances per weighted capitation population.  Consequently the potential savings indicated by the benchmarking are much higher at Lewisham than at Lambeth and Southwark PCTs.
(3) Strengthen capacity within primary care

The quality and outcomes of primary care vary across SEL and range from new polysystem hubs to single handed practices. To support the redesign of pathways we need to ensure that primary and community care services are enabled to deliver care in different ways.

(4) Decommissioning procedures of limited clinical effectiveness (PoLCE)

Current spend across SEL on procedures deemed to be of limited effectiveness are  £7.2m in Lambeth, £7.8m in Lewisham, £7m in Southwark and £5.6m in Bexley (Greenwich and Bromley to be confirmed).
Work has been undertaken by London Health Observatory and Commissioning Support for London reviewing evidence and referral guidance across London and broader through ‘Procedures of Limited Clinical Effectiveness’ (PoLCE) project. CSL/Dr Foster has undertaken analysis to identify the potential savings from these procedures.  Analysis has now been updated to use 2009/10 data, the range of potential savings is from £28m to £107m.  Locally we need to agree changes to local IFR policy by January 2011 (an increasing number of procedures are to be decommissioned), then consult and agree thresholds by June 2011.
(5) Redesign of key pathways
In SEL we have large numbers of people with diabetes and COPD, both show high levels of hospital admissions and need to be managed better within primary care.

We have high rates of cancer and emergency admissions and we recognise the need to improve access to cancer services locally.

In maternity services we have high rates of C sections and local demand for more births at home.

Inner SEL (Lambeth and Southwark) have a high incidence of HIV. We need to improve prevention, detection and management within primary care.
11. Improvement opportunity by QIPP Category by PCT

QIPP Opportunities:
1) Reforming urgent care systems, supporting patients closer to home and reducing the demand on acute hospital and mental health services (Urgent Care and End of Life opportunity)
2) Improving the management of long term conditions, giving patients greater control over the management of their conditions, improving the care they receive closer to home and reducing the demand on acute planned care services through improved demand management in primary care, improved support for follow up treatment and improvements in diagnostic services (Right Care, Right Place opportunity)

3) Securing improvements in primary and community based services through greater efficiency and productivity (Primary care opportunity)

4) Reforming specialist services (cancer and cardiacvascular)
5) Improvements in the management of medicines in primary care, improving quality and cost effectiveness and reducing waste

6) Improving mental health services, supporting patients in the earlier stages of their condition, reducing the demands on inpatient services (Mental Health and Learning Disabilities opportunity)
7) Reforming maternity services, improving quality and increasing patient choice

8) Improving the health of the local population – staying healthy

9) Securing management savings and estate costs

Below is a table that summarises the improvement opportunities submitted as part of developing this QIPP plan.
	
	Bexley
	Bromley
	Greenwich
	Lambeth
	Lewisham
	Southwark

	Opportunity 1: Reforming Urgent Care (Urgent care and End of life care)
	●
	●
	●
	●
	●
	●

	Opportunity 2: Right Care, Right Place (includes Planned care, Long term conditions, Other demand management, Right care – Thresholds and decommissioning, Community support services, Right care – Enhanced recovery and Right care – Patient decision support)
	●
	●
	●
	●
	●
	●

	Opportunity3: Reforming Primary Care and Community Health
	●
	●


	●
	●
	●
	●

	Opportunity 4: Reforming specialist services (includes Clinical support rationalisation and Safe care)


	
	
	
	●
	●
	●

	Opportunity 5: Medicines management (Medicines use, clinical procurement, prescribing)
	●
	
	●
	●
	●
	●

	Opportunity 6: Mental health and learning disabilities

	●
	●
	●
	●
	●


	

	Opportunity 7: Maternity and new born
	
	
	●
	●
	●
	●



	Opportunity 8 – Management and estates costs


	●
	●
	●
	●


	●
	●




Table 11: Summary of Improvement Opportunities Submitted as Part of Developing the QIPP Plan
11.1 Improvement opportunity one: Urgent Care (Urgent care and End of life care)

SEL has a high non elective admission rate per thousand population compared to London and England and a high level of dependence on hospital based care. Local audits show between 40 to 60% of attendance at A&E could be cared for safely and appropriately in primary care. NHS Lewisham has a significantly higher rate of A&E attendances per weighted capitation population.  Consequently the potential savings indicated by the benchmarking are much higher at Lewisham than at other PCTs.  Each PCT / CT aim to decommission a proportion of their A&E activity with significant additional capacity provided through additional hours, outside core hours, in primary care. 
The focus of this improvement opportunity is three-fold:

· to reduce hospital admissions, though improving the management of Long Term Conditions and improved community-based services 
· to reduce inappropriate attendance at A&E by reforming the urgent care system, extending access, and to improve patient care by ensuring that the patient has access to the right clinical expertise at the right time and place
· to ensure that pathways of care support more people to die in their place of choice
Development of new or enhancement of existing urgent care centres

Four PCTs’ proposals include the development of new urgent care centres; Southwark, Lambeth and Lewisham will be implementing UCCs on the front end of A&E at St Thomas’, Kings and Lewisham Hospitals. Southwark also propose to establish a UCC within the minor injuries unit at Guys hospital. 

Greenwich has a pilot UCC in place at the front door of Queen Elizabeth Hospital Woolwich site, and is expanding the model to be a GP led health centre with an UCC. Overall the ongoing development of UCCs continues, the principle aim being to reduce pressure on A&E departments and to provide a more cost effective and clinically appropriate alternative care, while enhancing patient experience.

There are two proposals from Bromley which relate to their existing walking centres, these will take the form of a post implementation review with the intention to ensure best patient care and value for money.
Admission avoidance & reducing emergency admissions

This has been looked at by LSLA who have found that locally high readmission rates of 100-105% compared to 97% London average including a high proportion of frequent admissions and emergency hospitalisation for chronic conditions that can managed in primary care. High rates of A&E attendance and emergency admissions to hospital, 5% more hospital admissions due to diabetes than national average, ~30% more spend per diabetes admission than national average. High proportion of frequent admissions (~14% of patients admitted regularly to hospital account for 36.5% OBDs)

All PCTs / CT have identified a number of opportunities to redesign and integrate primary, community and social care to reduce the number of avoidable emergency admissions to acute trusts locally. Within Polysystem plans networks of care, developed in each locality of the borough, will include the co-ordination of unscheduled care through the development of a single point of access to ensure that patients are supported in the community through integrated care planning and rapid intervention when required.  The single point of access will have access to a multi-disciplinary rapid response team. Programmes of service redesign for improved long term conditions management in the community will be progress for diabetes, COPD and heart failure (some jointly with neighbouring boroughs).

NHS Lewisham redesign work on Clinical Assessment service to start 1st November 2010 primarily for patients over 65 years with low level medical needs requiring assessment and recuperative services for up to 72 hours in a short stay bed in acute and or up to 7 days in their own homes. NHS Bexley has deployed Care Navigators at A&E and UCC sites to stop and redirect admissions performed in conjunction with SLHT and Darwent Valley Hospital.
Development of intermediate care, rapid response and community falls

NHS Greenwich has two proposals in this area. The Integration of intermediate health and social and social care teams, forming 5 multi-agency, multidisciplinary teams across Greenwich with shared management arrangements.  This includes community rehab services, rapid response, intermediate care at home and a shared point of access to these services.  Further expansion of intermediate rapid response team providing multi-disciplinary services to divert patients away from acute into community services.  Improving outcomes for Greenwich residents is central to these plans, these include prevention of emergency admission and A&E attendance, preventing delayed discharge, preventing premature or unnecessary admission to long term residential care and ensuring health and social care needs are both met in a seamless and co-ordinated way. Resulting in:
· Increasing capacity community falls team to increase preventative work & falls management 

· Increase capacity referrals from primary care following implementation of NHS health check “plus” for bone health

· Increase advisory and expert support to primary care and other agencies including care homes

End of life care
SEL is proposing to look at reducing the number of emergency admissions for end of life care patients from nursing homes by building on work already in place to improve the quality of care for patients at the end of life, reduce the number of emergency admissions from nursing home for EOLC residents and to demonstrate cost savings.
The GST special trustees Modernisation Initiative on EoL proposal only applies to Lambeth and Southwark at this time and seeks to implement systems to support best practice to identify patients, enable transfer to preferred place of care and improve care delivery.

60%
 of people from Southwark & Lambeth die in a hospital setting.  The London end of life care programme target is for 50% of people to die in a non-hospital setting by 2013. This equates to an extra 298 Southwark & Lambeth patients per year shifting to a non-hospital setting to die.  

Systems that encourage identification and high quality care for people at the end of life care will contribute to earlier discharge of appropriate patients and reduce readmissions within 30 days.  
Urgent Care QIPP savings

	
	2011/12
£’000
	2012/13
£’000
	2013/14
£’000
	2014/15
£’000

	Bexley
	2,238
	2,238
	2,238
	2,238

	Bromley
	1,890
	1,890
	1,890
	1,890

	Greenwich
	4,223
	4,574
	4,874
	5,024

	Lambeth
	3,469
	4,917
	5,983
	6,707

	Lewisham
	3,645
	4,856
	6,029
	6,713

	Southwark
	3,359
	4,595
	5,767
	6,478


End of Life QIPP savings
	
	2011/12
£’000
	2012/13
£’000
	2013/14
£’000
	2014/15
£’000

	Bexley
	0
	0
	0
	0

	Bromley
	0
	0
	0
	0

	Greenwich
	-2
	209
	461
	461

	Lambeth
	156
	312
	468
	624

	Lewisham
	0
	0
	0
	0

	Southwark
	344
	288
	432
	576


Table 12: Urgent Care and End of Life QIPP savings
	Urgent Care and End of life QIPP

	Focus

	To reduce avoidable emergency admissions across SEL.

Diversion to primary care for primary care interventions

The development of Urgent Care Centres that enable better appropriate access to urgent care. 

Support people who choose to, to die at home


	Key work programmes

	· Implement single point of contact access for non emergency conditions.

· Implement common benchmarking system for GP commissioners to enable them to identify and address unexplained variation (including peer review).

· Review primary care out of hours services and extended hours services to maximise the opportunity for patients to be seen in a non hospital setting Develop improved services in primary care and community care focusing on the better management of acute (including minor injuries) and long term conditions.

· Implement the Transforming Community Services programme through a vertical integration model.

	Existing patient experience intelligence on service area


	Support for the development of new or enhancement of existing urgent care centres

This has primarily been through patient surveys, evidence of actual 4 hour breaches and surveys that indicate up to 60% of A&E cases are primary care related. Further support comes from evidence of high satisfaction with A&E front ends elsewhere in the country. Support in Lewisham from APOH feedback and NHS Southwark’s public consultation on the PCT’s Polysystem plans included firm support for commissioning intentions and the rationale for change

Reducing A&E attendance

Evidence suggests that where there is adequate access to primary care exists inappropriate use of A&E is less of an issue. Piloting of ‘meet and greet’ redirection services has also provided evidence that patients can be effectively managed through this system. 

End of life care

When asked, 54% of people say they would prefer to die in a non-hospital setting.  

	Clinical evidence of effectiveness of improvement opportunity


	Hammersmith and Fulham PCT have estimated 60-65% of all A&E attendances are being seen in the UCCs at Charing Cross and Hammersmith Hospitals [1]. The Hammersmith service has resolved approximately 65% of all attendances without recourse to the Emergency Department and has reduced the rate of admission by 20% despite an overall increase in attendances across the sector between 10 and 15%. The service at Charing Cross is resolving 60% of attendances.  More than 80% of attendances are resolved within 2 hours and almost all within 4 hours. The service has managed to achieve this against a backdrop of increased demand generated partially by swine flu, and has generated savings when compared with the cost of the previous service and also when comparing current activity against the two models. That overall high cost attendances have reduced by 37% (saving 20% in cost by transferring to minor rates), and standard cost by 42% (saving 12%). Applying these figures to 2008/09 activity levels gives savings across PCT’s of £720k for high cost attendances and £180k for standard cost. The service at Hammersmith Hospital is also projected to reduce admissions by approximately 1200 in 209/10 representing a saving of £700k. 

Camden PCT [2] estimated 40% of new attendees at A&E can be safely triaged to primary care.    
The Acute Care Clinical Working Group 2007 noted 40% of people attending A&E had a problem that could be resolved through contact with primary care professionals. 
40.9% of attendees with new problems were classified by triage as presenting with primary care problems (BMJ article Dale et al [3])
40% of those taken to hospital by ambulance could have been treated and cared for in the community  [4]
EoLC - National DH guidance has promoted the expansion of good quality provision of EoLC. This facilitates patients dying in a setting of their choice with adequate palliative support, counselling and individual engagement in decision making about how death will happen. It can reduce unnecessary hospital admission, improve symptom relief and permit dignity and choice in the mode of dying. With correct training of GPs, other nurses and other clinicians it is possible to introduce nationally agreed standards of good EoLC of the Liverpool Care Pathway and the Gold Standards Framework.

[1] Draft UCC NWS report 4). 
[2] Provision of a Primary Care “front end” service at Royal Free Hospital NHS Trust Request for proposal of service. December 2006.
[3] BMJ Primary care in the accident and emergency department: Prospective identification of patients Dale et al August 1995
[4] Simple and Direct Access to Emergency and Urgent Care Services Across London, Final report of the London Reform Programme, July 2005
 

	Impact on service quality and outcomes


	· Service quality will be enhanced by ensuring patients are seen and treated by the most appropriate professional for their needs, reducing pressure on the A&E department and allowing those acute teams to give an enhanced level of service to more complex and major attendances.

· Adding system capacity in UCC on same site should improve overall care for emergency patients

· Reduction in readmissions will enhance the patient experience and allow patients to be managed closer to home.

· Provision of community based services as alternatives to A&E departments will enhance the patient experience 

· Prevention of avoidable hospital admission will enhance the patient experience and improve outcomes.

· Increased multidisciplinary working between health and social care avoids patients falling into gaps between services. 

· Improved quality of EoL care by using good practice guidance. Give a clear pathway package of care for people who are imminently dying (Liverpool Care Pathway) to provide best practice care i.e. better symptom control, co-ordination of care, clarity of roles and support for patients and families and more timely, effective communication for patients whose recovery is uncertain (eg AMBER care bundle)

	Impact on patient choice

	· In most instances proposals will provide increased patient choice or further develop existing out of hours provision and urgent care centres.

· Increasing access to intermediate care facility and to rehabilitation services in a community setting, at home or in community bed based services.

· Use of advance care planning to discuss choice of preferred place of death and ensuring this information is recorded and shared with other care providers 


	Enablers

	UCC tariff

	KPI Metrics

	· Reduce emergency admissions 

· Reduction in attendances at A&E against planned target.

· Level of expenditure change invested in non elective care.

· Development of new or enhancement of existing urgent care centres

· Increase the number of terminally ill cancer and non cancer patients enabled to die in their own home. 
· Increase proportion of people able to die in a non hospital setting



	System levers and incentives


	· Collaborative working of front line teams across primary and secondary care

· Payment incentive for treating long term conditions in the community – reducing hospital interventions

· Improved management of patient medication regimes

· Personal budget pilots for patients with a long term condition

· Single care record

· Transforming Community Services policy

	Support and capability
	· Requires improved information and support for GP Commissioning Consortia

· PCT BSUs to support development of clinical pathways and standards

· National pilot sites on personal budgets will support non pilot sites

	Links to national workstreams
	· Urgent and emergency care 

· Doing the right things

· Safe care 

· Long term conditions

· Improving staff productivity

· Medicines use and procurement

· Primary care commissioning and contracting

· End of Life care

	Innovation
	· Personalised care plans

· Improved anticipatory care – risk stratification

· Development of self management programmes for long term conditions

· Use of assistive technology

	Interdependencies
	· This project is partly dependent upon the deliverables for the Long Term Conditions opportunity

· Transforming Community Services


	Implementation and key milestones

	Development of new or enhancement of existing urgent care centres

NHS Lewisham - Building works about to start, to complete UCC phase by June 2011. CAS from 1st November. CAS outcomes will be performance monitored as part of the contracting process. 
NHS Southwark - Service specifications to be drafted by 20 October 2010 and agreed by December 2010. Procurement route and timetable to be agreed by January 2011. Development of a community based UCC in the north of the borough is planned for quarter 4 2010/11 and the facility in the South is planned for 2011/12.  ‘Meet and Greet’ services will be expanded by the end of 2010/11.

NHS Bromley – currently reviewing options will then firm up project plans and milestones.

NHS Greenwich - ITT to be issued Nov 10.  Selection of provider Jan 11.  Implementation of UCC April 11, new practice April 12. 

Bexley UCC already operational on the QMS site and expanding following A&E closure on 24th November 2010.
Emergency readmissions within 30 days
Contractual change for 1st December 2010.

End of life care

NHS Greenwich has progressed plans in 2010/11 to procure a new model of community end of life care that introduces a new single point of access through a coordination centre with rapid nursing response overnight, rapid discharge coordination and a single provider model for providing additional care packages to support patients to die at home. The new service model will be operational from April 2011. In addition GSF and LCP is being rolled out across core services in primary care, community nursing and care homes.

	Next steps

	All clusters to be challenged on how thoroughly they are implementing the key recommendations to come from the QIPP planning process, with a view to turning round growth in non elective activity.


11.2 Initiative two: Right Care, Right Place (includes Planned care, Long term conditions, Other demand management, Right care – Thresholds and decommissioning, Community support services, Right care – Enhanced recovery and Right care – Patient decision support)

One of the key characteristics of the planned care system in the SEL is a comparatively high level of dependence on acute hospitals and admissions compared with the rest of the country. There is also a huge amount of variation and inconsistency within planned care depending for example on who patients see or at which point they access the planned care system.

The SEL Joint Strategic Needs Assessments show that the number of patients with a diagnosed long term condition is expected to increase significantly over the next 10 to 15 years. If the management of these conditions is not improved there will be further increases in unplanned hospital admissions and further exacerbation of patients conditions. This improvement opportunity is focused on ensuring that do receive the care they need but in the most effective manner. This will mean some changes to existing pathways and the location of certain services.

To understand the pathways that we should focus on we have analysed emergency admissions, readmissions and outpatient referrals and benchmarked them with National productivity indicators. Each PCT has used this information to set their priorities. Each PCT has also carried out a practice level analysis and benchmarked each GP Practices’ outpatient activity against the borough average. This allows each PCT to identify the specialties with the highest potential savings if the rate of OP referrals in the outlying practices was reduced to the borough average. The GP Commissioning Consortia are using a number of different approaches to manage OP referrals including Choose and Book, referral management centres / services and Primary care integrated practice information tools. Each PCT has existing plans to reduce the rate of outpatient referrals, including referral review and referral management approaches, development of protocols and clinical pathway redesign plans.  

Context includes:

· Improving productivity 

· More care provided within primary care (including community services)
· Better management of LTCs

· Better access to services at primary care level and closer to home

· Shift of activity from acute to lower cost setting where clinically appropriate
	Our vision for out of hospital care 

A clinically led model of care involving all partners in a local network of services including primary, community and local secondary care. However primary care is the central point of the network.

We aim to have an integrated care system that minimises health inequalities, giving priority to health promotion and prevention of ill health.  Improved access to consistently high quality, responsive community based services in their locality/neighbourhood.  Services to include a broader range of services than at present, expanding to include more diagnostic tests, enhanced management of long term conditions; one stop outpatient clinics or alternate services to outpatients e.g. telephone contacts, and integrated health and social care provision.  This will increase patient choice and ensure that patients are provided with the right care in the right place.

Patients will have access to secondary care services only when their condition necessitates surgical, inpatient or medical facilities that primary and community services can not provide or when secondary care provision represents the most cost effective form of delivery. 

This form of this model of care may look slightly different across the 6 boroughs reflecting the needs of the local populations, the models of working for primary and community care and the different forms of integrated services with the local authorities and mental health trusts.




The focus of this improvement opportunity is:
1. Reduce the dependency on the local acute sector and improve primary and community services

2. Support the redesign of key pathways (e.g. diabetes, COPD, cardiac / heart failure and MSK) to ensure that the right care is delivered in the right settings.

3. Ensure that evidence based care is delivered by employing evidence based thresholds for and/or decommissioning procedures of limited clinical effectiveness (PoLCE)

4. Supporting the strengthening of primary care capacity to ensure improved management of patients with long term conditions to reduce unnecessary referrals to outpatients and avoidable admissions and to support earlier detection and management.
Rationale:

· Over dependence on local acute services for care that could safely be provided in primary care

· Opportunities to reduce unnecessary referrals to secondary care  - local rates of referral into outpatient clinics are higher than average (taking into account standardized referral rates)
· The DNA rate is high in LSL, (whilst low in BBG) suggesting some patients not convinced of the need for their appointment.
· Improve the access, quality and capacity of primary care and community services to manage more care within community settings 
· High rates of diabetes across SEL and projected increase in prevalence and absolute number of patients with diabetes and other long term conditions

· Many COPD emergency admissions, re-admissions and deaths are preventable and can lead to excess demand on hospital beds if not managed well.

· Consultations with patients (incl. Healthcare for London, A Picture of Health, Transforming Southwark, Eltham Community hospital proposals in Greenwich and the work in Lewisham referral restrictions) show support from patients for being treated in primary care and for reduced secondary care referrals.
Our approach to PoLCE

The CSL has produced an analysis of 41 procedures where there may be scope for reducing their use where they are of limited clinical value.   The CSL report was assessed and the detail of the evidence base and the sector activity analysed. A large proportion of the activities that were in the CSL report were already included in the sector Treatment Access Policy. This has been updated in the light of the CSL report and other evidence of effectiveness e.g. NICE. The analysis identified that there were potentially some further savings to be made particularly on some areas of activity. It also identified that there was ongoing work required to gain agreement on some aspects that might require clinical agreement on where thresholds for referral should be placed.  Implementation of the revised TAP includes inclusion of agreement with acute trusts in the contracts for 2011/12 onwards, mechanisms for each PCT to ensure that all GPs are guided by the policy and abide by it so as to reduce unnecessary referrals, that the PCT IFR panel is clear and robust in decision making, and that there is regular monitoring, with audit if necessary, of those procudures that are covered by the TAP.
There will therefore be a three-pronged attack on the decommissioning of clinically ineffective healthcare interventions:

· GP reduction in referrals for these conditions

· Patient Management Centre reinforces this restriction

· Provider agreement not to carry out ineffective procedures, backed up by contractual levers.

Right Care Right Place QIPP

LTC QIPP Savings
	
	2011/12
£’000
	2012/13
£’000
	2013/14
£’000
	2014/15
£’000

	Bexley
	601
	811
	1001
	1251

	Bromley
	7
	31
	31
	31

	Greenwich
	1,356
	1,356
	1,356
	1,356

	Lambeth
	-1,885
	-3,272
	-3,889
	-4,505

	Lewisham
	0
	0
	0
	0

	Southwark
	0
	0
	0
	0


Table 13: LTC QIPP Savings

Planned Care QIPP Savings

	
	2011/12
£’000
	2012/13
£’000
	2013/14
£’000
	2014/15
£’000

	Bexley
	3,374
	3,393
	3,393
	3,393

	Bromley
	7,574
	8,126
	8,282
	8,363

	Greenwich
	6,765
	7,393
	7,893
	8,393

	Lambeth
	8,339
	14,650
	17,728
	20,806

	Lewisham
	7887
	12,372
	15,063
	17,753

	Southwark
	9,793
	14,052
	16,550
	18,965


Table 14: Planned Care QIPP Savings

Borough examples:

Bexley

Outpatient referrals (with exceptions) are received electronically through C&B via the Patient Management Centre. The PMC now has Clinical triage and Peer review with effect from October 2010. This is linked to Pathway redesign, with pathways being integrated on practice systems using Map of Medicine. All Bexley Practices now receive information via MEDE Dashboard which highlights current referrals (elective and non elective), this is being extended to include referral rates by Practice in order to facilitate peer review.  This is reviewed at Consortia Demand Management meetings.

Bexley Care Trust  in conjunction with the GP led Clinical cabinet has indentified two distinct patient cohorts who are admitted ‘non electively’ to the acute providers. These have then been categorized and filtered into Ambulatory sensitive care conditions based on DH guidelines and frequent flyers (patients who are admitted more than twice in any rolling 12-month period).   The required outcome of both these schemes is active case management of all patients within these cohorts and effective design of Bexley Total Health Systems (primary care community services) to deliver high quality, cost effective community alternatives. 

Improving the quality and focus on long term conditions management through a clinically led and owned strategy to:  improve quality of life; avoid unnecessary admissions to hospital; reduce variation in primary care management of LTC; shift care from secondary to primary care sectors were this improves value for money; improve quality of life for LTC patients. There are a number of work streams to achieve these outcomes including  the Programme of Ambulatory Care Sensitive Conditions,  the  Care Navigator intervention service based in A&E the Bexley Virtual Ward service with caseloads in top tier LTC patients a new Care Homes pilot commencing Quarter 4 2010/11 in Frognal Consortium, Remote Monitoring provision for 25 patients over six weekly periods is augmented by a NEW scheme in Quarter 4 of 2010/11 to evaluate the more intensive use of the same technology with a further 25 patients in a condition specific pilot focused on COPD and preventative strategies in place in partnership with London Borough of Bexley will be integrated into a single Joint Long term Conditions Strategy in Quarter 4 of 2010/11

Community cardiology services, provided at a lower cost in a more convenient location and with more effective links with General Practice. The service includes: Community diagnostics in 4 GP surgeries:   Consultant appointments including rapid access chest pain clinic within 48 hrs,  Heart Failure Nurse including post discharge follow up and Cardiac Rehabilitation. The existing service has demonstrated the potential to deliver reductions in acute cardiology referrals ( 34% decrease in first  Out Patient appointments  and the potential to increase this to 45%.)

This is an already established and proven service which has demonstrated local success. 

Bromley

A comprehensive admission avoidance service which will support patients so that they avoid inappropriate admission to hospital.  A PACE pilot has shown the potential for avoiding hospital stay if better community support services are available. PACE service has been piloted and although not targeted on avoiding admissions, has shown that they can be. The service involves bringing together three existing services and there are challenges around doing this smoothly. Detailed project planning is being undertaken to mitigate this risk. The plan is being implemented through a contract being negotiated with the Bromley Community Provider Unit and is on track to be completed in December 2010.

NHS Bromley has opened a Referral Management Centre (rmc) as part of a package of measures to address referral management, agreed between NHS Bromley and the 3 Practice Based Commissioning Clusters.  Bromley has a relatively high rate of referrals to hospital as a result of a number of factors, including a relative lack of resources in place to support GPs and relatively poor data on referrals from our local acute trust.

The referral management package, including the RMC, a peer mentoring Local Enhanced Service (les) and more support for referrers, aims to significantly reduce Bromley referral rates from their current high levels. The RMC will deliver quick and accurate information to support PBC and PCT commissioning, efficient clinical triage of referrals wherever agreed by PBC Clusters in the care pathways and will enhance electronic booking of appointments in hospitals and newly commissioned community clinics

A musculo skeletal triage and community physiotherapy service was introduced on 1st September 2010 following a pilot which has been in operation in the Orpington PBC cluster since September 2009. The outcomes expected are a high quality service with reduced waiting times and a service closer to home for patients. Cost savings are expected from reduced hospital activity, both in cost of physiotherapy provision and reduced T&O and Rheumatology appointments. The pilot has been successful and the first full month of the new service shows that avoided T&O and Rheumatology appointments are on target. Early feedback from GPs is overwhelmingly positive.

A multidisciplinary community based team a ‘one stop’ dermatology service to patients in accessible clinics across Bromley.  Patient advice and education will be a major element of the new service as a way to improve self management and care. 
Ophthalmology schemes: a PEARS (Primary Eye Acute Referral Scheme) and a community ophthalmology service. Both have similar required outcomes:  speedier access to care; clearer referral pathways and sites for treatment; reduced anxiety for patients by avoiding unnecessary referrals to hospital and follow ups; more easily accessed treatment (High Street opticians for the PEARS scheme, community based eye clinics otherwise). Earlier audits of GP referrals and hospital data have shown that a high proportion of hospital referrals could be seen in a community setting. PEARS pilot scheme in Medway was audited and showed no clinical instances and 96% patient satisfaction with the speed and quality of care. PEARS scheme to be introduced in April 2011. Business case for the community service is to be presented in December 2010.

Greenwich

A major project for a systematic approach to primary and secondary prevention in primary care (Health Check plus). This includes the pro-actively management of patients diagnosed with respiratory disease, an enhanced ‘one stop shop’ COPD service that will provide accurate diagnosis and patient management within the community, linking in with smoking cessation service, pulmonary rehabilitation service and the community oxygen service.  

Improving on the primary & community specialist diabetic health care provision ensuring fast and responsive diagnosis and treatment of all patients with clearly defined pathways for all conditions. Tier 1 – already delivered through new PMS Contract, Tier 2 – to be delivered through Local Enhanced Service and Tier 3 will be piloted with GCHS.
Expansion and further development of MSK ICATS Service enabling the redesign of services and full exploitation of skills and new roles of all healthcare professionals resulting in better  outcomes for people with musculoskeletal conditions through a more actively managed patient pathways, with explicit sharing of information and responsibility, enabling patients to been seen at the right time and in the right place and improving access. The new MSK ICATS service will be in place for the end of 2010-11  

Implement a Referral Management Service and triage in RMS to actively manage clinical referral into the acute sector managed through choose and book. Milestone for implementation of the RMS system April 2011. Referral Management protocols for 6 outpatient pathways implemented into General Practice from February 2011.
Lambeth

Mandatory referring for MSK via MCATTs (went live 1st October 2010) and decommissioning 40% of the THR and TKR and OP follow ups (approx 1400 attendances if move to upper quartile and  approx 1700 to move to top decile).
The Opportunity Locator suggests Lambeth are performing poorly on admissions for diabetes complications particularly at KCH.  This needs further investigation.
Starting to work on increased detection of Atrial Fibrillation through increasing pulse checks in primary care.  This is already included in the Vascular Checks programme.  Modeling the potential impact on cardiac and stroke events and therefore in patient activity but this is likely to be long term.

Redesign of key pathways with NHS Southwark (e.g. diabetes) to support the shift of activity from acute to community settings, establishing with NHS Southwark a Referral Management Centre for GP OP referrals.

Lewisham

Redesign of admission avoidance pathway Covering Continuing care, Diabetes, Falls, COPD, Heart failure and End of life

encompassing:

· A service to support people at home to avoid unnecessary admissions and readmissions to hospital.

· A clinical assessment service that will offer same day assessment and treatment for patients.

· Recuperative beds for up to 72 hours.
· Support for patients in their own homes for up to 7 days.
Lewisham Redesign work on a Clinical Assessment Service to start 1st November 2010 primarily for patients over 65 years with low level medical needs requiring assessment and recuperative services for up to 72 hours in a short stay bed in acute and or up to 7 days in their own homes. This links into broader work on intermediate care/re-enablement with Lewisham Healthcare and LBL.  Piloting of local CAS model in phases since 2009. Other work is underway which will support reduced emergency/unscheduled admissions for people with a long term condition (COPD, Asthma, Diabetes etc) through improved systematic management in primary care, extended primary care and the community nursing services. This work is also linked to the development of the Urgent Care Centre.

Lewisham’s emergency hospitalisation rates for acute and chronic conditions usually managed in primary care are significantly higher than the national rate. The CAS service will prevent patients being admitted to acute beds by providing support for up to 7 days at which point the patients will be transferred onto existing mainstream services if required i.e. rehabilitation. This will allow the patients to remain in their own homes and maintain their independence if at all possible.
Southwark

KCH and GSTT will be commissioned to provide the infrastructure for a GP-led referral management system for all GP-initiated referrals in Southwark. This will allow a GP to scrutinize the referral before allowing it to proceed to KCH or GSTT booking system and incurring a tariff. For the top 10 specialties in which Southwark is an outlier, GPs will scrutinize referrals against pre-agree protocols, returning those that do not meet agreed criteria. These referrals will be redirected for management in primary care or further work-up prior to OP appointment. Objectives of referral management service include Support management of referrals to most appropriate setting of care, Improve GP compliance with use of local pathways, Provide monthly reports to GP Commissioners on referral data by GP practice based to include a clinical component and supports achievement of 18 week RTT

Redesign of key pathways to facilitate a shift in activity to more cost effective settings for example from hospital to primary care location. This work builds on local PBMA approach and use clinical redesign groups to extend the range of services delivered out of hospital and to increase the volume of activity provided in primary care settings. 

The required outcome of activity shift will be that it enables a 20% transfer of OP activity into primary care settings, delivered at 75% PbR cost. In Southwark 2010/11 dermatology; ENT; neurology; gynaecology; diabetes and ophthalmology will be delivered in local primary care settings. This supplements the shift in MSK care which began last year. From 2011/12, additional shift will be delivered in cardiology; paediatrics & urology. The shift of care setting has been piloted in a number of specialities in Southwark. All pilot programmes have been successful, delivering further choice and shorter waits for patients. Local GPs strongly support the clinical quality of the services provided. 
	Right Care, Right Place 

	QIPP categories: planned care, long term conditions, other demand management, right care – thresholds and decommissioning (PoLCE), community support services, right care – Enhanced recovery and right care – patient decision support)

	Focus

	· Decommissioning procedures of limited clinical benefit (PoLCE)
· Securing significant reductions in the number of new and follow up outpatient appointments
· Treating more patients in non acute hospital settings where appropriate 

· Improved identification of patients with a long term condition

· Development of SEL wide clinical standards to improve the management of LTC
· Development of personal care plans

· Supporting patients to better manage their own conditions

· Implementation of personal budgets through nationally approved pilots

	Key work programmes

	· A single agreed list across SEL identifying procedures of limited clinical benefit

· Improved activity management systems to identify new threshold criteria for GP commissioners enabling them to commission more effectively and reduce hospital demand

· The development of vertically integrated services

· Agree and move a defined list of treatments to a community setting 

· Improving the management of patients in primary care (case finding, case management, rapid intervention)

· Identify practices with lower than top quartile QOF scores and implement improvement programmes

· Develop integrated support systems with local authority social care (and other) teams

	Existing patient experience intelligence on service area

	Consultation with local people has informed the LTC and (planned care) care pathway strategies, in particular shifting care closer to home, improving access, shifting from treatment to prevention, promoting appropriate self care and peer/advocacy support and better coordination of support between health and social care

	Clinical evidence of effectiveness of improvement opportunity

	· Key national priority - a number of related NSFs and national targets.

· CSL - focus on long terms conditions, with priorities of shifting care to community settings and prevention rather than treatment, development and adherence of best practice care pathways, key priorities of stroke and diabetes identified for further action by PCTs 

· CSL – focus on planned care with priorities of improving access to diagnostics and routine care closer to home, increased use of day case setting for many procedures

· Procedures of limited clinical effectiveness – benchmarking analysis on relatively ineffective procedures including knee washouts, Tonsillectomy and Grommets and potentially cosmetic procedures, including Minor Skin Surgery, genital surgery, and Varicose Veins.

· Hospital emergency admissions and outpatient activity relatively high for sector, with variation between boroughs. Key specialties for OP referral reductions are:   dermatology, orthopaedics, gynaecology, ENT, neurology, diabetes, CVD, ophthalmology.  

· Population management/risk stratification within Bexley and Lambeth has identified further scope for a shift in the provision of care to community based settings and further scope to improve health and well being associated with LTC.   



	Impact on service quality and outcomes

	Achievement of upper London quartile (from 2009/10 baseline) on range of QIPP metrics e.g. new outpatient attendances, follow-up outpatient attendances, demonstrable reduction on PoLCE
Clinical outcomes

· Improved outcomes :

· Blood pressure control

· Blood glucose control

· Morbidity/mortality

Patient expectations

· Reduced waiting times (for GP access, outpatients, diagnostics and surgery)

· Improved patient satisfaction 

· Numbers of  Personalised care plans

· Improved patient choice

System outcomes

· Improved productivity from providers

· Reduction in inappropriate referrals to hospital through improved support to primary care

· Streamlined care pathways for patients

· Increased care closer to home



	Impact on patient choice


	

	Enablers

	Workforce, Communications and Engagement, IT and estates

Sector / London wide Communications re PoLCE with local and sector-wide clinical engagement

	KPI metrics

	· Reduced rates of elective interventions (outpatients, elective procedures, outpatient follow ups)

· Increase in outpatient to inpatient conversion rates

· % shift in planned care to a non hospital setting

· % of patients with a diagnosed long term condition with a personal care plan




	System levers and incentives


	· Incentive system for GPs as clinical commissioners around referral management

· Strong activity/demand management systems in GP Commissioning Consortia

· Patient empowerment due to more involvement in their treatment

· Development and implementation of CAS systems

· Improved focus on long term conditions in primary care QOF scheme (requires national consideration or implement locally through enhanced QOF)

· Key priority in all PCT 5 Year Strategies

	Support and capability
	· Requires improved information and support for GP Commissioning Consortia

· Requires support from PCT BSU’s to develop new standards (including a standard list of clinical exclusions) and care pathways

	Links to national workstreams
	· Doing the right things

· Procurement

· Safe Care 

· Clinical support rationalisation

· Improving staff productivity 

· Primary care commissioning and contracting

· Long Term Conditions

	Innovation
	· Implementation of CAS systems

· Telemedicine

· Peer support/clinical challenge in primary care

· Personal budgets

· Enhanced services in community pharmacy

	Interdependencies
	Links to Reform Primary and Community Services initiative

Supports the Reform of Urgent Care Systems initiative


	Implementation and key milestones

	Implementation can be slow, requiring extensive clinical engagement and partnership working with acute Trusts.  There has been a degree of slippage against 2010/2011 plans, and in some cases savings plans will need to be remodelled to reflect updated PCT plans.



	Next steps

	· All clusters to be challenged on how thoroughly they are implementing the key recommendations to come from the QIPP planning process, with a view to turning round growth in non elective activity.

· Implementation of case management and move to generic specialist support for people with long term conditions.

· Development of clear KPIs in GP Commissioning Consortia project plans.


11.3 Improvement opportunity three: Primary Care

SEL GP Commissioning Consortia

There are 14 PBC groups and two GP Commissioning Consortia (early implementors) in South East London. The following table illustrates the configuration of groups across the sector:
	PCT
	PBC / GP Commissioning Consortia



	Bexley
	3 PBC groups and one consortia - Bexley Clinical Cabinet

	Bromley
	3 PBC groups – Orpington, Unity and Bromley

	Greenwich
	5 PBC groups - Thamesmead & Plumstead, Eltham, Charlton & Kidbrooke, Greenwich Town and Woolwich

	Lambeth
	3 PBC groups - North Lambeth PBC, Streatham & Clapham Health South West PBC and South East Lambeth PBC

	Southwark
	1 consortia (8 GP leads) - Southwark Health Commissioning

	Lewisham
	1 GP PBC - Lewisham Primary Care Federation and 4 cluster leads



Table 15: Configuration of PBC/ GP Commissioning Consortia
Practice based commissioning has developed at different paces across the SEL boroughs. We have two boroughs as early implementers for GP Commissioning. 

The PBC groups have tended to work together around planned care services. Common service re-design areas have been: diabetes, MSK, orthopaedics; cardiology and ENT. Prescribing and management of the prescribing budget has also been a common theme. However the degree of change effected has been variable. Some groups are more developed than others and wish to take on components of commissioning, hold real budgets and negotiate contracts. Currently much work has occurred on analysis of non-elective care but demand management initiatives from PBC have been sketchy and implementation weak. One major benefit that has occurred in all clusters is that practices are now regularly talking to each other, leaders have emerged and some discussion is occurring between PBC groups. This is a strong foundation upon which to build GP Commissioning.

	Bexley Care Trust in conjunction with local clinicians through Practice based Commissioning has invested heavily in pathway redesign and out of hospital commission over the last 4 years. This has allowed the trust and clinicians to develop a clinical cabinet and select , design and implement a board range of highly successful community services ranging from MSK triage through to CT angiography, that focus on local needs. These schemes have effectively shifted services into community settings and succeeded in bring care closer to patients homes.

Indeed Bexley won the prestigious PBC Vision award for Cardiovascular redesign in October this year and won 3 HSJ awards for PBC schemes in November.
This work is continuing through the sponsorship of the clinical cabinet and GP commissioning as the transition arrangements develop and is seen as pivotal in achieving the goals identified in the QIPP workstreams.

Alongside the clinical pathway redevelopments, Bexley has also created an effective referral management centre. This acts as a gateway to drive activity through the community services and to give local GPs a mechanism to assist with managing secondary care activity, in which Bexley performs as ‘Best in Class’ in the NHSI ‘Better care, Better value’ indicators. 



	Quality of primary care
NHS Greenwich has commissioned 5 General Medical Services (GMS) practices, 40 Personal Medical Services (PMS), one PMS plus practice (District Nursing and Health Visitor Services) and 2 APMS contracts. There are over 140 whole time equivalent (WTE) GPs operating from in excess of sixty locations.

NHS Greenwich is considered to be under-doctored – average list over 2,000 patients per GP and has poor health outcomes. To address this NHS Greenwich has recently procured two new GP led health centres and one GP Practice under Alternative Provider Medical Services (APMS) contracts. A further GPLHC/UCC will be procured in 2011. 

Benchmarking of both investment per patient and creation of key performance indicators has shown no correlation between investment levels and outcomes. NHS Greenwich re-negotiated its PMS contracts in 2010 to deliver a core offering of services e.g. 8:00-18:30 opening, increased GP face to face contact with patients etc. available to all residents of Greenwich at a standardised investment per patient.
5% of Practice income will be attached to delivery of KPIs in 2011/12

Management of long term conditions identifies some of the challenges that remain to ensuring the best quality of primary care in relation to the needs of the Greenwich population. The NHSG CSP goals and initiatives place a strong emphasis on addressing these quality issues through the improvement opportunity to improve health outcomes and reduce health inequalities, particularly in relation to preventing CVD and other diseases considered amenable to healthcare by developing a more systematic approach to primary and secondary prevention in primary care. This will be achieved through improved long term disease register management and the NHS Health Checks PLUS programme.



Future arrangement for GP consortia
Conversations across south east London are at various stages in terms of reaching a consensus on the future configuration of GP  commissioning consortia. On the whole, the new configurations are likely to build on the existing PBC groupings (with some merging into larger consortia). Agreement is emerging that to be effective local relationships are vital and peer review can only work in these situations, however more PBC groups are realising that to go forward cooperation and collaboration will be needed to manage within the cost envelop available. As a result of this it is likely that many back office functions will be shared between developing consortia.
Our working hypothesis is that there will be between 15 and 25 consortia in the sector.

Primary Care Contracts 

Across the sector GPs are providing services and care within a variety of contractual arrangement including PMS, GMS and APMS contracts. Many of these are provided by local practices that have a long presence in the area, including some that remain as single handed practices. In contrast there are also some practices where new contracts have been issued and these are now managed by new contractors many of which are external and manage a number of practices both within and outside of the south east London area. The landscape of primary care providers is changing and will continue to change over the coming few years. 

Quality and access

While standards have been improving there remain some quality issues in some practices. Some of this relates to care for acute /immediate disorders and some to care for those who have long term conditions. There is a significant variability in the quality markers for different practices  

64% of Lewisham patients found it easy to get through by phone compared with 70% in Lambeth
75% of Bexley patients could see a GP within 48 hours similar to 76% in Lambeth

For those needing immediate care the indicators would suggest that in most PCTs there are practices who have not managed to reach national targets on ease of getting through by phone or ease of getting to see a doctor within 48 hours.  However primary care services have been developing alternative ways to allow patients good access especially for acute problems such as GP surgeries opening late at least one day a week, and at least one in each areas staying open 365 days of the year. Pharmacies all provide advice about minor conditions such as colds and earache. Some A&E services are re-designing so as to allow people to get the right sort of care at A&E and for those people who have conditions best managed in primary care getting primary type services there and then and helped back to a more appropriate place. For example the Lister Centre in Peckham, the Waldron Health Centre in New Cross and Thames Reach Health Centre, Thamesmead now provide care 365 days per year 8am to 8pm.
Investment and Development 

The investment in primary care has been examined and across PCTs saving programme have been implemented through the negotiations of aspects of the contracts with local providers. Further work is planned in greater clinical face to face contact with patients, change in skill mix and back office services. A rationalization of estate is being undertaken.
All PCTs have prioritised an approach for moving care from secondary to primary care settings and for increasing productivity in those settings. They recognise that patients often have to attend hospital for services that could be available closer to home because advances in clinical practice and technology mean they can now be available where people live, e.g. out-patient and diagnostic services, and urgent care. People are staying in hospital longer than necessary because of a lack of community services and infrastructure, impacting on patient experience and leading to excess bed days and increased costs. There is potential to manage people with long-term conditions better through regular pre-emptive care, which can reduce need for hospital care and improve patients’ quality of life. 

There are opportunities presented by new models for community health services currently under discussion in all PCTs. Approval of the separation of provider functions from PCTs will require evidence of more cost effective delivery of services.  As part of a shift in productivity and more efficient use of community resources need to be grasped, to offer a more efficient service to patients and to meet the affordability gap. Financial and staffing resources now need to be released to create a comprehensive system of primary and community care, based around pathways of care for patients with particular conditions, bringing about the shift in care closer to communities and patients. 

Quality and Long Term Conditions

For patients with long term conditions it is clear that patients are central and core to achieving better outcomes of care.  For people living with conditions such as diabetes they and their families are the chief managers of their condition for the most of the time supported by the care that the local health services can offer. We need to support self-care for our population with long-term conditions as this has been shown to offer better outcomes and reduced use of health services. There is a need also to support community development, which will enhance the social networks that protect health and keep people at home for longer.

Key Issues 

There are significant ongoing development issues for primary care, including improving ease of getting touch with the practice and a GP

There is a strong need to level up the quality of care for long term conditions to improve outcomes and keep people out of hospital 

Patients need to be part of services design so that they can participate better in their own self-care 

There is an extensive range of indicators about the monitoring and management of these long term conditions. For conditions such as hypertension, CHD, COPD, severe mental illness, and diabetes each practice collects information on a range of indicators for all their patients with these conditions, including prevalence, markers of good management and outcomes of the care.  Analysis of this data would suggest that between practices and between areas there is variability in the extent to which the practices have managed to identify all their patients with these conditions, for those that have been identified there is variability in the extent to which good outcomes have been achieved. 
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Fig 9. The percentage of patients with hypertension in whom the last blood pressure (measured within the previous 9 months) is 150/90 or less (BP5), April 2009 – March 2010 (QOF)
There is also a significant variability between practices in the extent to which practices have categorized patients as ‘exceptions’ and so not subject to achievement of the good outcomes. PCTs have varied in their approach to exception report with some monitoring more tightly than others e.g. Lewisham have ensured very low exception reporting whereas Greenwich has the highest in the sector (see Fig 10). In response to that NHS Greenwich has introduced a systematic approach to primary and community prevention to be achieved through improved long term disease register management and the NHS Health Checks PLUS programme which in Greenwich has been expanded to include diabetes, with ongoing reporting practice by practice estimations of expected versus actual prevalence rates and ongoing reporting practice by practice of QoF exception reporting. Greenwich has seen an improvement in its exception reporting position moving from rank 148 to 67 out of 152 PCTs.
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Fig 10. The percentage of patients with diabetes in whom the last HbA1c is 8 or less in the previous 15 months

Quality and performance management

The PCTs have introduced a robust Quality and Performance Framework e.g. Southwark and Lambeth, for ensuring a consistent, transparent and standardized approach to performance. This is being used to drive up quality especially focusing on those that are scoring low across a range of performance measures. This has led at times to the position where contracts for some practices have been re-tendered. 

Southwark
NHS Southwark has implemented a performance framework for all GP practices in Southwark as part of the framework we have introduced the balanced scorecard which has a matrix of key performance targets for practices. The balanced scorecard has been available to members of the public for just over a year now with the main objective of enhancing patient’s choice when registering with a GP Practice.  NHS Southwark has focussed on practices that are performing poorly and are in the bottom five. NHS Southwark is working closely with the practices offering support and guidance where appropriate to improve services. Practices will need to produce an action plan with key target objectives that are measurable and time limited. The expectation is that practices over time will improve and move up the balanced scorecard, however, if the practice refuse to participate or ignore advice and guidance NHS Southwark will implement contractual sanctions that it has at its disposal that could lead to remedial, breach or possibly termination notices. 

The first year has seen NHS Southwark working with five practices, they have all produced their action plans and are at various stages of completion. As part of the action plan there has been key performance targets attached to the action plan to demonstrate improvement. 

At various intervals throughout the year the Balanced Scorecard has been amended with the latest available data this has had the impact of moving practices up or down on the scorecard.

We are now working with eight practices. We will continue to work with the practices until either they have completed the action plan and it has achieved the desired outcomes and improved the provision of services to patients. Alternatively the practice fails in some or all of the requirements and contractual sanctions are applied.

Primary Care QIPP

	
	2011/12
£’000
	2012/13
£’000
	2013/14
£’000
	2014/15
£’000

	Bexley
	1,230
	1,230
	1,230
	1,230

	Bromley
	1,734
	2,769
	3,948
	5,286

	Greenwich
	5,460
	10,989
	18,462
	18,462

	Lambeth
	9,703
	14,063
	15,563
	15,893

	Lewisham
	2,040
	2,170
	2,300
	2,300

	Southwark
	2332
	1871
	1038
	0


There is some difference in the level of savings gained from primary care across SEL as some PCTs / CT have already implemented a productivity review of primary care (Bexley). Each PCT within the South East London has developed a detailed QIPP plan for primary care.  Although PCTs are at different stages of implementation, the key common feature of the QIPP plans is the work to drive up the quality of outcomes and productivity from General practice contracts.  Each PCT has either already or will be reviewing and rebasing their existing PMS contracts locally ensuring an equitable and fair distribution of funding to general practice.  This process will be undertaken through negotiation with Local Medical Committees (LMC).  The key outcomes of this work will be to reward practices for outcomes that respond to local need, whilst ensuring an equity of funding that allows for the provision of high quality services delivered at a fair and competitive market price.  Payment will associated with the achievement of key performance indicators and will require a higher level of productivity and internal efficiency with general practices.

The historical funding of general practices in all areas has resulted in a differential funding between practices in terms of income per patient and the programme of work undertaken locally by commissioners. We will seek to re-base current contracts to secure a parity in funding per head of population and better value for money within each contract.  Many PMS contracts within the sector have been awarded with growth monies, the use of which will be reviewed through this process.

This overarching piece of work is part of a full review of overall spend in these areas.  In addition PCTs have indicated in their plans
· Review and re-commission existing enhanced services commissioned with independent contractors

· Undertake, where appropriate and agreed with the LMC, list size reviews

· Further enhancement of Performance Management Frameworks for General Practice and General Dentistry

· Assess and take action to ensure standardized approaches to exception reporting within the Quality and Outcomes Framework for General Practice

· Equalise the UDA prices for dental contracts

· Review the quality of access to general practices locally, recognising the impact of this area on the quality of the patient experience, the effectiveness of LTC management and spend 
· Developing improved primary care estates

Borough Specific Examples

Bexley 

Within Bexley care trust there are 29 practices made up of 26 PMS, 2 GMS and AMPS, with two single –handers. Bexley has 29 dental practices, 22 ophthalmic practices and 45 pharmacies. Bexley has worked hard over the last 18 months to increase GP access, with GP access with within 48 hours is now at 75%, only slightly below the NHS London and England averages of 76% and 80% respectively. The Trust has also worked hard on the ability to prebook more than 2 days in advance, now achieving the London average of 70%.
The Trust has taken full advantage of the GPs with special interest and other specialists in developing community services. The Trust has also invested in enablers such as a Patient management Centre and practice Kitemark to assist GP surgeries in achieving ‘best in class’ standards. These are supported by PBC business managers who are visiting practices on a monthly basis to embed changes.

The dental programme in 2010 has been commended by NHS London as the Trust has met its access and UDA trajectory. NHSL have put Bexley forward to DH as an example in London of best practice for reducing 3-9 month re-attendance rates.  

The Trust has performed an annual review and physically inspected every GP Surgery, Dental Practice, optometrist and Pharmacy in the last 12 months and reported back to the providers on these and benchmarked them.
For both GP and dental surgeries infection control visits have been undertaken and reported back to the providers to ensure they comply with standards. Detailed work plans have been established for any outstanding areas of concern. A full CIAMS audit has been undertaken on estates to ensure premises are suitable for delivery of primary and community services.

The QIPP and PbC team are assisting and driving schemes by supporting GP practices and Consortia as follows: 

· The Clinical re-design team have a number of staff dedicated to supporting the QIPP programme. Weekly meetings are held and overseen by a monthly board. A project initiation document was drafted and detailed project plans have been developed by scheme owners. These state timescales and projected outcomes. 

· Mede has continued to be developed and it now enables all practices to review hospital activity (SUS data) alongside primary care data on an individual patient basis and to link practice spend to budget.  The Mede Hotspots report included frequent fliers, complex elderly, respiratory, LOS> 10 days, ASC and spell costs > £10k.  The4 PbC Business Managers review with each practice on a monthly basis. The scheme monitoring has been automated allowing BCT, locality and practice based reporting on a monthly basis against each scheme. There is also a section designed for acute reporting. 

· Registers of Frequent Fliers (defined as 2+ NEL admissions in the last 12 months April 2009- March 2010 – all ages)  and ASC conditions cover:  UTIs, Respiratory Conditions, Pneumonia  and Cardiac conditions, with all patients red flagged in Vision. Bexley is also using PARR++ to stratify patients , learning from the Camden success. 

· All localities have completed this process and as an example of the 7 Frognal practices the majority have completed this review which has indicated 90% were appropriate admissions which were unavoidable at this time, but this could be lowered with better preventative treatment.  Overall we aim to achieve an 8% reduction over time.

· The Clocktower locality have designed and run a very successful NEL project, and as a model of peer review it being extend across Bexley.
· Unplanned Admission Prevention Checklist developed by Dr Jess Martin and Gill Collins and being piloted by  Barnard. This  includes 1/52 assessment by a GP post discharge and  incorporates further detail on route of admission, medication and management and other services (e.g. APN, Social Care) 

Greenwich

NHS Greenwich has achieved cash releasing productivity gains of £3.1m in primary and community services in 2010/11.  NHS Greenwich has 41 PMS practices and 4 GMS contractors. The local PMS contract has been revised to deliver a specified common ‘core service’ to all patients of Greenwich, rolling in some former enhanced services e.g. extended opening hours.  Minimum opening hours of 08:00-18:30 and face to face clinical consultation times are included together with requirements on assumed skill mix and back office efficiencies. Similarly the provider arm of the PCT was required to achieve £920k cash releasing productivity gain through improved face to face clinical time, skill mix changes and other efficiencies.

New facilities have opened during 2010/11 with the new GP led Health Centre registering circa 3,000 patient and having 4,500 walk-ins within it first six months of opening.  A second GPLHC opens in March 2011. The development of increased opening hours and greater number of appointments delivered by PMS practices is providing increased access to patients. NHS Greenwich delivers 63% access for those wishing NHS dentistry.

This QIPP programme continues in 2011/12 with primary care delivering a further £1m in cash releasing  productivity gains by the review of premises’ standards and utilisation, further requirements to increase face to face consultation time and skill mix changes. The 2011/12 PMS contract links 5% of the contract value to delivery of reduced A&E attendances and reduced emergency admissions for those with long term conditions. In other areas of primary care, NHS Greenwich wishes to move to a standard price for a UDA in dentistry and for prescribing with a greater use of Scriptswitch to deliver increased use of generics and better prescribing quality.  
The provider aim will be required to deliver a further efficiency saving of £500k in 2011/12.

Lambeth

NHS Lambeth is focusing on reducing variation in provision and improving the cost effectiveness of services.  To achieve this the PCT is working on reviewing PMS practices objectives, global  sum equivalent payments (GSE) and associated performance measures, reviewing and consolidating local enhanced services (LES).  The work on LES will include developing locality based enhanced services for long term conditions and mental health services in partnership with GP commissioners.  
The PCT has commissioned the Primary Care Foundation to work with 5 key practices to meet patient demand for primary medical services in their local practice. The practices have been supported to carry out a demand and capacity audit  to improve efficiency/productivity.  NHS Lambeth will implement this to all GP Practices as part of a phased programme.

A primary care GP access action plan has also been developed to focus on; (i) review of telephone access arrangements (ii) target the number of available appointments offered per GP to achieve a benchmark of 70 slots per thousand patients per week, (iii) training of front-line staff to deal with urgent cases, (iv) continued support to Extended Hours GP arrangements, (v) the overall improvement of patient satisfaction results (which also links to improved QOF achievement).
Benchmarking data on QOF suggests Lambeth has high levels of exception reporting for QOF.  The PCT has analysed the reasons for this and is focusing on the strategic priority areas of diabetes, CVD and mental health to reduce exception reporting.
There is a segment of the population which regularly uses A&E as a form of primary care. This population in particular will benefit from direct access to a full primary care service more suited to their needs. The aim of this project is to deliver savings and re-focus/substitute current GP Local Enhanced Service (LES) funding towards Out-of -Hospital and Polysystem services. 
The PCT is undertaking work on reducing list inflation focusing on sections of the population with known high turnover and on target groups such as young children and women eligible for cervical cytology screening and breast cancer screening.

NHS Lambeth has some of the highest levels of access to NHS dentistry.  During the period of the SP access will be maintained and the PCT will be reviewing UDA prices in partnership with other SEL PCTs to ensure value for money.

Lewisham

A 3% efficiency saving is required against the Primary Care GP Budget be achieved through a review of the overall Primary Care GP Budget.  This process is being undertaken in negotiation with the LMC, with the aim of mutually agreeing these arrangements within a variation to the existing PMS Contract.  (For GMS practices to benefit from the redistribution of funds they would need to take up the offer of the new PMS Contract.)

The development of a variation on the existing PMS Contract will introduce a structure that recognises the need for consistency between practices at the core, additional and Premium service bands whilst introducing the opportunity for practices to receive supplementary payments for work undertaken outside these three areas.  Within the premium services it has already been agreed that a group of KPIs will be introduced which combine both expected prevalence and clinical indicators and in adopting these we expect improved identification and treatment of patients with increasing thresholds of achievement. The introduction of supplementary payments resourced from service redesign models for example, needs to be fully utilised to avoid destabilisation of practices that have historically taken on a greater role than others and also to promote invest to save proposals.

The redistribution of funds is likely to mean that some practices have to look for greater levels of internal efficiency and they will be supported to do so.  However ensuring that inequalities of funding are not perpetuated means that practices working together in consortia are not disadvantaged or advantaged by their historic funding envelope.  This will be a good foundation on which to build in the future.

The terms of the Contract set out the process that would have to be followed if one or more PMS practices chose not to accept the proposed variation.  Implementing these processes would take a significant amount of capacity and could ultimately involve a procurement process.  However, the timescales set out in this process would still mean that action could be taken in such a way that the realisation of the efficiency saving (2011-12) and the phased redistribution of resources 2011-2013 could still take place.  One of the commitments relating to this review of the contract is that where additional services are commissioned through the PMS Premium they should be accessible to all patients – therefore if a GMS practice doesn’t take up the offer of a PMS Contract this principle would need to be applied in order to ensure that their patients can access the wider range of services.  
Southwark

An 8% efficiency saving is required against the Primary Care GP Budget that will be achieved through a review of the overall Primary Care GP Budget.  This process is being undertaken in negotiation with the LMC, with the aim of:

· Decommissioning specific aspects of the primary care portfolio of services relating to enhanced services and specific projects and initiatives previously commissioned by NHS Southwark.  (6.4% efficiency saving)

· Mutually agreeing these arrangements within a variation to the existing PMS Contract. (1.6% efficiency saving)

This is in addition to the commissioning of new services within primary care on a ‘spend to save’ basis outlined in the Right Care, Right Place, Right Time and Urgent Care QIPP initiatives.  In the case of the latter patients already access our Equitable Access Centre providing enhanced levels of access to registered and unregistered patients and all of our GP Practices offer Extended Hours (an additional 41,000 appointments from 2010/11 onwards) and patient feedback is extremely positive. 

Moreover the PCT launched a balanced Scorecard of Performance for general practice in 2009/10 and a performance regime for the management of general practice which has allowed for targeted support and development of practices and enhanced rigour in performance management where development activities have not delivered improved outcomes in partnership.

Following a prioritisation assessment of current enhanced service related spend NHS Southwark proposed and successfully negotiated a recurrent reduction in the enhanced service commissioned from local general practice. 

Some areas of reduction are the result of underperformance on current commissioned services that will remain within the commissioned portfolio.  Other savings are the direct commissioning decision to reduce the financial value of a service or remove it altogether.  Recurrent Savings have been agreed and applied from 2010/11 onwards.

NHS Southwark will undertake a joint programme of work with NHS Lambeth to renegotiate and re-base existing PMS contracts across the Borough.  44 of Southwark’s 47 General Practices currently hold PMS contracts with the PCT and the vast majority of those contracts have been awarded with growth funding aligned to the original PMS applications.

The historical funding of general practice in all areas, and certainly in Southwark, has resulted in a differential funding of practices in terms of income per patient and the programme of work undertaken in this area will seek to rebase current contracts to secure a parity in funding per head of population, better value for money within each contract held locally and renegotiate contracts to ensure they reflect high quality and locally sensitive services measured by appropriate key performance indicators (KPIs). 

The redistribution of funds is likely to mean that some practices have to look for greater levels of internal efficiency and they will be supported to do so. However ensuring that inequalities of funding are not perpetuated means that practices working together in consortia are not disadvantaged or advantaged by their historic funding envelope.

	Primary care QIPP

	QIPP categories: primary care, planned care, long term conditions, other demand management

	Focus

	1. Drive up the quality of outcomes and productivity from General practice contracts (quality and outcomes)

2. Re-base current contracts to secure a parity in funding per head of population and better value for money within each contract (productivity)



	Key work programmes

	· Medical Care: improved contract management arrangements

· Increasing the capacity in primary medical services through assessing the capacity and capability of existing structures combined with a programme of ‘productive general practice’

· Improved contract management of dental care

· Review of the community dental services to establish a consistent efficient functioning across the sector

	Existing patient experience intelligence on service area

	Commissioners have included Lay representatives in their QIPP activities either through representation on their working groups or as members of the Project Board.  In developing the revised specification for the PMS Contract and approaches to other areas of quality improvement in primary care input from patient surveys, PALs, GPs and their teams have been taken into account.

	Clinical evidence of effectiveness of improvement opportunity

	Most care in the NHS occurs in primary care settings. This includes care for acute and for long term conditions. Demand on hospital care is mediated by the quality and quantity of what is provided in primary care settings. Defining, agreeing and adhering to care pathways improves the quality of care  and increases the chances of patients getting all the necessary investigations and interventions that their conditions warrants

Improvement in the percentage of patients that achieve good quality markers for their long term conditions will improve the long term outcomes and prospects for those patients. Increase in the number of patients on registers for long term conditions will improve care and outcomes for those who have not yet been identified and reduce the numbers presenting for the first time as severe cases. QOF targets for long term conditions are nationally agreed and based on the best evidence. Further work to review these by NICE will inform revised QOF and its evidence base and further enhance outcomes as long as there is high achievement buy all practices against targets.

Increasing the range and expertise for caring for people with long terms conditions in the community will assist with improving care. 

Having a robust performance framework that is acted on will reduce the poor care and increase the numbers of patients  who are having appropriate care, without resort to hospital care.

	Impact on service quality and outcomes

	The PMS review will provide greater transparency and consistency of primary care quality now and as it improves over time.  It also includes mechanisms by which this can be monitored both by the PCT in its contract management processes and within GP consortia.  There is much more comparable data being circulated along with shared learning

PCTs can demonstrate, through extensive national and locally derived measures that the patient experience and outcomes across the sector is highly variable and does not correlate to the current level of funding received through existing contracts.  National patient experience surveys have allowed commissioners to analyse trends over time and identify areas of improvement and concern, moreover the PCTs’ Balanced Scorecards allow direct comparison between practices against a core set of mandatory and aspirational indicators.  By review contracts and securing parity of funding closely associated with outcomes, quality will be enhanced through this QIPP plan.

Key outcomes:

· Improved clinical outcomes

· Improved access to primary care services

· Improvement management of long term conditions, mental health conditions, end of life care



	Impact on patient choice

	Patient choice, improved patient access, consistency of approach between practices and an ability to monitor a practice for their level of consistency and take actions if it is not adequate will significantly impact on patient choice.

	Enablers

	Current additional capacity within the primary care commissioning teams needs to be maintained, even in borough or through the collaboration of borough based commissioning teams, to support the individual discussions with practices and to prepare the detail of the Contract.  

Analytical and legal support and a good working relationship with LMCs will be required.

	KPI Metrics

	· Practice list size inflation level.

· QOF payment level (and supporting metrics on quality of provision)

· Level of dental contract claw back at year end

· Dental recall and re-attendance rates (difficult to measure and subject to national piloting work)

· LTC KPIs to be agreed with local GP Commissioning Consortia


	System levers and incentives


	· General Practice commissioning arrangements

· QOF performance reviews

· Benchmarking information/primary care performance dashboard

	Support and capability
	· Requires sharing of unit cost information at practice level (anonymised )

· Standardised contract management approach inherent in regional contract management structure

	Links to national workstreams
	· Long term conditions 

· Primary care commissioning and contracting

· Improving staff productivity

· Procurement



	Innovation
	· Primary care performance dashboard

· Community dental services regional specification

· Market testing services that are not cost effective/efficient

	Interdependencies
	· Links to other workstreams to inform the contract specifications for primary and community services


	Implementation and key milestones

	Each PCT/CThas existing plans to reduce the rate of outpatient referrals, including referral review and referral management approaches, development of protocols and clinical pathway redesign plans.  
Implementation can be slow, requiring extensive clinical engagement and partnership working with acute Trusts.  There has been a degree of slippage against 2010/2011 plans, and in some cases savings plans will need to be remodelled to reflect updated PCT plans.



	Next steps

	· All clusters to be challenged on how thoroughly they are implementing the key recommendations to come from the QIPP planning process, with a view to turning round growth in non elective activity.

· Implementation of case management and move to generic specialist support for people with long term conditions.

· Development of clear KPIs in GP Commissioning Consortia project plans.


	Local example

A significant proportion of Southwark’s QIPP Plans will be delivered through Polysystem development in the borough.  Polysystem plans in the borough have been reviewed by GP Commissioners in 2010/11.  Polysystems will enable local commissioners to deliver the vision for local services set out by our clinical strategy, ‘Transforming Southwark’s NHS’ and a sustainable system of delivery in each of the four localities that make up the borough (Bermondsey & Rotherhithe, Borough & Walworth, Peckham and Dulwich). 

NHS Southwark will commission a federated, or ‘Hub and Spoke’, network of care in each locality.  As well as facilitating improvements in access and quality, Polysystems are central to the delivery of an affordable health system in Southwark.  The PCT’s economic modelling supports the case for Polysystem development and the local configuration of these systems reflected our work to model and test scenarios in the development of our QIPP Plan. 

The PCT has ensured that services will be delivered in the four localities that make sense to our residents, that integrated pathway design is the primary driver for determining delivery models, and that these new networks are affordable.  Future financial challenges require Polysystems to make the maximum use of the current asset base in Southwark and minimise unaffordable and avoidable duplication of services.  

As a result our networks of care give primary emphasis to the collaboration of clinicians in each locality, rather than simply additional or expanded estate.  They enable the ‘shift’ of care closer to home where it is clinically appropriate and economically viable over a number of sites across the borough, and they deliver an affordable and viable series of ‘Hub’ facilities providing enhanced and more accessible primary and community care, open between 8am and 8pm, 365 days a year, and longer for urgent care services. 

Southwark will commission four networks of care that serve registered populations of between 70,000 and 100,000 in each locality.  Four networks will be served by three Polysystems - one for the two northern localities and a further two in each of the southern localities.  

In the north of the borough a single ‘Hub’ on the Guy’s Hospital site will be networked to two smaller community facilities that will provide a number of planned services (such as outpatients) shifted from hospital site provision.  In the south of the borough a ‘Hub’ will be established on the Kings College Hospital site and will be networked to a further community facility at the Dulwich Hospital site.  In Peckham a community based ‘Hub’ at the Lister Centre will provide a full range of Polysystem services.  Each of the four localities will be served by a network of primary and community care services and professionals focused upon the needs of their resident populations.

A Polysystem to serve each locality will organise new and redesigned services around a ‘hub’ that is linked to the other viable primary and community care services in that area (‘spokes’ and ‘extended spokes’).  Polysystems will have, as their focal point, one central location of service delivery.  ‘Hubs’ will deliver a key set of services that avoid unaffordable duplication of services (such as urgent care and major diagnostics) across the borough and ensure that patients who access these ‘Hub’ sites can access a one-stop, community focused services that do not necessitate onward or re-referral unless it is clinically necessary.  ‘Hub’ facilities will be linked to ‘Spokes’ that, when taken together, form a network for care delivery.  

The number and size of spokes is different for each locality, making the best possible use of existing assets and ensuring care is provided closer to home wherever appropriate and affordable - minor diagnostics and outpatient style services, for example, will be delivered in a limited number of ‘spokes’ in each locality to avoid unnecessary hospital attendance for planned care that can be delivered at a lower unit cost in the community.  This will see the development of extended ‘Spokes’ that co-locate a number of planned services alongside primary care.
By working with secondary care to introduce ‘Hubs’ on existing sites the local health economy will make best use of existing estate, whilst providing local access to services that require a critical mass to be affordable and moving other services closer to people’s homes.  By utilising existing community estate for outpatient and minor diagnostic provision closer to home, as ‘Extended spokes’ in three of the localities and as a Polysystem ‘Hub’ in the fourth the PCT will avoid unaffordable investment in new facilities whilst ensuring a higher level of productivity from its existing facilities.  




11.4 Improvement Opportunity Four: Specialist Services

GSTT and KCH act as an acute specialist centre not only for the SEL Sector but also for a larger geographical area and for some services they provide national and international services.

The Academic Health Sciences Centre Kings Health Partners (KHP) has been established between GSTT, KCH, SLAM and Kings College London. From an acute services perspective KHP has recognized the need for further rationalisation of specialist services. To further this aim Clinical Academic Groups (CAGs) have been directed to develop plans for reconfiguration of their services across the three clinical sites to improve patients’ outcomes and provide economies of scale.

KHP is considering how to get the best outcomes for patients from bone marrow transplant through concentrating all of the care on to one site.
It will be important to ensure there is balance between the KHP aspirations to develop further their very specialist services (e.g. regional and national specialties) with the need to provide general secondary care services for their local populations.

The specialist centre will also need to improve the interface between themselves and other SEL sector providers to ensure that patients are transferred to care/hospitals closer to their home when they no longer need specialist interventions e.g. when their specialised stroke care is finished.  

With cancer services there is a move to ensure better outcomes for patients with cancer. However there remain variations across the sector on demand on care as well as outcomes.

Emergency admission rates for lung cancer are higher than expected for Bexley, Greenwich, Lambeth and Southwark. 
Length of stay varies with higher than national and London elective LOS for colorectal cancer for Bromley, Greenwich, Lambeth and Southwark 
The cancer network has coordinated the move to centres for concentrating care for a number of cancers on fewer sites such as Gynaecological cancers, head and neck cancers and urological cancers 

With the local demography there is a need to provide specialised care for very specific disorders that may not be common across the country but are concentrated in certain parts of London 
Cancer QIPP Savings

	
	2011/12
£’000
	2012/13
£’000
	2013/14
£’000
	2014/15
£’000

	Bexley
	0
	0
	0
	0

	Bromley
	503
	1,121
	1,121
	1,121

	Greenwich
	965
	965
	965
	965

	Lambeth
	433
	932
	932
	932

	Lewisham
	371
	799
	799
	799

	Southwark
	399
	861
	861
	861


Table 16: Cancer QIPP Savings
Redesign of cancer services / Implement the London model of care for cancer services

Cancer affects one in three of the population and is responsible for a quarter of all deaths. Each year, over 6,000 people are diagnosed with cancer in SEL, with incidence proportionately increasing with age. Cancer mortality in SEL is higher than both London and nationally, although there has been a recent decrease in this gap. Particular issues in SEL:

While treatments for many cancers are improving there remain significant differences in the expected survival from each cancer 

· Breast cancer has amongst some of the best survival rates.  Incidence is highest in Bexley and Bromley. Mortality is highest in Lewisham. 

· Lung cancer incidence and mortality rates are high compared with national figures.  In Lewisham lung cancer accounts for 22% of deaths.  Mortality remains higher in Lewisham than elsewhere in London and the UK.

· Colon cancer – the incidence of colon cancer has remained stable, with the highest rates in Greenwich and Lambeth.  However mortality is highest in Bromley. 

· Oesophageal cancer has an unexpectedly high incidence and mortality in females in Bexley.

· Prostate cancer – there is a higher incidence in more deprived areas, but also high mortality in Bexley. 

Within South East London the key areas for delivery are:

· Overseeing enhanced recovery after surgery (ERAS) in all acute trusts in a range of tumour sites.

· Meeting the 14 day turnaround from the cervical screening test to receipt by the woman across all PCTs by 1st January 2011

· Implementing the acute oncology measures for all trusts with an A&E

ERAS

Enhanced recovery is a relatively new approach to the preoperative, intra operative and postoperative care of patients undergoing major surgery.  It is an evidence based, involving a selected number of individual interventions which, when implemented as a group, demonstrate a greater improvement on patient experience and clinical outcomes and reduce the need for ongoing care interventions.

The South East London Cancer Network lead on this work for the SEL PCT/CT. ERAS is in place in some Trusts for some tumour sites to a lesser or greater extent.  The baseline has been gathered for colorectal, gynaecology and urology tumour groups to establish the gaps.  There is also interest in implementing ERAS for Head & Neck patients.  An implementation plan will now be developed in consultation with the Trusts and relevant tumour groups.    

 

There is a desire to implement in urology at GSTT. ERAS has not been reported as established for urology in any other SE Trust. LHNT would like to implement enhanced recovery for gynae patients and SLHT have only responded as far as colorectal.  

 

The next stage is to look at what is preventing local teams from adopting enhanced recovery and provide support, be it practical or by engaging executive support.  GSTT have their own improvement team, therefore SELCN is looking to support LHNT and SLHT with setting up a project teams locally, identifying clinical champions, arranging visits to pilot sites, providing service improvement support and arranging a local event to promote in SLHT.  

 
	Enhanced Recovery after Surgery (ERAS)

	Focus

	Preoperative, intra operative and postoperative care of patients undergoing major surgery

	Key work programmes

	Colorectal, gynaecology, urology and Head & Neck

	Existing patient experience intelligence on service area

	Patients report an improved experience and feel more empowered by being involved and active in their own care.  Planned, earlier rehabilitation leads to improved clinical outcomes and an earlier return to normal activities including social and work related.  

	Clinical evidence of effectiveness of improvement opportunity

	ERAS eliminates variation in the patient pathway, utilizes the most up to date techniques and technology and is evidence based.  Additional care interventions e.g. chemotherapy, radiotherapy may be given earlier if required.  Exposure to hospital infections is reduced and reduction in post operative complications leading to reduced readmission rate. It should be noted however that readmission rates are monitored to ensure that these do not increase as a result of the reduction in LOS

	Impact on service quality

	Key principles of ERAS are getting the patient in to the best possible condition for surgery, ensuring they have the best possible management during their operation and making sure the patient has the best post-operative rehabilitation.  Leading to improved experience, improved clinical outcomes and quality standards met e.g. Care Quality Commission, cancer standards and NICE guidance.

	Impact on current and prospective patient choice

	Patients are active decision makers in their own care.  Patients are well informed and understand all the treatment options and have realistic expectations about the risks and benefits of surgery.  ERAS lets patients choose what’s best for them with a philosophy of ‘no decision about me without me’.

	Enablers

	Enhanced recovery is driven by closer working partnerships between primary care and the acute.  The enhanced recovery pathway starts in primary care with the GP referral to the specialist and continues through to follow-up of the patient at home after discharge.  Understanding the clinical pathway and its benefits will help ensure that the most appropriate services are commissioned for the local population.

	KPI Metrics

	· Infection rates

· Number of post surgery complications

· Length of stay 

· Readmission rates

· Patient satisfaction survey

· Streamlined patient pathway


	System levers and incentives


	Potential savings for the acute trust as length of stay reduced with no reduction in payment from commissioners

Potential to see increased numbers of patients

	Support and capability
	SELCN management team have service improvement support to establish the work within acute trusts

	Links to national workstreams
	ERAS is a national workstream

	Innovation
	Changes to the patient pathway

Changes to pre and post operative techniques



	Interdependencies
	Potential to work with Primary Care to provide patient information earlier in the pathway 


	Implementation and key milestones

	Currently there is no project plan in place for this project.   


Acute Oncology

The NCAG report published in 2009 recommends the establishment of an acute oncology service in all hospitals with an A&E by 2011, at the latest, for quality and safety reasons. 

For Trusts and commissioners looking to improve quality and safety for patients as well as increase efficiency, establishing an acute oncology service in each hospital with an A&E in SEL offers the opportunity to make significant improvements in care and also make considerable savings in return for a relatively small investment.

· 40% of cancer inpatient stays are non-elective admissions, largely (60%) managed by general medical services and inpatient admissions have risen by 25% over past 8 years

· Increasing numbers of patients receiving chemotherapy in DGH settings and beyond, looking to their local A&E when they feel unwell

· DGHs bear the brunt of acute oncology and are currently unable to provide optimal care for patients and carers 

· With post chemotherapy and radiotherapy complications

· Ill patients with progressing cancer

· Ill patients with as yet undiagnosed cancer

· An Acute Oncology Service (AOS) based in the DGH improves quality of care and productivity through

· Early management of toxicity, re-admissions and unknown primary cancer patients through early recognition, better treatment, early discharge, rapid triage to the most appropriate team and care setting e.g hospice

· Close multidisciplinary integration between the AOS and other acute specialties such as haematology, A&E, acute medicine, acute surgery, radiology, pathology and palliative care

· Overlap and integration with site-specialist oncology at the cancer centre

· Prevention of unnecessary admissions

Key service elements of the acute oncology service required in each hospital with an A&E to achieve these improvements are

· A 24/7 telephone advice service covering acute oncology patients as well as post chemotherapy/radiotherapy patients with complications

· A patient flagging system to identify potential acute oncology patients

· An acute oncology team (AOT) combining staff from A&E, acute medicine and oncology. This team has the role of coordinating the service in that hospital

· Minimum requirement of oncologist and specialist nurse time to provide rapid acute oncology triage and consultant assessment within 24 hours

· Fast track slots in clinics specified for acute oncology patients

· A&E departments delivering antibiotics within one hour to patients with potential neutropenic sepsis

· Policies and protocols for treatment of acute oncology presentations

· Policies and protocols for timely and correct communication between primary care, the AOT, providers of emergency treatment, oncologists, telephone advice services, patients and carers

· Training requirements in acute oncology for medical and nursing staff
	Implementation of Acute Oncology services in each hospital with an A&E department

	Focus

	Implementing acute oncology in each A&E



	Key work programmes

	Acute oncology

	Existing patient experience intelligence on service area

	A number of qualitative studies and discussions confirm the opportunity to improve quality and efficiency by improving acute oncology services

· NCAT/SELCN length of stay audit undertaken in 2009/10

· Case studies of acute oncology patients treated at QEW presented at SELCN workshop in 2010
· Feedback from the SELCN user partnership

	Clinical evidence of effectiveness of improvement opportunity

	The implementation of acute oncology services is a key recommendation of the National Chemotherapy Advisory Group (NCAG) report published in August 2009 which followed on from critical reports and alerts from NCEPOD and NPSA on the quality and safety of chemotherapy services in acute hospital settings and the lack of access to DGH based oncology input. The key features of an acute oncology service listed above are also part of the “Transforming Inpatient Care” improvement initiative in cancer supported by NHS Improvement and the National Cancer Action Team.

	Impact on current and prospective patient choice

	Patients will be able to contact a 24/7 phone line and be triaged by an appropriate clinician based on the nature of their query regardless of where they are being treated.

Patients attending A&E should be able to receive the same quality of care regardless of where they are being treated or their place of residence.

	Impact on service quality

	· More proactive patient management 

· Earlier recognition, diagnosis and treatment

· Swifter triage to the most appropriate team

· Co ordination of care to ensure it is provided in the most appropriate place
· Earlier involvement of specialist oncology teams if needed

	Enablers

	· Financial risk sharing between commissioners and providers

· Clear evidence base that current model of care provides poor quality outcomes using significant resources 

· Reducing clinical risk and improved governance

	KPI Metrics

	· Reduced bed days

· Patient experience survey
· Further metrics still to be agreed


	System levers and incentives
	Potential pump priming through savings made from the systemic therapy tariff being used to establish AOS teams in the first instance.

	Support and capability
	SELCN Service improvement and chemotherapy nurse support

	Links to national workstreams
	NCAG

	Interdependencies
	Shift of systemic therapy to District General Hospitals to provide care closer to home for patients has potential interdependencies.  In order to deliver more chemotherapy closer to home additional oncology input will be required at a DGH level.  This input could be used to also support the provision of the AOS.


	Implementation and key milestones

	Implementation is required by peer review which is expected to be in Autumn 2011

	Progress to date

	Network Acute Oncology Group (NAOG) in place.  

Network chemotherapy nurse to commence in January 2011.  

Network Service Improvement Lead allocated to the management of the project.

	Next steps

	Project plan currently being developed and hoped to be in place towards to end of January 2011


Systemic therapy

A business case to support the tariff changes that has been written by SELCN and handed over to the commissioners to implement. This will encourage a more devolved service delivery model, including moves to community based delivery which will enable greater equity of access and choice of patients receiving chemotherapy services. Current services have been benchmarked and commissioners agreed new models of care to be commissioned. The business case recognises that current commissioning arrangements cannot continue to be supported based as the use of a local tariff that is significantly higher than the national average reference cost and for which there is no cost basis. This service costs SEL commissioners c £36 million p.a. and for which we are currently not assured that we are obtaining value for money
Future commissioning arrangements need to be based on:
· Evidence based tariffs derived from costs

· Tariffs more in line with national average reference costs

· Recharge mechanisms that are transparent and equitable
The outcome of implementing revised tariffs will be:
· Significant savings for commissioners who will be able to purchase current activity levels at reduced cost

· Incentivising a more devolved service delivery model, including moves to community based delivery which will enable

· Greater equity of access and choice of patients receiving chemotherapy services

Future service models in respect of systemic therapy and acute oncology need to be commissioned to comply with national policy and peer review measures, as well as overcome service inequities, promote choice, address financial challenges and improve service quality and safety by:

· Increasing the volumes, range of tumour types and settings for local chemotherapy services

· Developing DGH based chemotherapy with integrated acute oncology services

· Developing DGH based acute oncology services, ideally provided primarily through additional DGH based oncology specialists and funded by length of stay reductions (this is addressed as a separate improvement opportunity) 

	Commissioning new models of care for systemic therapy services, including  implementation of revised tariff and recharge mechanisms for commissioning of systemic therapy services across SELCN

	Focus

	Systemic therapy charging mechanisms and tariffs within SE London

	Key work programmes

	Systemic Therapy

	Existing patient experience intelligence on service area

	Presentation and discussion with the wider network user partnership group confirmed users preferences for 

· local chemotherapy delivery where safe to do so especially for an increasingly elderly population who are feeling very unwell and for whom travelling to the cancer centre can be difficult

· improved transport where people had to travel for treatment

· chemotherapy  delivered on sites where there was a low risk of infection because of the lowered immune systems and increasing fatigue as treatment progresses

· Users to have a choice - some may still prefer to travel to the centre as journeys may be easier. 

	Clinical evidence of effectiveness of improvement opportunity

	National policy guidance as set out in the recommendations of the National Chemotherapy Advisory Group (NCAG) report published in August 2009 is clear 

· chemotherapy as close to home as possible

· developing DGH based chemotherapy with integrated acute oncology offers the best safeguard for coping with future growth in activity and increasing toxicity of treatments

· DGH investment offers best opportunity for improving inpatient care

· DGH investment offers best opportunity for integrating haematology with oncology

· No critical mass argument for improved quality based on increasing centralisation 

The direction of travel is for the provision of chemotherapy to a more local level

· Cancer centre inpatient to cancer centre or DGH daycase unit

· Cancer centre daycase unit to DGH daycase unit

· DGH daycase unit to community setting

· Community setting to home

· Intravenous to oral shift

· Consultant led to nurse/pharmacist led

Prescription against protocols and regimens agreed network wide; increasingly e prescribed

	Impact on service quality

	Delivery of DGH based chemotherapy, together with acute oncology offers

· Improved management of toxicity
· Improved integration with other clinical services such as haematology

	Impact on current and prospective patient choice

	Greater choice for patients from a more devolved model of care from

· Increased proportion of care provided locally, reducing need to travel to the cancer centre

· Increased range of regimens available locally

· Increased range of tumour types treated locally

· Increased choice of location of treatment including community and home based

· Increased local access to specialist oncology opinion
Patients will be able to contact a 24/7 phone line and be triaged by an appropriate clinician based on the nature of their query regardless of where they are being treated.

Patients attending A&E should be able to receive the same quality of care regardless of where they are being treated or their place of residence

	Enablers

	Cancer units are keen to undertake more activity locally.

Clinical Commissioner leads and GPs and LHC integrated Trust are keen to explore community based chemotherapy delivery 
Cancer units are keen to implement a transparent and equitable invoicing and recharge mechanism across the network.

	KPI Metrics

	· Reduced bed days

· Patient experience survey
· Further metrics still to be agreed


	System levers and incentives


	Tariff savings could be used to pump prime to establish the acute oncology measures

	Support and capability
	Establishing a tariff that could be adopted nationally for the commissioning of systemic chemotherapy SELCN Service improvement and chemotherapy nurse support

	Links to national workstreams
	NCAG

Acute Oncology Measures

	Interdependencies
	Shift of systemic therapy to District General Hospitals to provide care closer to home for patients has potential interdependencies.  In order to deliver more chemotherapy closer to home additional oncology input will be required at a DGH level.  This input could be used to also support the provision of the AOS.


	Implementation and key milestones

	This project has been handed with the intention that shadow monitoring will commence in January 2011 and implementation of the new tariff in 2011/12 



	Progress to date 

	A business case for change has been written and handed over to commissioners



	Next steps

	Commissioners to develop an implementation plan including the period of shadow monitoring and the service specification for systemic therapy



Cervical screening

There is a project plan in place.  

 

The project was handed over to Trusts and PCTs in February 2010, though since June 2010 SELCN team has been involved again.  The intention is to handover again from January 2011 when the target is live with the exception of BBG.

 

The savings have been made in LSL where they have streamlined processes, though further uptake of pre printed forms in primary care would eliminate further duplication and cost.

 

BBG have streamlined practices already.  However the reconfiguration of labs and work may have made processes unnecessarily complex again.  As such SLHT have committed to reviewing the lab only pathway with SELCN in the new year, so further efficiencies should be realised.  

Cardiac and Stroke  
Heart and circulatory disease is the UK's biggest killer and cause of premature death. For both of these disorders the death rate trends have been improving over that past 15 years.  

Particular issues in SEL:

· Bromley and Bexley have better mortality rates in people under 75 than either London or England. Lambeth Southwark Lewisham and Greenwich PCTs have higher mortality rates than London and the national average

· The actual percentage of patients who are registered with GP practices varies with much higher numbers in Bromley and Bexley (due to the much larger number of older people). 

· In contrast the actual numbers of people with CHD in Lambeth and Southwark are much lower than the national average but with poorer outcomes. 

· All PCTs have lower emergency admission rates compared with the national average. Apart from Greenwich all have a lower elective inpatient rate as well

For stroke: 

· Stroke death rates in South East London are highest in the more deprived PCTs: Lambeth (where rates are increasing, against a downward trend of everywhere else), Lewisham and Greenwich, all of which have rates significantly higher than the London average.

· The death rates in under 75s, are significantly higher in SEL than for London or England. 

· There is a general downward trend in death rates for stroke

· While Bromley and Bexley have comparatively low standardized death rates the actual numbers of deaths are amongst the highest in London, due to the number of older people in the boroughs

· Black African and African Caribbean people are at greater risk of high blood pressure and hence stroke while men of Asian origin are at higher risk of cardiovascular disease.
A comprehensive assessment of how services for people with NSTEACs are provided in the capital formed part of a Pan London Cardiovascular project which considered clinical evidence and national and international best practice. For medium and high risk NSTEACs patients, there is a strong clinical evidence base which now indicates that an early angiogram, and PCI where required, based on a triage system linked to risk profile of the patient improves outcomes and survival rate. Lower risk patients can be discharged for review at a later date. 
The overall incidence of stroke is around 5% per year in people with AF, who are more likely to have a more severe stroke than other kinds of stroke and therefore spend longer in hospital, less likely to return to their own home and likely to have more severe residual disabilities. It is estimated that 46% of patients who have been diagnosed with AF who would benefit from anticoagulation therapy to protect against strtoke are not currently receiving it. Therefore improving the identification and management of these patients can improve quality outcomes for patients with AF and reduce health and social care costs.
Pan London antiplatelet prescribing guidance has been developed for patients who experience a stroke in line with new draft NICE guidance. The benefits of the new guidance are reduced bill burden, improved tolerability and the potential to deliver significant savings across London.

The focus of this initiative is:

1. To support early diagnosis, risk stratification and management of individuals with non ST elevation acute coronary syndrome (NSTEACs) as part of the London Cardiovascular Project

2. To optimise anticoagulation therapy for patients with atrial fibrillation (AF), maximising stroke prevention opportunities
3. To implement pan London antiplatelet prescribing guidance for individuals with stroke
There are many potential QIPP projects in the cardiac and stroke area but the following three areas have been selected for inclusion due to their potential to maximise savings for the sector whilst improving patient outcomes. There is a need to improve early diagnosis and management of NSTEACs patients to achieve optimal patient outcomes; Anticoagulation therapy for patients with AF needs to be optimised to maximise stroke prevention and changes are required in prescribing for stroke to ensure adherence to pan London guidance

Delivery plans have been developed for all QIPP work areas. 

NSTEACs:

· Model of care agreed as part of CSL cardiovascular project 

· Initial discussions held at Network revascularisation group to identify potential changes in service delivery
AF stroke prevention:

· Template developed for data collection
Stroke prescribing

· Draft antiplatelet guidance approved in principle by Pan London stroke CAG in Dec 2010

	Local example

Greenwich: 

The development of a comprehensive community Cardiology service which will include initial set up of arrhythmia services in community locations in Greenwich.  It is anticipated that the setting of the service will stop the flow of GP referral of new patients into secondary care and encourage earlier intervention in primary care by:

· Referring patients to community led clinics

· This is expected to impact up to 20% reduction in 1st and follow-up of all cardiology out patients referrals

Increase investment in community specialist services for management of patients with heart failure –specifically community matrons.

Greenwich community rapid access chest pain clinics, Working in partnership with Bexley Care Trust to pilot rapid access chest pain clinics in community setting modelling Bexley Care Trusts services

Development of Greeneivh community based cardiac phase 3 rehabilitation services. Phase III rehabilitation comprises the follow services:

· Group exercise programme

· Post programme assessment clinic appointment

· Information regarding phase IV  (this service is not required to be run by the NHS), 

· Discharge letter to GPs

· Completion of a data base

Stroke Early Supported Discharge: To develop enhanced early supported discharge services for stroke care and enhanced access to community rehabilitation and support services, to reduce LOS in stroke units and facilitate early rehabilitation of patients following a stroke




Cardiac QIPP Savings
	
	2011/12
£’000
	2012/13
£’000
	2013/14
£’000
	2014/15
£’000

	Bexley
	572
	603
	603
	603

	Bromley
	0
	0
	0
	0

	Greenwich
	934
	934
	934
	934

	Lambeth
	-743
	-724
	-724
	-724

	Lewisham
	115
	132
	132
	132

	Southwark
	119
	137
	137
	137


	Cardiac and Stroke  QIPP



	Focus

	People presenting with non ST elevation acute coronary syndrome patients

Patients with Atrial fibrillation

Patients who experience stroke

	Key work programmes

	Cardiac: Non ST Elevation Acute Coronary Syndrome (NSTEAC)

Cardiac: Atrial fibrillation including stroke prevention

Prescribing: Stroke



	Existing patient experience intelligence on service area

	NSTEACs work has intelligence from the pan London patient panel and the Pan London engagement process which indicates majority support for the changes.

The Network also has results from patient events and a people bank. Intelligence suggests that patients are prepared to travel to specialist centres to receive the highest quality care.  
The Network has an Anticoagulation Patient Advisory Panel which supports the need for increased optimisation of anticoagulation therapy 

	Clinical evidence of effectiveness of improvement opportunity

	All improvement opportunities respond to national best practice and clinical evidence.

Early diagnosis, risk stratification and treatment of Non ST-segment elevation acute coronary syndrome (NSTEACS) with treatment offered by specialist centres. This will improve clinical outcomes and reduce the number of admissions and pathway, thereby accruing financial savings.  Clinical evidence is included in Commissioning Support for London, Case for Change documentation (based on review of international and national clinical evidence and best practice) and also NICE guidance:  unstable angina and NSTEMI. The early management of unstable angina and non-ST-elevation myocardial infarction. (2010)

Improved risk stratification and management (including anticoagulation) of patients with AF to reduce their risk of stroke. Financial savings accrued from stoke prevention, based on NICE guidance (2006) and European guidelines (2010) for the management of AF. 

Clinical evidence  for AF stroke prevention: 

· NHS Evidence – QIPP has identified ‘atrial fibrillation - detection and optimal therapy in primary care’ as a potential high impact change to deliver quality and productivity at a local level. http://www.library.nhs.uk/qipp/ 

· European Society of Cardiology guidelines (2010) for the management of AF. 
· National Stroke Strategy (2007) – Quality marker 2: Managing risk 

· National  Service Framework for Coronary Heart Disease Chapter Eight Arrhythmias and Sudden Cardiac Death

· NICE guidance (2006) Management of Atrial Fibrillation

· Health Technology Assessment (2005) The SAFE study – looking at efficacy and cost effectiveness of systematic screening vs routine practice to identify AF in people over 65 in primary care

· Numerous clinical trials looking at efficacy and safety of anticoagulation therapy to prevent stroke

New stroke prescribing based on new NICE antiplatelet guidance post-stroke

Currently there is considerable variation in the prescribing of antiplatelet agents post stroke both within units and across sectors.   



	Impact on service quality

	Improved outcomes following heart attack

Stroke prevention

Stroke antiplatelet guidance: 

Improved medicines management after stroke

· Consistency across HASUs and SUs

· Improved patient compliance

Reduced GP confusion about post-discharge management

GPwSI/Consultant led primary care arrhythmia clinics in conjunction with an arrhythmia nurse.  

Allow GP practices to be supported through peer review and feedback to help/educate in the identification of AF and other arrhythmia patients, e.g. provide the clinical interpretation of GRASP-AF toolkit results to allow treatment optimisation and, encouraging targeted opportunistic screening http://www.improvement.nhs.uk/LinkClick.aspx?fileticket=%2bLIKN1gSgOA%3d&tabid=62

Undertake and co-ordinate the patients diagnostics (including ECGs, Echocardiogram) investigations.

Enable patients to be managed by the arrhythmia service, referred onwards to secondary care if appropriate or referred back to the GP for management within primary care.

Manage appropriate patients within the arrhythmia service, or refer patients back to the GP for management within primary care.

Increasing management of patients in the community to manage the symptoms of heart failure avoiding unnecessary hospital attendance and admission. Improved access for patients to specialist community support and advice.

Improved self management and independence for patients.



	Impact on current and prospective patient choice

	Patient choice is potentially affected by changing the pathway for people with high risk of heart attack (NSTEAC) This will increase quality of care and timelines of intervention, but may require additional consultation once it has been assessed which trusts meet the standards for specialist centres. 



	Enablers

	· Cooperation between acute providers  may be required to support the implementation of the NSTEACs pathway (some of this work has already begun through the Network’s revascularisation group)

· Dependent on outcomes of baselining exercise, consultation and further engagement may be required for to support changes in service delivery for patients with NSTEACs
· The Network will need to work closely with sector commissioners to ensure that changes across the NSTEACs pathway are underpinned by the contractual framework/ service specification

· Workforce training and development will be required for implementation
· Commitment from primary care will be required to achieve optimal results from AF stroke prevention work – ongoing support and education will also need to be provided to maximise benefits (currently provided by the Network)

· Pharmacist and clinical support will be required to achieve compliance with pan London antiplatelet prescribing guidance for stroke

· The South London Cardiac and Stroke Network to maximise potential QIPP benefits and to ensure equitable spread across the sector.

	KPI Metrics
1) NSTEACS

a) Number and percentage of high risk patients transferred in less than 5 hours from arrival at ED
b) Number and percentage of high risk patients receiving angiography within 24 hours

2) AF stroke prevention

a) % of AF Patients with stroke risk stratification carried out i.e. CHADS2 score documented

b) % of AF patients CHADS2>1  no contraindications on warfarin/anticoagulation

c) % of AF patients CHADS2>1 no contraindications not on warfarin/anticoagulation

3) Stroke prescribing

a) TBC


	System levers and incentives


	Use of tariff and acute contract where appropriate to support implementation of new model for NSTEACS patients

GRASP AF tool to support AF stroke prevention work – potential for inclusion in medicines management audits and/or GP contracts

Stroke prescribing: 

· Supported in principle by the Pan London Stroke CAG

· PCT prescribing advisers and current medicines management plans

· 

	Support and capability
	The South London Cardiac and Stroke Network to drive changes across the NSTEAC pathway and to bring together provider organizations through the use of the Network’s SEL revascularisation group

The Network is also a key support mechanism to ensure AF stroke prevention is spread equitably across the sector, maximising potential QIPP benefits 

Stroke prescribing guidance for antiplatelet agents

·  Need sign up from all local stroke clinical leads 

·  Guidance to be implemented by local clinical teams and via local medicines management groups


	Implementation and key milestones

	NSTEACs:

· Map current provision against agreed pan London standards  - Feb 2011

· Identify sites wishing to participate in new pathway and need for change in service delivery to achieve new pathways -  Mar 2011

· Pilot change to pathway in one area – from Apr 2011

· Full implementation TBC

AF stroke prevention:

· Develop plan to support spread of GRASP AF tool – Jan 2011

· Baseline current reporting against KPIs – Jan 2011

· Agree sector wide AF pathway to support improved risk stratification – Jan 2011

· Develop and implement multi disciplinary team education package – Apr 2011
Stroke prescribing

· Antiplatelet guidance for final sign of by Pan London stroke CAG in Jan 2011

· Local MMT / D&T approval during Feb / March 2011

· Implementation from April 2011

· Support to be sought from NHS London



	Next steps

	For all work areas: continue to deliver according to delivery plans.



11.5 Improvement opportunity five: Medicines management
The cost of primary care medicines across the sector exceeds £200m pa and the pharmacy contract (supply) cost exceeds £40million pa. 

It is essential that spend on pharmaceuticals and the supporting infrastructure is viewed across the total local health community rather than within individual organisations, directorates etc.  This will promote shared ownership of resources and reduce the potential of cost shifting from one part of the health system to another and maximize the professional support to the QIPP initiative.

It is important to note that other initiatives will influence and drive prescribing costs within different parts of the health community.  It is, therefore, essential that the full impact of other initiatives are assessed on a regular basis to establish the extent to which this has occurred. 

Medicines represent the most common method of management of chronic illnesses and treatment options for many acute illnesses. 

Medicines, when used inappropriately, may be a major cause of morbidity:

· The incidence of adverse effects is three times higher in the over 60s compared to the under 30s

· Between 5-17% of all hospital admissions for older people may be attributable to medicines 

· There is also evidence to suggest that 50 per cent of older people do not take their medication as intended

· 25% of hospital readmissions are because of non-concordance with medication regimes

· Medication errors are consistently reported to account for between 10 and 20% of all adverse events in hospitals. This may cost the NHS between £200-400 million per year

The medicines management work will also seek to contribute to the achievement of the overall sector QIPP strategy.  As such, it supports the delivery of:

· Achieving clinical sustainability

· Achieving financial sustainability 

· Appropriate care outside of acute hospital

· Enabling people to manage health without accessing the system
· Ensuring that clinical outcomes are not compromised
The priority areas for implementation for 2010/11 are: 

· Generics - Maximise generic prescribing in Primary Care. 

· Renin-angiotensin system drugs: review and, where appropriate, revise prescribing to ensure it is in line with NICE guidance. 

· Statins: review and, where appropriate, revise prescribing to ensure it is in line with NICE guidance and promote the use of low acquisition cost statins. 

· Ezetimibe: review and, where appropriate, revise prescribing to ensure it is in line with NICE guidance. 

· Proton Pump Inhibitors (PPIs): review and, where appropriate, revise prescribing of PPIs to ensure it is in line with NICE guidance and, if a PPI is required, that a low cost PPI is used unless it is ineffective or not tolerated. 

· Diabetes: consider use of newer hypoglycaemics, long acting insulin analogues and self-monitoring of blood glucose to ensure all are prescribed in-line with NICE guidance. 

· Specials - Reduce inappropriate prescribing of “Specials”. 

· Osteoporosis: review prescribing patterns, and where appropriate, revise prescribing to ensure it is in line with NICE guidance 

· Prednisolone - review prescribing of prednisolone enteric coated tablets and consider plain prednisolone tablets, where clinically appropriate 

· Venlafaxine - review prescribing of venlafaxine modified release capsules and consider venlafaxine modified release tablets, where clinically appropriate 

· Oral nutritional supplements - Demand management in primary care, workforce competencies to manage malnutrition and investigation of procurement options. 
A number of drugs related savings have been agreed upfront as part of 2010/11 start contracts. Further work is on-going with the aim of maximising the scope for further in year savings on drugs. This includes new contract monitoring processes for high cost drugs to be implemented from 1 October 2010 with local providers and the scoping of further potential drugs related savings.  This work is being led by the PCTs’ Medicines Management Teams. 

	Medicines management (Medicines use, clinical procurement, prescribing) QIPP

	Focus

	· Reduction in unexplained variation in volume and cost

· Reduction in overall prescribing volumes and cost

· Improved patient safety through reduced contra-indications

· Reduced waste of medicines prescribed and dispensed

· Improved arrangements for prescribing and dispensing medicines on discharge from hospital

	Key work programmes

	· Support at practice level an improved prescribing performance against national and local prescribing targets

· Develop a consistent approach to medicines management across the sector

· Co-ordinated procurement of certain medications and products

· Agreed protocols for the use of branded/generic medicines for certain conditions

· Develop a standard approach to developing practice based budgets

· Co-ordinated approach to media campaigns to reduce waste

· Prioritised approach to patient medication reviews – particularly those in care homes / sheltered accommodation
· Implement NICE guidance and technology appraisals
· Work to improve the quality and safety of medicines

	Existing patient experience intelligence on service area

	There is limited intelligence on aspects of this area, though patients do receive a wide range of advice on the medicines they take.

In addition there are patient audits on pharmacy services and questions on medicines are included in the GP survey.

	Clinical evidence of effectiveness of improvement opportunity

	There is a wide body of evidence supporting that focused work on medicine choice and  on medicine supply routes can deliver cost reduction to the health economy without effecting clinical care.

Significant work to support evidence of potential savings from CSL and LPP work

	Impact on service quality and outcomes

	This impacts upon a range of stakeholders from the Pharmaceutical industry through to clinicians (consultants, GPs, junior doctors etc), prescribers (medical and non-medical), social services, patients and their carers etc. The benefits associated with this programme, have been evaluated in the context of these stakeholders.  

This plan is expected to deliver significant financial benefits:

· An increase in the relative prescribing rate of cost effective medicines, prescribed appropriately at the right point in the patient pathway

· Reduced drug, consumables and supply chain costs

· Reduced activity in acute hospitals e.g  A&E attendances, emergency admissions

This will be measured by:

· The volume and spend of prescribing on medicines / therapeutic classes targeted in primary and secondary care (including mental health where applicable) compared to baseline to provide the net benefit to the LHC

· Quantifying the value of savings arising from specific initiatives (where this is not included in the above analysis) ie:

· Use of the hospital FP10 prescriptions (FP10HP) which may be dispensed in the community (VAT is only payable on medicines dispensed within the hospital), where appropriate

· ‘Locally’ negotiated procurement deals

· Innovative solutions to the supply of medicines
· Proxy measures including

· ScriptSwitch® reports, which provide details of the value of switches offered and the value of switches accepted

· Potential savings arising as a result of medicines which have either been stopped or changed as part of a medication review 

· Potential savings arising from reviewing systems for the administration of medicines ( place of monitored dose systems)   

· Quantifying the number and value of items NOT dispensed to patients who are receiving medicines under the repeat dispensing scheme

Qualitative measures include

· Audit of guidelines demonstrates that medicines are prescribed to patients at the correct point in the patient pathway and that the local ‘preferred’ products have been used 

· The volume & nature of returned medicines through community pharmacy. It is acknowledged that this represents only a proportion of waste

Other benefits also include:

· Fewer hospital admissions & reduced activity (out patient and A&E attendance)
· Better patient care arising from the effective use of medicines, in the appropriate setting, improved quality of life and improved patient experience

· Consistent and equitable access to medicines  

· Improved concordance through better patient/carer involvement, education & empowerment

· Minimising clinical risk 

· Improved health promotion to prevent disease / illness 

· Improved communication 

· Improved corporate knowledge 

· Establishing & sharing best practice

· Better use of resources (other than finances)

· Rationalisation of the workload & bureaucracy, permitting greater patient contact



	Impact on patient choice

	Patient engagement will be important for some of the initiatives

	Enablers

	The medicines management QIPP is part of the Sector QIPP plan

There has been historic cross sector and PCT working within medicine management and on going discussions about how individual and joint working can support QIPP by the SEL Chief Pharmacists, from primary care and secondary care (acute Trusts & Mental Health Trusts).  

There is a need to ensure engagement with a wider stakeholder group (including clinicians in primary, secondary care and mental health, other health care professionals, patients and public and the pharmaceutical industry) to allow further development of the projects to fully deliver the plan.  

This process will be supported through the establishment of a dedicated steering group for the medicines management programme that has senior management  engagement with reporting  of progress and any blocks to the Sector management group.  

Professional input through the Medicines Management Team

Medicines Management Plan with targets and financial rewards

Monitoring of prescribing data through ePACT

Scriptswitch software in GP practices


	KPI Metrics

	· Reduced unit cost for medicines/products centrally procured

· Lower cost per Astro PU (BCBV indicators)

· Increased use of generic products

· Reduced variation in cost /volumes


	System levers and incentives


	· PBC budgets

· Community pharmacy medication review systems

· Medicines management dashboard (volume/cost at PCO/practice level)

	Support and capability
	· Requires improved information and support for GP practices and nursing and residential homes
· Clinical engagement

· The use of appropriate incentives to support engagement and appropriate sanctions to address non-adherence 

· IT solutions, were appropriate including investment in decision support software eg purchase & roll out ScriptSwitch® for primary care

· ‘Investing to save’ options considered for specific projects

· A  workforce review and  development of  a plan, to address gaps with respect to the skill mix required to deliver this and other programmes

· Engagement of patients, carers and patient representative groups so that they understand the principles of this programme.  Ultimately, it is desirable to work towards introducing a ‘partnership’ where goals are shared

· 

	Links to national workstreams
	· Primary care commissioning and contracting

· Safer Care

	Innovation
	· Medicines management dashboard

· Standard approach to setting PBC budgets and associated enhanced service support

	Interdependencies
	· Links to Reform Primary and Community Based Services Opportunity

· Links to Improve the Management of Long Term Conditions Opportunity
· Joint working on care pathway development


	Implementation and key milestones

	To be confirmed

	Next steps

	· All GP Consortia to be engaged in on going adoption of this plan and implementing of the key recommendations that come from the QIPP planning process, 
· NHS Trust chief pharmacists to be engaged in on going adoption of plan
· CQUIN incentives being further refined across all local providers .
· Community pharmacists to be engaged in the plan


11.6 Improvement opportunity six: Mental health and learning disabilities

Mental illness accounts for a large burden of disease and disability and significantly impacts on quality of life. On average, people with long term mental health difficulties die ten yeas younger than expected, because of poor physical health. Particular issues in SEL:

· The reported mental illness prevalence is higher than the national average in most PCTs. Prevalence is highest in Lambeth and Lewisham.
· Demand on mental health services by children in South East London is more than double the national average and significantly higher than the London average. There is a stark contrast between PCT areas with Lambeth, Southwark and Lewisham having rates around four times that of the other three PCTs.

· Admissions to hospital for adults are higher than national average for Lambeth, Lewisham and Greenwich 
Primary care and Psychological Therapies

Nationally 90% of the NHS treatment and care of people with mental health problems is provided by primary care and this is thought to be similar in south east London although there is great variation between practices and individual GPs in interest, capability and capacity in mental health.  There is however substantial scope for improvement that builds on the implementation of Improving Access to Psychological Therapies (IAPT) Services and alternative effective options such as social prescribing (e.g. exercise on prescription, guided self help). It is considered that a stronger orientation towards defined and consistent primary care model of provision would prove effective and efficient for both the management of both people with common mental disorder and people with severe and enduring mental illness whose condition is relatively stable or is moving towards recovery.  

Secondary care

The main providers of secondary specialist care for people with mental health problems across south east London are  The South London and  Maudsley NHS Foundation trust (SLaM) and Oxleas NHS Foundation Trust.  Both provide integrated health and social care through arrangements with the respective local authorities.  SLaM is leading the London work on Payment by Results in mental health with the active collaboration of NHS Lambeth.  This work is expected to give a far more accurate picture of the nature of provision by secondary mental health services.
South London and Maudsley NHS Foundation Trust

South London and Maudsley provides the most extensive portfolio of mental health and substance misuse services in the UK. The trust serves a local population of 1.1million in south London and offers specialist expertise nationally resulting in an annual turnover of approximately £350 million. SLaM is currently working in partnership with the Institute of Psychiatry, King’s College London to generate and put into practice world leading research. SLaM has the largest mental health research and development portfolio in the country and is joint host with the Institute of Psychiatry of the UK’s only specialist National Institute for Health Research (NIHR) Biomedical Research Centre for mental health.
Oxleas NHS Foundation Trust
Oxleas provides a wide range of health and social care services and specialises in caring for people with mental health problems and learning disabilities. They have been the main provider of specialist mental health care in Bexley, Bromley and Greenwich for more than 10 years and have developed a comprehensive portfolio of services in community and hospital settings. Oxleas provides adult learning disability services across Bexley, Bromley and Greenwich as well as forensic mental health care across south east London and to HMP Belmarsh.

Shift in Model of Care

While a small number of major providers dominate the landscape it is recognised that provision should move towards more active models of care based on promoting independence, recovery and choice with a shift towards commissioning care pathways with a strong emphasis on primary and community based rather than institutional provision. For some PCTs such as Lambeth and Southwark analysis of spend through programme budgeting indicates higher per capita spend (in secondary mental health services) when compared with similar PCT areas.   

For all PCTs there is recognition of the need to redesign pathways of care, focusing on more and better management by primary care, redesign of current forms of mental health services delivery within the community, making more efficient use of the current expenditure and ensuing that patients spend a minimum a time as possible in hospital stays. For instance Southwark wishes to redesign pathways of access to psychological therapies and rationalise more the ways teams work with patients with severe mental illness in the community. In Lewisham there is a need to reduce admissions and length of stay in hospital, while in Bexley there is a desire to broaden the range of providers and increase the community alternatives to hospital admissions. In Lambeth commissioners are leading the design and implementation of a collaborative model of provision that emphasises the role of primary care and the voluntary and community sector.  The aim is to enable more people to be managed by their GP and fewer remaining for many years under the aegis of secondary care whilst at the same time facilitating rapid access to specialist advice and support when needed.  

Role of 3rd sector in care pathways 

A range of third sector and independent sector providers provide a wide variety of support and care services to people with mental health problems including supported housing, vocational training and support into employment, and more informal support and self help. A number of service user and carer organisations also operate in the sector providing peer support and other services.  Lewisham is undertaking a review of its third sector commissioning and has signed up to the Compact with the LA.
Commissioning of voluntary sector provision will need to complement a shifting pattern of care to ensure access to supporting services from these providers complement the shift and redesign of NHS in community settings. The reduction in funding to local authority social services will mean that there will be a need to redesign whole systems approaches in an integrated fashion to minimize the impact of the reductions in social care for those with long term and severe mental health issues. 

Role of Primary care in care pathways

Primary care services will need to develop to provide a more consistently available level of support in community settings that is consistent with the emphasis on independent living, and with the emphasis on a greater degree of personalisation and choice in individuals planning of their own care and support.    

Standardised care pathways with detail on triage and referral pathways have been developed and implemented for heart failure and atrial fibrillation. A network service review also led to some borough’s expanding their primary care of heart failure services.
Prevention of Mental Ill Health 

The longer term direction of travel must also support the prevention of poor mental wellbeing in adult life. The evidence recurrently points to the need for good care and intervention at the time of childhood especially those who are aged under five, where long term risk for recurring mental ill health will be prevented through good parenting, through good support for parents and the right interventions at the right time. 

Key Issues

There is need for better pathway design that maintains more patients living independent lives in the community.

Access to psychological therapies is a key part of managing more care in the community.

11.7 Mental health QIPP

Mental ill-health is a major cause of time lost to illness locally and forms a consistent theme of patient feedback as a key priority.  SEL is an above average spender (nationally and with peers) on mental health and has the highest prevalence rates of psychosis (smi) in the UK, high rates of CMI. Pathways are confusing; relationships with primary care and secondary care very patchy and generally a poor level of integrated working between secondary, primary and voluntary sector, considerable duplication of role and function and the MH system is overly focused on bio-medical interventions and insufficiently focused on recovery/inclusion and supporting patient choice and control, LOS is generally above average.

Key issues related to mental health provision locally include: 

· High occupancy rates on female medical wards resulting in placements outside borough for inpatient care

· The need to redesign the care pathway to provide services that support alternatives to hospital admission or specialist services

· Lower level of access to psychological therapies for men and BME communities

· Improve patient satisfaction rates

· High levels of spend in mental health services, e.g. mentally disordered offenders and acute specialist services

· The high number of people with dementia who are never given a formal diagnosis and as a result do not get the information, support and care they need.  This often results in crisis management and over reliance on long term residential care

· Variability in the quality of Adult Mental Health services across primary care and secondary care

PCT 5 Year Strategies have identified mental health services as a priority area for service transformation and improvement to ensure the significant incidence of mental health illness and the increasing incidence of dementia are managed effectively. Furthermore, there is an opportunity to review a significant area of expenditure that could yield significant productivity and efficiency savings.

Bexley
The main providers to Bexley Care Trust are Oxleas NHS Foundation Trust and South London and Maudsley NHS Foundation Trust. Bexley has worked with Oxleas on a number of joint initiatives including utilising feedback from stakeholders and national policy indicators had an impact on the Care Trust’s support in the creation of an early intervention in psychosis (EIP) programme by Oxleas for Bexley residents. A multi- disciplinary team which engages with patients aged 16 to 34 has now been set up for those who present to these services for the first time with a psychotic illness.

The Care Trust has also worked in partnership with Oxleas in developing a local Dementia Strategy. The Care Trust chairs the National Dementia Strategy Joint Board for the Bexley area, which is currently seeking to support the enhancement of the Memory Clinic provided by Oxleas.

Recently, the Care Trust has worked in partnership with Mind in Bexley to provide a fully independent Advocacy Service, with staff trained to provide support and advice to patients in acute mental health settings. 

The Care Trust is currently developing an IAPT (Increasing Access to Psychological Therapies) programme to improve accessibility and availability of Tier 1 and Tier 2 Psychological Therapies. 

Further aspirational developments for the future include:

· Greater emphasis on preventative services

· Continued roll out of provision to create additional capacity around Dementia

· Further development of IAPT.

Bromley

Implementation of enhanced primary care based services designed to support patients to remain independent and effectively functioning, in line with London-wide and national IAPT strategy.  Required outcomes include: increased choice in therapy interventions available, reduced inequality of provision within the Borough, improved psychological well-being, some resource targeted to vulnerable members of the community and support for people to return to work or retain employment.

Greenwich

Development of a centralised psychological therapies and well-being service seeks to improve issues of equity, access, choice and outcomes in Greenwich.

· Improve individual’s well-being, satisfaction and choice. 

· Improve access and support to maintain people in work and to help them to return to work. 

· Develop clinical protocols to ensure clinically effective treatments principally CBT based, for common mental illnesses are available to people in primary and community locations. 

· Develop service models for delivering integrated, stepped-care for people requiring access to psychological therapies across the spectrum of services 

· Reduce waiting lists for accessing psychological therapies.

· Develop care pathways for people with medically unexplained symptoms and pain that have a psychological component and would benefit from access to psychological therapy.

· Improve communication and develop links between primary care and other agencies to ensure effective interface around treatment of common mental illnesses.

· Create a centralised referral and triage pathway for psychological therapies and well-being services that supports IAPT service development.

· Maximise collaborative working with not for profit third sector providers.

· Prevent development of severe mental illnesses (SMI) and suicide and a reduction in numbers entering secondary care services e.g. inpatient admission

Current LD provision for NHS Greenwich is provided within a number of residential and nursing homes. As part of the Valuing people agenda and varies further good practice guides this will no longer be appropriate for many existing users. A tender was undertaken 2009/10 to identify a provider that could ensure that people who use LD services had access to care and support within more appropriate accommodation. This will involve decommissioning several properties and reinvesting the capital receipts gained into newer accommodation including service users own homes. This will then ensure person centred planning and care for people living within these homes to ensure NHS Greenwich fulfill the personalization agenda being driven by the DH and service users themselves. The contract will be awarded by NHS Greenwich by the end of 2010 and will novate to the Local Authority during 2011.

Lambeth

Accelerate progress on our existing mental health strategy through whole system redesign - focus on recovery, early intervention and prevention and supporting people access universal services i.e. housing, work, learning and leisure. Work collaboratively across whole system to achieve system change within context of c20% savings through four key strategic projects which form our Mental Health Improvement Programme - reduce the demand for secondary care through whole system focus on recovery ; personalisation and access to universal services, Decommission range of specialist services (provided by SLaM) and or provide differently, reduce number of acute beds and residential placements and improve efficiency of SLaM and its relationship with primary care (including triage, speedier assessments and regular case review) 

Phased implementation of the Living Well collaborative service offer commences Jan 2011 initially targeting 11 GP practices. A MH primary care support service will commence from March 2011 and peer support service from April 2011. The programme will be reviewed June 2011 with the aim of rolling out borough wide from July 2011. 

Lewisham
Lewisham’s mental health strategy is looking towards the implementation of a stepped care model in Primary Care before referral to secondary care services is permitted. This encourages referrals to Improving Access to Psychological Therapies (IAPT) where clinically appropriate instead of secondary care.  To achieve this goal, Lewisham is exploring inappropriate use of secondary care provision and delivering training to support primary care in managing this client group. In line with this approach, Lewisham is also aiming to reduce inappropriate referrals to tertiary services by developing secondary models of care. This will increase appropriate provision in secondary care, maintain equality in resource allocation and improve equity across the borough.  The priority areas of specialist provision to focus on are ADHD, Autism/Asperger’s and Personality Disorders.  
Lewisham have also put in place further referral management systems to ensure that the appropriate care pathways are maintained. Tertiary Referral Panels are now in place for Tertiary Outpatient services as well as Tertiary Inpatient services in which all Primary Care referrals will require prior approval before admission. Not only will patients then follow the correct pathway but essentially it will ensure that patients are seen at the right level of care in the right service at the right time.

In line with the National Strategy and following wide stakeholder feedback Dementia commissioning intentions have been finalised for new service provision to begin in April 11.  Monies have been released from decommissioning a Continuing Care Domus with a number of voids to finance the Dementia pathway.   
Southwark
Service improvement objectives within the contract between NHS Southwark and SLaM (2010-11) on recovery and stepped models of care.  The recovery approach has been presented to service users in the context of Systemwide Sustainability implementation and the introduction of Staying Well Teams and an “easy in”, “easy out” approach to those who use specialist services in an episodic way has set the scene for further development of these models
Robust contract performance reporting and monitoring is now in place with our principal provider. Participating in the Personal Health Budgets pilot with our programme focussed in part on mental health service users and a national pilot for increasing access to psychological therapies for people with substance misuse problems.
An independent comprehensive independent review of Counselling and Psychological Therapies in Southwark was carried out in 2010 with a view to achieving a co-ordinated and cost effective service.  Current discussions with Working for Wellness and the emerging GP Consortium, which has achieved pilot status, will establish the potential for expanding access to these services in line with Central Government policy and in a cost-effective way. A co-ordinated process with Lambeth, Lewisham and Croydon is reviewing and refreshing the contract with SLaM and, in particular, reviewing the appropriateness of CQUINs, both regional and local to drive performance in key areas such as personalisation, patient experience and social inclusion.  Work has been in hand during autumn 2010 for updating existing contracts for mental health services and preparing the ground for refreshed contracts for 2011-12.

Slow but steady progress on the expansion and embedding of psychological therapy services for people with substance misuse problems. In 2011 work related to psychological therapies and housing stress and homelessness will be developed through Working for Wellness grant funding. NHS Southwark is making progress working with SLaM to ensure that the data meets commissioning needs and informs commissioning decisions.  
	Bexley

The main providers to Bexley Care Trust are Oxleas NHS Foundation Trust and South London and Maudsley NHS Foundation Trust. 

Bexley have Jointly developed (Bexley CT / Oxleas) a local Dementia Strategy. 

Overall the Care Trust is developing closer integration of mental health services within the community whilst recognizing the need for a more effective commissioning of services on a pan Borough basis 

The Care Trust has identified three schemes that it wishes to pursue, which are currently within the planning stage

The Care Trust is developing an IAPT (Increasing Access to Psychological Therapies) program to improve accessibility and availability of Tier 1 and Tier 2 Psychological Therapies. 

A program to reduce number of commissioned Low and medium Secure forensic beds and identify a preferred provider in the independent sector

A program to decommission Adult Acute Admission beds and develop the existing Crisis Service in Bexley into a Crisis and Home Treatment Service for adults experiencing an acute episode of their illness

Bexley have secured savings of £1m contractually in 2010/11 and further reductions would appear achievable, but these have not yet been quantified within the current QIPP schemes.

The Clinical cabinet has appointed 2 GPs to lead on this initiative.
	Bromley

Closer integration of mental health services within the community and with the local authority whilst recognizing the need for more effective commissioning of secure services on a pan Borough basis. The IAPT scheme provides the opportunity for effective intervention at a local level, in line with NICE guidelines for anxiety and depression, which support patients to remain independent and effectively functioning.


	Greenwich

NHS Greenwich’s commissioning intentions for mental health will be developed through discussion with our providers and formally reflected in the contract/s with effect from 1st April 2011.

These intentions are driven by cash releasing efficiencies, local efficiencies and the QIPP agenda to maximise outcomes for our patients by improving quality, stimulating innovation, increasing productivity and prevention. This will achieved by improving care-pathways through the following intentions:

· To improve forensic step down – Forensic Hostel

· By shifting acute bed activity into community based services – Crisis Unit.

· By reviewing acute and community bed activity for patients with Dementia.

· By re-specifying the model of care for CAMHS and early intervention.

· To improve transitions from CAMHS to Adult Services

· Supporting the Local Authority as Lead Commissioners of Learning Disability(LD) by reviewing LD health services commissioned by health, from MH providers and independent sector, and agreeing arrangements for this function to be undertaken by the  Local Authority – LD Community based bed services

· By reviewing CQUIN measure and agreeing penalties for not delivering.

· To review and repatriate patients from OATS and out of borough rehabilitation placements back to Greenwich.



	Lambeth

Establish collaborative delivery / commissioning vehicle “Living Well Collaborative” and achieve whole system approach to QIPP – Oct 2010 

Reduce the demand for secondary care through whole system focus on recovery; personalisation and access to universal services

Reduce spend on forensic and invest in early intervention / diversion (P3)

Decommission range of specialist services (provided by SLaM) and or provide differently (P1)

Reduce number of acute beds and residential placements (P1, P4)

Improved recognition and diagnosis of dementia.  Improved care earlier on in disease pathway and reduction in residential placements
	Lewisham

Commissioning intentions seek to ensure a stepped care pathway and treatment model is embedded to make certain that service users are treated in the most appropriate and least restrictive care setting.  This includes review of specialist and secondary care provision in addition to residential and forensic provision and reviewing thresholds to services.  It is imperative to maximise support in Primary Care including discharge of secondary care caseloads where clinically appropriate.  There will be a full review of all services to ensure they are delivered in line with local needs assessment considering borough demographics.  This will require investing in the voluntary sector to deliver current provision that does not require a secondary care provider  


	Southwark

 

Commissioning intentions will seek to deliver more services in a primary and community setting, utilising activity shift to primary and community settings, developing a working group to engage PBC groups in shaping primary and community mental health services, together with working towards implementing a unified care pathway for dementia – one of the first Clinical Academic Groups in KHP. 

We are committed to working with other sector commissioners to develop a cross borough approach to managing the residential placements market (P1, P3)



Mental health and LD QIPP Savings

	
	2011/12
£’000
	2012/13
£’000
	2013/14
£’000
	2014/15
£’000

	Bexley
	1,000
	1,000
	1,000
	1,000

	Bromley
	500
	500
	500
	500

	Greenwich
	1,020
	1,700
	2,280
	2,860

	Lambeth
	2,157
	5,783
	9,840
	11,540

	Lewisham
	1,500
	1,500
	1,500
	1,500

	Southwark
	2,226
	1,611
	1,050
	1,050


	Mental health and learning  disabilities

	QIPP categories: mental health and learning disabilities

	Focus

	· Improving community based services to reduce avoidable admissions (including Improved Access to Psychological Therapies (IAPT))

· Shorter waiting times for treatment leading to improved outcomes

· Improved staff productivity

· Lower unit cost per treatment
· Increase the capacity to manage mental health conditions within Primary Care through the development of “staying well” teams and an “easy in, easy out” approach to specialist services to respond to episodic mental ill health

· Increase patient choice through personalisation initiatives through collaboration with social care partners and as a pilot for self - directed healthcare (personal health budgets)
· Reduced LOS in secondary care.

	Key work programmes

	· Review of all out of area treatments to explore the option for developing locally based services

· Decommission services that are not NICE compliant

· Review use of specialist services where the underlying nature of the condition or its treatment has changed (e.g. mental health services to people with HIV/AIDS)

· Introduce outpatient panels to more effectively gate keep specialist services to reduce inappropriate referral

· Develop a triage approach where high assessment costs do not result in acceptance to courses of treatment 

· Work with CAMHS commissioners across the sector to develop improved transition protocols and anticipate that this with resulting improved liaison and care planning between CAMHS and AMH will result in higher productivity and efficiency.

· Develop individual care plans for LD patients
· Development of primary care capacity to manage patients with the range of mental health problems (including severe mental illness)
· As part of above ensure a whole system approach (including Voluntary sector, primary care, secondary care and users and carers) to meeting the needs of people with severe and enduring mental illness

	Existing patient experience intelligence on service area

	The Care Quality Commission carries out a National Community Services Survey which identifies feedback through NHS providers. In 2009-2010, feedback on service provided by  South London and Maudsley NHS Foundation Trust (SLaM), showed that more Service Users felt that they could always contact their Care Co-ordinator if they had a problem and more people got the talking therapies service that they wanted. Specific to Lewisham, 76% of those that took part in the survey rated mental health services in Lewisham as good, very good or excellent which was a 9% increase from 2008.

Based on feedback from 2009 Inpatient survey SLam has prioritise the following areas as Trust wide priorities: Care plans, provision of information and crisis information.   Action plans have been set against all poor performing areas across the Trust.    Trust wide feedback has demonstrated that service users often do not feel that they have an enough 1;1 time with staff or an opportunity to talk about their medication including  enough information supplied about the types of medication and the pros and cons.  Feedback demonstrates that provision of activities on inpatient wards is an issues across all areas of the Trust 

· SLAM inpatient survey results 2009 show that in most cases responses from patients fall within the amber range  (the middle 60% of trusts), with low scores for staff explaining purpose  or side effects of medication.  

· Low scores were also achieved on a number of questions relating to hospital discharge with particularly low performance relating to having the telephone number of someone to contact in the MH team out of hours or being given information about who to contact in a crisis. 

Patient Experience data is now being monitored closely through the contract management process and an improvement in patient experience levels has been incentivised by the sector CQUINs for both SLaM and Oxleas
In Lambeth a substantial programme of coproduction and design (the Living Well collaborative work stream) has been developed with service users and carers through VITAL LINK, its user and carer engagement body. Eight key themes have been identified which are shaping service redesign via the LLWC: Continuity of care, Communication, Access and Information, Stigma, Work and Training, Social isolation, Cultural and gender specific services, and Out of hours services. Over 200 service users have participated in MH co-production events since September 2010.


	Clinical evidence of effectiveness of improvement opportunity

	All QIPP options should result in an appropriate stepped care model of care which will benefit service users and is evidenced based as an appropriate care pathway.

Performance of SLaM is being closely monitored in relation to CQUIN targets and significant improvement has been made in relation to AMH although further improvement is being sought in relation to CAMHS, MHOA and MHiLD

Physical health checks for people in hospital for longer than 12 months stands at 77% and improvement is being sought

Some issues remain in relation to delayed discharges.  We are working with SLaM to achieve improvement here that will reduce OBDs

A full review of patients in specialist services has been conducted, together with a review of waiting lists.  Several promising areas for improving clinical effectiveness have been identified

	Impact on service quality and outcomes

	· Shorter waiting times for treatment

· Improved patient outcomes

· Improved transition from CAMHs to adult services
· A centralised psychological therapies and well-being service seeks to improve issues of equity, access, choice and outcomes

· Improved model of care for CAMHS and early intervention.

· Improved transitions from CAMHS to Adult Services

· Improved recognition and diagnosis of dementia 
· Improved social inclusion outcomes for people with severe and enduring mental health problems

· Improved patient experience


	Impact on patient choice

	Mental Health is currently exempt from the DoH choice agenda regarding choice of provider and treatment option.  

The White Paper Choice and Control indicated that choice will be extended in some Mental Health services.  Consultation ends on 14/01/11 which will have a great implication on Mental Health provision as patients will be able to choose any willing provider. 

However we believe this improvement opportunity will impact on patient choice through:

· Development of the personalisation agenda will increase patient choice

· Clearer packages of care and care pathways as a result of MH Payment by Results will enable more meaningful dialogue with patients on their care and treatment options

· Increased percentages of patients with a care package will increase patient choice and make the process more transparent to patients.



	Enablers

	Training/support will be required for Primary Care to ensure they feel equipped to manage this client group and reduce referrals to secondary care.  

The development of comprehensive performance reporting and robust contract monitoring is enabling the identification of areas of inefficiency and opportunities for efficiencies and reconfiguration of services.

Partnership working between the ‘local’ PCTs has and will enable synergies and mutual benchmarking of services provided, and we will continue with this process.

The strengthened relationships with Primary Care, practice-based services should enable a total system approach to be adopted to the treatment of mental ill health

There is evidence of a growing service user response to changes driven by the wider economy and we intend to harness this as an opportunity to create a stronger dialogue and voice for mental health users in the commissioning process.


	KPI metrics

	· Reduced level of inpatient admissions and length of stay

· Increase in the number of patients with Dementia treated at home

· Increase number of patients accessing IAPT services

· Improvement in patient reported outcomes

· Reduction in the number of patients placed out of area

· Reduction in waiting times for primary and psychological services
· Reduce levels of complaints
· All service users should have an individualized assessment of need and their care planned accordingly

· All inpatients to receive appropriate physical health care

· All service users should have an individualized assessment of need and their care planned accordingly

· All inpatients to receive appropriate physical health care

· Increase in nos of people with LD and MH (in contact with secondary MH services) who enter employment


	System levers and incentives


	Improved primary care management through QOF

Improved information for patients and carers re service and treatment choices

Application of CQUINs and incentive payments in relation to quality targets in contracts

	Support and capability
	The commissioning structure of mental health services is in a position of significant change as this response is being produced.  Clinical leads have indicated that they intend to give significant support to mental health commissioning.

The challenge will be to sustain the strengthening links between both internal and inter-borough contributors to the development, monitoring and sustaining of a programme of improvement

	Links to national workstreams
	Improving staff productivity (productive MH ward)

Primary care commissioning and contracting

Improving access to psychological therapies
MH payment by results programme


	Innovation
	Comprehensive IAPT services

Integrated models of service
Recovery based practice

Personalisation of services including self directed support programme and personal health budget pilots

	Interdependencies
	Links to Reform Primary and Community Based Services Opportunity

Closer working between ‘local’ and sector PCTs at  management and commissioning levels


11.8 Improvement opportunity seven: Maternity and new born

The current sector configuration means that there is no sector-level co-ordination of maternity commissioning, and PCT initiatives are somewhat distinct, driven by differing provider contexts, population characteristics and health improvement challenges.  Nevertheless, there are some common features, particularly in overall strategic direction to improve the quality of maternity services.
Key priorities for South East London will be to:

· Ensure that there is sufficient, high quality capacity to keep pace with the birth rate, taking into account the closure of QMS and planned development of midwifery led units in the sector

· Maintain delivery of access to maternity services by 12 weeks

· Improve women’s experience of maternity services

· Improve continuity of care, including ensuring delivery of 1:1 care during labour and a named midwife

· Reduce Caesarean Rates

· Take action on key health outcome indicators, i.e. breast feeding, smoking and late booking

· Agree reductions to the unit cost of ante-natal admissions with some providers

· Address capacity shortages, particularly in relation to workforce

· Increase percentage of deliveries outside obstetric units (MLU and home births)

· Better co-ordination and delivery of maternal and neonatal screening programmes
Patient experience (as measured by the CQC survey) is still poorer than average in a number of South East London providers, and improving the quality of care in terms of patient experience will be a key commissioning priority.  
Caesarean rates and risen and home birth rates have fallen across LSL over the 2010/2011, and commissioning models of care which support normality and reduce unnecessary interventions will be a priority. Savings will be sought from maternity services in two key areas:  reduction in caesarean rates, and reduction in the number and unit cost of unplanned ante-natal attendances not leading to delivery. The rationale behind seeking a reduction in Caesarean Rates (LSL QIPP initiative) is that the local rate of caesareans varies across provider in 2010/2011 was 27.2% across LSL, compared to the national average of 24.6% (London average 27.1%).   There is a debate about the balance of risk/benefit, however, it is agreed that minimizing the rates of caesareans consistent with safety is both cost-effective and supports normalization of childbirth, without unnecessary medical intervention and the associated risks.

There is scope to release financial savings by decommissioning ineffective caesarean sections.  The mechanism for doing this are yet  to be considered but could include:

· financial penalties for performance above agreed threshold rates of Caesareans

· fixed payment based on an agreed case mix

· decommissioning elective caesareans with no medical indication (either by inclusion in a revised ETA policy or through introduction of a specific commissioning policy in relation to elective caesareans) 

Borough examples

Bromley

Focussed on strengthening the quality of maternity services through reduction in the caesarean section rates, increased initiation and maintenance of breast feeding, improved ratio of midwives to deliveries, improved access to home birth where appropriate, and earlier booking with midwives. 
A New Screening co-ordinator in the Princess Royal University Hospital maternity service will work with all midwives to improve antenatal and newborn screening. Specialist Midwife roles will increase, with increased time for teenage mothers midwifery and new  midwifery post for screening of women with sickle cell disease.
Home birth rates are among the highest in London, at 4.3% in 2008, and the PCT will continue to work with South London Healthcare to ensure that mothers are supported in home delivery where appropriate. The development of a midwifery led birthing unit, and greater choice of birth environment, may result in a reduction in the level of home births.
The PCT included Maternity in its Commissioning Quality Indicator (CQUIN) agreement with BHT in 2009-10, and will seek to extend this is 2010-11. The PCT will also work with BHT to achieve service line reporting which will allow the Trust to demonstrate that additional funding intended for Maternity services will actually be invested in that service.

Greenwich
A number of initiatives to support increasing access to maternity services are already underway or are included in an action plan developed between SLHT and NHSG.  These include:

· Introduction of Direct Access in Greenwich

· Audit of women booking after 12 weeks 6 days – reasons why

· Re-design and re-launch of maternity booking form to capture where delays maybe taking place in the booking process

· Review of booking process at SLHT and increase capacity

· Reduce DNAs

· Increase access to ante natal care in children centres

· Communication strategy to reach key stakeholders: hard to reach groups; GPs, clinical staff etc

SLHT have signed up, as part of the contracting process, to reduce the number of complex pathways to 50% during 2010-11.  Providing SLHT fully adopt NICE guidance for normal, non complex, ante natal care, NHSG should see significant financial savings.  In addition, NHSG is looking to increase the number of home births from 4% to 7%.

SLHT have increased their midwifery led unit capacity – this will give greater choice on type of delivery.  Also the expected increase in home births will give greater choice on place of delivery.  However, it is important to note that the closure of the QMST site for obstetric deliveries will impact on patient choice.

Increasing community provision in children centres for ante natal care will enable more choice of location.  SLHT is looking to re-organise its midwifery services across Bexley, Bromley and Greenwich.  As part of this re-organisation, NHSG is looking to SLHT to break down the existing cross boundary flow issues that has impacted on women in choosing their ante natal care and choice of provider site for delivery.

The initiatives within the SLHT action plan to improve the booking process are mainly initiatives that have been ‘tried and tested’ elsewhere in other maternity units across London.

The successful re-organisation of midwifery services across the 3 SLHT sites will be dependent on management processes and HR.  The commissioning drivers are already within the contract which was based on the APOH re-structuring, ie no obstetric deliveries at the QMST site, therefore the unforeseen closure of the QMST, which took effect in September 2010, should not adversely impact on the long term plans which were being worked up, but the acceleration of this situation may adversely impact on SLHT’s current capacity, quality of service and patient experience.

NHSG’s Maternity Strategy Group took the decision at the end of September 2010 to raise these concerns and put them onto the risk register.  NHSG will work with the Strategic Health Authority and Bromley and Bexley PCTs to put robust monitoring mechanisms in place with regular agenda items on the SLHT Maternity Board Meeting.  Detailed transitional action plans will be requested.

SLHT must achieve the correct balance and work to reduce the number of complex pathways in order to achieve the Trust’s strategy of increasing midwifery led care and managing the closure of QMST.
Lewisham
Direct Access to Midwifery was introduced December 2009 with a major publicity campaign to advise women of this new service and the advantages of early booking. There has been a programme of audit of booking, examining the reasons for late booking in detail and changes made to the booking systems. Introduction of Perinatal Institute Antenatal Notes and the provision of antenatal and postnatal clinics at the weekend, and the introduction of case-load midwifery service for specific vulnerable groups 

At LHNT NHS Lewisham has commissioned the opening of a new midwife-led birth centre , increased provision of one-to-one midwifery care for women in labour, extended consultant cover on the labour ward, and extended the availability of anaesthetists at LHNT. 

Agreement of Maternal and Neonatal Screening Pathways and a programme of Maternal and Neonatal Screening Assurance 

NHS Southwark, Lambeth and Lewisham 

Access to maternity services has improved markedly, particularly in Southwark and Lambeth, who are meeting the target of 12 week access. This has been supported by the implementation of direct access (self referral) to maternity services, and public health and awareness campaigns including a maternity leaflet.  Considerable work has taken place in providers to re-engineer services and ensure that community booking processes prioritise early access.   There is still some work to do at Lewisham hospital, but joint review of late booking by the Trust and PCT has been effective in identifying scope for improvement.
Capacity planning has been a significant commissioning focus – aimed at easing pressures on inner London hospitals and maximising usage of new capacity at Lewisham Hospital.  This will result in some changes to catchment areas of Trusts, which will inevitably mitigate against maternal choice of provider.

Choice of location of birth has been extended by the opening of a new Midwifery Led Unit in Lewisham, with a further MLU planned at KCH in 2011.

Quality of service is monitored closely against contractual performance standards.  There are some clear challenges, and these will be addressed in the 2011/2012 work programme
At Lewisham Healthcare there has been significant focus on maternity improvement, including two years of major investment.  This has led to improved staffing on both the labour and post natal wards, as well as the development of a caseloading midwifery team.  2011/2012 will be the third year of the improvement action plan, and priorities for action have been agreed with the provider.  
Challenges for 2011/2012:

Continuing to roll out the caseload midwifery model of care, and to ensure that community midwifery capacity is not eroded.  Within this, continuity of care will be improved.

Maternity QIPP savings

	
	2011/12
£’000
	2012/13
£’000
	2013/14
£’000
	2014/15
£’000

	Bexley
	0
	0
	0
	0

	Bromley
	0
	0
	0
	0

	Greenwich
	283
	283
	283
	283

	Lambeth
	190
	190
	190
	190

	Lewisham
	121
	121
	121
	121

	Southwark
	219
	219
	219
	219


	Maternity 

	QIPP categories: maternity

	Focus

	Reduce the number of C sections

Women booked with maternity services before the end of the 12th week of pregnancy
Midwife led units



	Key work programmes

	C sections

12 week ante natal appointment

Midwife led units



	Existing patient experience intelligence on service area

	Extensive public consultation as part of the APOH programme of work. Significant public response on the desire for a midwife led birthing unit. Consideration of patient choice and the right to appeal.  While many mothers value being supported to have a normal birth, women are also concerned about safety and choice in labour including pain relief.
On Caesarean reduction – in implementing this consideration should be given to patient choice and the right to appeal.  While many mothers value being supported to have a normal birth, women are also concerned about safety and choice in labour including pain relief. 



	Clinical evidence of effectiveness of improvement opportunity

	There is extensive evidence review informing the design of maternity care both from the perspective of clinical outcomes and from the perspective of maternal choice. 'Maternity Matters' has informed the design of reformed services in SEL, in particular taking in to consideration the needs and expectations of pregnant women and mothers to improve the experience of giving birth. NICE guidelines inform the expectations on the clinical quality of maternity services to be delivered including the programme of antenatal care.  

	Impact on service quality and outcomes

	Improved outcomes for mothers and babies

Improved patient experience
Reduction in caesarean section rate

	Impact on patient choice

	Choice of home, hospital or midwife led birthing unit for place of birth.

Increasing community provision in children centres for ante natal care will enable more choice of location

	Enablers

	CQUINS

LSL Maternity and Infancy Group – engagement with clinicians

Review of Caesarean rates across LSL

NHS Acute Contract Schedule 3 – KPIs

Potential for maternity CQUINs


	KPI Metrics

	Rate of C Sections

Reported patient experience

1:1 care in labour

12 week access to maternity assessment

MLU and home birth rates

Named midwife


	System levers and incentives
	· Patient empowerment due to more involvement in their treatment

· CQUINs
· NHS Acute contract



	Support and capability
	· Requires workforce development

	Links to national workstreams
	· Maternity

· Safe Care 

· Improving staff productivity 



	Interdependencies
	Links to Reform Primary and Community Services initiative




	Implementation and key milestones

	There is no sector wide maternity plan. Outer SEL maternity strategy has been taken forward through APOH.



	Progress to date 

	

	Next steps

	· All clusters to be challenged on how thoroughly they are implementing the key recommendations to come from the QIPP planning process, with a view to turning round growth in non elective activity.
· Establish maternity commissioning leads in each Borough Commissioning Unit, and agree Sector co-ordination process

· Agree target C-S reductions with each provider and include in 2011/2012 contract – with impact from April 2011

· Ensure 2011/2012 contracts agreed in line with London Commissioning Intentions




11.9 Improvement opportunity eight – Staying Healthy
Much ill health is potentially avoidable, with lifestyle factors a significant cause. Lifestyle factors smoking, alcohol, poor diet and lack of physical exercise cause 140,000 preventable deaths a year in England and are important factors in the development of chronic disease. Avoidable ill health impacts unnecessarily on individuals and adds pressure and costs to NHS services. 

· Smoking is identified as a leading risk factor for the top causes of early death in Greenwich (CVD, a number of different cancers, respiratory diseases)

· Death rates from alcohol related conditions in Lambeth are significantly higher than the rest of London for men (68 people compared to 52 in London and 50 in England per 100,000 population)

· In Southwark, there are high rates of obesity for young people both at Reception Year (14.4% second highest in the country 2007/08) and at Year 6 (26% the highest in the country)

· In Lewisham, areas with the highest proportion of people suffering from depression are also the areas in which the lowest proportions of people participate in physical exercise.

SEL staying healthy priorities include:

· Vascular prevention

· Cancer prevention

· Cancer screening

· COPD prevention

· HIV

· Smoking
· Physical activity/obesity 
· Alcohol 
· Mental health and well-being
Whilst PCTs / CT are not seeking to secure significant savings in the costs of prevention services/strategies given the additional investment required in these areas it is recognised that improvements in the quality, scope and scale of the programmes we commission will have significant longer term benefits both in terms of health outcomes and reductions in costs in treatment services. 
The NHS Health Check programme aims to help prevent heart disease, stroke, diabetes and kidney disease. Everyone between the ages of 40 and 74, who has not already been diagnosed with one of these conditions, will be invited (once every five years) to have a check to assess their risk of heart disease, stroke, kidney disease and diabetes and will be given support and advice to help them reduce or manage that risk.
Vascular disease - heart disease, stroke, kidney disease and diabetes, are the biggest cause of death in the UK.  Vascular disease is also a major cause of morbidity and responsible for health inequalities making up approximately a third of the difference in life expectancy between spearhead areas and the rest of England. The SEL vascular prevention action plan arises out of a London wide approach to vascular prevention and details what needs to be done in SEL to deliver improved health outcomes and reduce health inequalities through primary prevention across the whole population and systematic approaches to secondary prevention in primary care. Vascular checks – planned roll out underway and by end of year will be calling 20% of the population.  The savings from acute activity are associated with increased detection and management of cvd, diabetes, hypertension, cholesterol and already assumed in those areas. 
Obesity is a key risk factor for diabetes and heart disease. We will improve health by getting better surveillance on patients and by encouraging them with appropriate pathways. These will include a child measurement programme and the development of a treatment programme for children. Development of a maintenance programme and an extension of the Lite4Life programme for specific ‘at risk’ groups in the community. Development of a group Lifestyle Programme for post natal women, and specialist dietetic intervention for more at risk women.
Sexual health problems are a particular issue for Lambeth and Southwark and HIV is the most serious and life threatening of these conditions:

· The prevalence rate for HIV was 475 per 100,000 population in 2008- nearly 5 times that seen for the UK.

· The total numbers of cases across Lambeth and Southwark account for about a quarter of all the HIV cases in England.

· There were 702 new diagnoses in SE London in 2008, with the majority being amongst white males and African women. The ratio of case is about twice as many males as females being affected .The majority of cases are amongst are amongst those aged 25-44

· The proportion of new cases that were first diagnosed at an advanced stage has grown to 39% of new cases, but the target is 15%. 

The focus of this improvement opportunity is:

1. Implementation of prevention programmes (NHS Health Checks, reducing smoking prevalence, tackling obesity, increased physical activity)

2. HIV and sexual health pathways

	Vascular prevention 

	Focus

	Commissioning a variety of providers to carry out the NHS Health Checks and deliver lifestyle/prevention interventions/programmes.

Improving commissioning capability in commissioning prevention programmes

Developing and implementing a wider range of pan PCT prevention programmes

Securing benefits from the involvement of a wider range of support agencies in the delivery of prevention programmes

	Key work programmes

	· Joint PCT review of current programmes to assess where further benefits could be secured (health outcomes and financial savings)

· Development and implementation of new/revised contracts with providers better aligned to improving outcomes and maintaining good health

· Agreement on a range of public health programmes that will be taken forward on a pan PCT basis

· Regional communications /media strategy developed and implemented

	Existing patient experience intelligence on service area

	· Understanding of local health needs, links with deprivation & scale of health inequalities linked to smoking and other key health behaviours through JSNA

· Community consultation has identified the importance of  prevention, scaling & evidence based / best practice models; 

· Analysis of existing service use and insight work for key population segments linked to high prevalence, is used to understand smoking behaviour, effective messages, preferred mode of communication and preferences for accessing services
· Ongoing outreach work with high risk populations (deprived areas, high CVD / obesity prevalence populations, targeted BME groups) is used to inform improvements in service design and delivery.

	Clinical evidence of effectiveness of improvement opportunity

	There is strong clinical evidence that improving diet, increasing levels of physical activity & preventing obesity can have a significant impact on improving health outcomes, preventing the onset, progression or need for more expensive interventions across a wide range of conditions including CVD, diabetes, hypertension, cancers and fractures. Strong evidence base for use of pharmalogical approaches primary prevention of  CVD e.g. statins

The NHS Health Check programme is both cost effective and clinically effective and are part of a nationally defined programme.
The approach taken in the programme is based on economic modelling undertaken by DH which has used guidance produced by NICE which reviews the clinical and cost effectiveness of interventions in medicine.
Identifying high blood pressure and high blood sugar early  should lead  to earlier intervention in care and reduction in complications

This programme can reduce inequalities if implemented in the right way by focusing on those with the high risk and least likely to attend for care.


	Impact on service quality and outcomes

	It will ensure that healthy living support services are:

· Fully linked to and support the delivery of the a high quality Health Checks Programme in Greenwich

· Driven by evidence based / best practice models

· Responsive to patient/ client needs and improve the patient experience

· Innovative and evaluated to inform ongoing service development



	Impact on current and patient choice

	Improved access to healthy living information and support, tailored to individual needs.

Potential range of providers to carry out checks and deliver prevention programmes. Tailor to suit needs of local population especially ‘hard to reach’ groups that do not traditionally access health care.

	Enablers

	· Ring fenced funding 

· Ongoing training for frontline staff to deliver health checks and prevention & lifestyle intervention programmes

· The SL Cardiac & Stroke Network aims to promote consistency and equity across the sector for all people at risk of CVD.
· Good communication with the public including targeted work with specific populations at high risk.

	KPI Metrics

	Reduction in mortality from CHD
1a. Health Inequalities (male)

1b. Health Inequalities (female)

2a. Life expectancy (male)

2b. Life Expectancy (female)

6. Smoking Quitters VSB05
7. Diabetes controlled blood sugar 
8. CHD controlled blood pressure

10. IAPT treatment
11. Cervical cancer Screening Targets

12. Breast Screening Coverage targets

13 People with long term condition supported to be independent and in control of their condition

Vital Signs [Tier 3]

· Number of people aged 40-74 eligible for an NHS Health Check

· Number of eligible people who have been offered an NHS Health Check in 2010/11

· Number of eligible people who have received an NHS Health Check in 2010/11. 

NHS Health Check KPIs and Dataset currently being developed nationally.




	System levers and incentives


	Operating Framework 2010/2011 requirement

Government commitment to the future of the NHS Health Check programme. 

White Paper 'Healthy Lives, Healthy People: Our strategy for public health in England' states that 

NHS Health Checks will continue to be offered to men and women aged 40 - 74.  It also proposes that the NHS Health Check programme becomes part of the new public health service - Public Health England. 



	Support and capability
	Support from SLCN network

	Links to national workstreams
	NICE Guidance: COPD 2004

NICE Guidance: Falls CG21 2004

NICE Guidance: Hypertension 2006

NICE Guidance : Physical Activity 2006

NICE Guidance Obesity 2006

NICE Guidance: Brief interventions for smoking cessation 2006

NICE Guidance: Lipid Modification, 2008

NICE Guidance: AF, 2006

NHS Constitution: access to health check



	Innovation
	

	Interdependencies
	


	Implementation and key milestones

	· Commission a NHS Health Check programme to every 40-74 year
· Commission an enhanced surveillance programme (to be delivered alongside the NHS Health Check) 
· Develop arrangements to improve the management of patients on disease registers in primary care including High Risk CVD Registers, Hypertension registers, Diabetes and CHD 
· Ongoing reporting practice by practice estimations of expected versus actual prevalence rates. 

· Implement performance monitoring tools for the Goal 2 programme at practice level bringing together range of indicators.
· Reporting practice by practice of QoF exception reporting. Those excepted are often those at greatest risk. 
· Implement cancer screening working plans.


	Next steps

	Further development of QIPP prevention plans particularly around LTC disease progression 

Prevention and the development of the new national public health service infrastructure planning.


	Obesity 

	Key work programmes

	Links to LTC in Right Care, Right Place improvement opportunity

	Existing patient experience intelligence on service area

	· Understanding of local health needs, links with deprivation & scale of health inequalities linked to smoking through the borough JSNAs

· Community consultation has identified prevention, scaling & based & best practice models; 

· Analysis of existing service use and insight work for key population segments linked to high prevalence, is used to understand smoking behaviour, effective messages, preferred mode of communication and preferences for accessing services

· Ongoing outreach work with high risk populations (deprived areas, high CVD / obesity prevalence populations, targeted BME groups) is used to inform improvements in service design and delivery.

· Focus Group work with children and their parents/carers who have participated in the Lambeth children’s weight management programme (MEND) as part of the MEND evaluation

	Clinical evidence of effectiveness of improvement opportunity

	Strong clinical evidence that improving diet, increasing levels of physical activity & preventing obesity can have a significant impact on improving health outcomes, preventing the onset, progression or need for more expensive interventions across a wide range of conditions including CVD, diabetes, hypertension, cancers, fractures.

Increasing evidence that those who are obese in childhood continue to be overweight or obese in adulthood. The direct healthcare cost is estimated to be 18% higher for obese individual



	Impact on service quality and outcomes

	· People identified through primary care with a 20% or higher risk of developing CVD in the next 10 years reduce their risk through making healthier choices relating to diet, physical activity and weight management.

· Ensure that we increase levels of physical activity across the population by 1% year on year as measured by national and local surveys
· Ensure that preventive programmes linked linked to and support the delivery of the a high quality Health Checks Programme 

· Programmes are driven by evidence based / best practice models

· increase the number of childhood obesity programmes available
· Enable the PCTs to reach the national childhood healthy weight targets

	Impact on current and patient choice

	Increase the number, range of locations, method of delivery and times of access to healthy living support services, including access to information and support on line and by phone.

	Enablers

	Effective joint working with local authority partners, private sector and third sector agencies.



	KPI Metrics

	· Prevalence of breastfeeding increases across the borough in line with agreed targets

· Prevalence of childhood obesity falls in line with agreed targets



	Implementation and key milestones

	Each borough has a programme of work developed with key partner organisations to implement the priorities of  their Obesity Prevention Action Plan. These plans typically include:

1. Expanding opportunities and pathways that support people to become more physically active to respond to increases in referrals from the Health Checks Programme. (From October 2010)

2. Implementing a major new social marketing campaign - 'Get Active' - with the local Council and other partners (Jan 2010)

3. Implement new cross agency approaches to tackle childhood obesity targeting those areas of the borough with the highest prevalence (From October 2010)

4. Continue to strengthen universal services to support breastfeeding in line with the the various Breast Feeding Strategies. (From October 2010)

5. Put in place additional capacity to support obesity prevention and weight management  in primary care. (From November 2010)


	Sexual health 

	Description / Rationale and required outcome

	· The improvement opportunity is to improve health outcomes and reduce health inequalities, particularly in relation to the prevention of avoidable sexual ill health and unintended teenage conceptions. 

· Greenwich, Lambeth, Lewisham and Southwark have persistently high rates of teenage conceptions, most of which end in terminations.

· There is significant potential for routine sexual health services to be provided in a wider range of settings, outside of acute GUM services, closer to people’s homes and communities. 

· South East London has the highest levels of sexually transmitted infections in the country. Greenwich, Lambeth and Southwark has rates of HIV and Chlamydia infection significantly above national levels. 



	Existing patient experience intelligence on service area

	· Understanding of local health needs, links with deprivation & scale of health inequalities linked to sexual health through the borough JSNAs

· Community consultation has identified prevention as a key concern for local people 

· Analysis of existing service use and insight work for key population segments linked to high prevalence, is used to understand sexual behaviour, effective messages, preferred mode of communication and preferences for accessing services

· Ongoing outreach work with high-risk populations (deprived areas, high rates of teenage conceptions, targeted BME groups, gay men) is used to inform improvements in service design and delivery.



	Clinical evidence of effectiveness of improvement opportunity

	Strong clinical evidence that improving sexual health can have a significant impact on improving health outcomes, preventing the onset, progression or need for more expensive interventions and drug therapies across a wide range of conditions including HIV, chlamydia, gonorrhea and syphilis. Reducing unintended teenage conceptions reduces negative social and economic consequences for teenage parents and their babies. It also reduces maternity, ante and post natal service costs and TOP costs.  

	Impact on service quality and outcomes

	It will ensure that sexual health services are:

· Driven by evidence based / best practice models and local insights work

· Responsive to patient / client needs and improve the patient experience

· Innovative and evaluated to inform ongoing service development

Outcomes include:

· Year on year reduction in teenage conceptions

· Improve rates of early detection of HIV infection

· Exceed targets for Chlamydia screening programme

· Improve access to sexual health services within the community through the increase in provision of service, improved promotion of services, and maintaining a particular focus on young people. 



	Impact on current and patient choice

	It will increase the number, range of locations, method of delivery and times of access to sexual health services, including access to information and support on line and by phone.

	Enablers

	Effective joint working with local authority partners, private sector and third sector agencies.



	KPI Metrics

	· Teenage conceptions

· Early detection of HIV infection

· Chlamydia screening programme



	Implementation and key milestones

	Each borough has a teenage pregnancy and/or sexual health strategy. Typically these include:

1. Schemes to reduce repeat teenage pregnancies, with a specific focus on working with termination of pregnancy services (April 2011)

2. Increased volume of targeted outreach work with 16 and 17 year olds (ongoing)

3. Evaluate the effectiveness of the new dedicated young people’s sexual health service to complement existing provision as part of the borough’s integrated youth support programme (during 2011-12)

4. Additional sexual health clinics through general practice (in place by April 2011)

5. Further roll-out of quality improvement scheme with primary care settings to ensure that these services are young people-friendly (ongoing)

6. Implementation of a local communication strategy (throughout 2011-12)

7. Enhancement of the local Chlamydia screening programme to ensure the achievement of this target (throughout 2011-12)

8. New approaches to providing young people with sexual health advice and services, through new media (text messaging, websites) and specialist vending machines at key young peoples’ outlets (throughout 2011-12)


11.10 Improvement opportunity nine - management and estates costs

Whilst PCTs /CT in south east London have worked within an acute commissioning unit thus spending less on management costs in their commissioning functions than would otherwise be the case, there remain significant opportunities to secure additional savings through reviewing and implementing changes in the way we work across the sector (through sharing commissioning support functions and the vertical integration of community based services).
Work led by SEL Transition Board with active support from directors of human resources (and directors of finance as appropriate).

Significant programme of management cost reductions underway across SHA and PCT clusters. Consultation on structures current, with proposals for some sharing of support functions including primary care contracting, estates, information, communication and HR.

Voluntary redundancy and mutually agreed resignation scheme launched to support necessary workforce changes associated with this development. Transforming community services programme being implemented to integrate acute and community provision with corresponding reduction in number of provider back office (corporate) function teams required in region.
Management and estates QIPP

	
	2011/12
£’000
	2012/13
£’000
	2013/14
£’000
	2014/15
£’000

	Bexley
	1,352
	1,352
	1,352
	1,352

	Bromley
	250
	735
	735
	735

	Greenwich
	-1,834
	-5,626
	-5,251
	-4,876

	Lambeth
	-3,049
	-14,824
	-21,894
	-26,048

	Lewisham
	1,751
	858
	858
	858

	Southwark
	1,155
	3,083
	700
	700


	Management and estates costs

	QIPP categories: Management and estates costs

	Focus

	Improving commissioning capabilities through further pooling of resources

Remove duplication of management functions in PCTs / CT through further pooling of resources

Remove duplication of management functions in community providers through vertical integration

with local acute providers

	Key work programmes

	Joint SEL/PCT/Ct review of management functions to identify and agree the scale at which each function should be performed (e.g. PCT/SEL wide)

Joint programme with community and acute providers to identify where additional efficiencies could be secured through vertical integration

Review of the management estate to identify surplus capacity and explore alternative uses/sale

	Impact on service quality and outcomes

	Improved commissioning of health and healthcare services

	KPI Metrics

	Improved assurance ratings

Reduction in management costs


	System levers and incentives


	Operating Framework 2010/2011 requirement

TCS Programme

	Links to national workstreams
	Back office efficiency and optimal management

	Innovation
	Improved information systems to support commissioning


	Next steps

	Complete management cost reduction programme.

Implement transforming community services plans to integrate acute and community services and facilitate a reduction in back office support and corporate capacity needs across the system.


12 Opportunities – impact assessment

The following table describes the potential impact on the south east London healthcare system in respect of activity/capacity, workforce and estates. The specific impact in each area will be assessed as part of the detailed planning process for each improvement opportunity and checked for alignment in the next phase of the end state analysis.

	Improvement opportunity
	Impact on activity/capacity
	Workforce impact
	Estates infrastructure

	Reform urgent care

systems (including end of life)
	Delivery of this opportunity

will significantly reduce the

levels of secondary care

activity and increase the

volumes of activity

undertaken in primary and

community based services and local settings (at home / hospices)

This will require a shift in

resource between the

respective sectors.


	Delivery of this opportunity

will be supported by the

transfer of resource, skills

and capabilities between

the affected sectors. This

will be facilitated through

the Workforce Development

in place in each sector


	Good progress has already

been made in expanding

the physical estate in

primary/ community care

sectors. Secondary care

providers will be required to

review their estate base

and reduce bed capacity

where appropriate.



	Reform primary care
	Delivery of this opportunity

will significantly reduce the

levels of secondary care

activity and increase the

volumes of activity

undertaken in primary and

community based services and local settings (at home / hospices)

This will require a shift in

resource between the

respective sectors.


	Delivery of this opportunity

will be supported by the

development of additional skills within primary care. This

will be facilitated through

the Workforce Development

in place in each sector


	Good progress has already

been made in expanding

the physical estate in

primary/ community care

sectors. Primary care

providers will be required to

review their estate base

and adjust  capacity

as appropriate.



	Reform planned care

Services (includes LTC)
	Delivery of this opportunity

will include a review of

market capacity and

market opportunities which

may lead to a shift in

activity between NHS and

independent providers. We

also expect to see a

reduction in activity in

areas such as initial

outpatient appointments,

follow up appointments and

procedures of limited

clinical benefit.
	Through delivery of this

opportunity we anticipate a

reduction in the number of

clinical staff delivering

planned care services (or

redeployment of these staff

to further reduce waiting

times for treatment).

Redeployment of staff

would be facilitated by an

expansion of services in

primary and community

care.
	It is anticipated that there

will be minimal impact on

the primary/community

services estate owing to

the significant investment

that has already taken

place (or is about to come

on stream). 

Secondary

care providers will be

required to review their

estate base and reduce

bed capacity where

appropriate.

	Reform mental health

Services
	Delivery of this opportunity
will reduce levels of

inpatient activity and

increase levels of activity in

primary and community

based services


	Through delivery of this opportunity  we anticipate a

reduction in the number of

clinical staff delivering inpatient

care services with

the consequent opportunity

to redeploy these staff in

primary and community

based services


	It is anticipated that mental

health providers will need

to reduce in-patient bed

capacity and review their

estate accordingly

	Maternity and new born
	Delivery of this opportunity
will reduce levels of

hospital births and C sections and

increase levels of activity in

primary and community

based services


	PCT / CT will need to review the skill mix of maternity services workforce.

	No identified impact.

	Improve the management

of primary care medicines
	Improved management of

medicines in primary care

has the potential to reduce

levels of A&E /in-patient

activity as a consequence

of reductions in the number

of adverse reactions – the

volume change is

expected to be low


	PCTs / CT will need to review

the level of support offered

to primary care by

medicines advisors and

may need to increase this

resource

	No identified impact

	Management costs and estates
	No identified impact 
	Delivery of this opportunity
will reduce the level of

management and

administrative staff (and

potentially other functions

e.g. public health). The

actual impact will need to be

assessed as the

consultation progresses


	Reductions in the number

of management and

administrative staff

provides the opportunity to

review and rationalise the PCT/CT

headquarter estates

	Staying healthy
	The avoidance of ill health

(or the delay in the onset of

ill health) will, in the

medium to longer term)

reduce levels of hospital

activity especially

unplanned hospital

admissions


	The workforce supporting

the health improvement

agenda has the potential to

increase to improve

prevention services whilst

in the medium to longer

term the acute hospital

workforce will reduce as a

consequence of the

prevention agenda


	There is considered to be

minimal impact on the NHS

estate


13 Enablers to delivery 

13.1 Incentives

There are a range of incentives that can be employed with both acute providers and primary care. Within SEL we have to date included:

· Promotion of national targets and national frameworks as best practice CQUINs for acute and mental health services in acute, community and metal health contracts

· Use of practice based Local Enhanced Services with GP practices

· National and local QoF frameworks with GP practices

· Offering/supporting training and development opportunities for primary care contractors

· Supported the development of Practice Based Commissioning and now GP led clinical commissioning

· Supported GP Commissioners as early implementers

· Use of benchmarks for acute and primary informing contract negotiations and performance monitoring

New incentives and levers

To deliver the scale of change in the required timeframe incentives need to be aligned to enable all providers (and commissioners) to work towards the same goals. Perverse incentives will be reviewed and consideration given as to how these can be mitigated. SEL PCTs will work with local providers (acute, mental health and non acute) and NHS London to develop new contracting currencies that facilitate delivery of care closer to home. 
This has included:

· Unbundling tariff payments, to allow parts of care, such as the initial consultation and rehabilitation before and after treatment, to be provided by community-based organisations through polysystems.

· Developing and piloting new local tariff payments with Community Health providers and SLaM 

· Local Enhanced Services for a population of 50,000+ rather than a single GP practice population 

	Example of best practice

Bexley has implemented a Primary Care Practice Kitemark

BCT has rolled out a practice kitemark to aid the delivery of QIPP and demand management schemes by devolving elements of PBC budgets to practices from 2011-12. BCT must be assured that local services  optimise clinical quality, service availability and affordability.  The PBC Kitemark is a key step in the delivery of this.

The Kitemark currently incorporates 8 requirements. All practices have signed a contract in respect of the risk share arrangements for their delegated budgets and the agreed use of any available savings made. In addition practices have set out a work programme for the achievement of one of the Kitemark levels of either gold silver or bronze as detailed below. 

From 2011-12 the ongoing requirements of the Kitemark should be contractualised for those practices achieving the required standard by the end of 2010-11.

The initial Kitemark requirements will be:

1. The installation and use of integrated referral forms, a macro system and audit functions to allow data to be extracted from clinical systems to support 7 below;

2. 90% of routine referrals routed through the Patient Management Centre;

3. Participation in a quarterly clinical cluster meetings to review areas agreed by the Clinical Governance Directorate such as secondary care usage, prescribing, and clinical serious untoward incidents, and if necessary participate in audit if areas of concern are identified; 

4. Make full use of the Mede system to actively manage the areas of activity identified by BCT where the practice is performing least well and maintain records of the action taken.

5. Agreement to peer review by the cluster in areas where the practice is shown to be an outlier. (definition of outlier to be agreed by the Clinical Cabinet)

6. Undertake monthly data validation

7. Support the Trust in achieving the key national targets. The Practice returns this information to the Trust electronically on a quarterly basis 

8. Deliver actual PBC expenditure for 2010-11 within their practice PBC budget.

There are three levels of Kitemark:-

· Gold for practices that achieve all Kitemark indicators 

· Silver for practices that achieve all indicators except indicator 8, or practices meeting indicator 8 but only meeting at least 3 out of 5 of the targets linked to indicator 7

· Bronze for those that achieve indicators 1-6 and 3 out of 5 of the targets linked to indicator 7.

The Clinical Cabinet have responsibility to review the targets throughout the year. Practices, at the end of 2011-11 will be awarded whichever level of Kitemark they have achieved. This will assist the Trust in identifying practices that are eligible to manage areas of devolved budgets for 2011-12 onwards. The awarding of the PBC Kitemark also provides a mechanism for BCT to gain assurance of practice ability to appropriately manage local services.  This will be a significant due diligence consideration.




Productivity and efficiency

SEL is engaged with local providers on the financial challenges ahead. In order to drive the radical gains required, productivity and efficiency proposals have been developed for discussion with providers and the LMC. Modelling decommissioning and shift of activity against the NHS London aggressive scenario has highlighted the huge challenge ahead and it is essential that care delivered through an integrated primary / community / acute model model is more cost effective than current models of provision.

13.2 Information

The role of information is fundamental to the delivery of the care pathway improvements.

The provision of reliable, meaningful information in a user friendly format provides a platform for the public, clinicians and commissioners on which to base decisions and support improved clinical outcomes, patient care and productivity. The core principle is the right information, the right decision, the right timeframe and the right outcome.

For example, to further aid GPs, Bexley has expanded its patient management centre to provide local GPs with the ability to offer a centralised booking mechanism for Community services and secondary care services. This centralised function allows referral bookings to be completed and controlled centrally utilising Choose and Book directly bookable and indirectly bookable services.

This is seen as a key enabler to ensure that GPs can successfully implement new out of hospital services.

13.2.1 Developing data and metrics to support commissioning decisions

We recognise the need to have the right metrics in place to drive improvements in quality and productivity by exposing variations within and between the SEL PCTs and across London, highlighting areas of poor performance. SEL has used the metrics developed by Commissioning Support for London to measure quality, productivity and patient experience. These metrics have been and will continue to be used in provider contracts and monitored regularly.

13.2.2 Standardising clinical practice
The SEL PCTs are using the clinical decision making tool that allows primary care clinicians to look up best practice treatment as they see patients. By reducing the variation in clinical practice and aligning to best practice, the tool will embed more productive ways of delivering clinical services.

13.2.3 Understanding population needs

Each of the six SEL PCTs and Care Trust has produced its JSNA which identifies population needs (met and unmet). This has been continually refreshed and updated as part of the commissioning cycle. 

13.3 Workforce

Commissioners will be seeking a changed role for specialist expertise with an increased focus on the provision of outreach services, telephone advice and management plans to support primary care. 

In 2009 the planned referral management package of measures will be introduced, including RMC development. In order to reduce unnecessary referrals and, in addition, some community and primary care outpatient/ surgical services will be developed as alternatives to traditional secondary care clinics.  This started in 2007/08 with the development of minor surgery capacity within practices and has grown together with the development of further community based surgical, endoscopy, outpatient and diagnostic services.  

The development of primary care hubs at a number of locations across SEL is a key enabler for this initiative as it provides modern, purpose-built facilities to allow services such as diagnostics, clinics and minor surgery to be undertaken in this community setting.  At the same time we have a number of services being moved from the acute setting (e.g. outpatients) and being reprovided within a community setting. This will have an impact on the acute workforce and implications for training.
13.4 Estates

Proposals for combined south east London sector working on estates have been suggested and are being considered by the Transition Board.

There are different models for delivery across the 6 sector PCT’s. For example, in 2010, Bexley Care Trust transferred the operational Estates and Facilities function for its community estate to Oxleas Foundation Trust along with their Provider organisation. NHS Greenwich plan to move the same functions to Oxleas in April 2011. Other SEL PCT’s already utilise the FMS services covering the LSL area. That service will transfer to Guys and St. Thomas’ management from April 2011.

There will then be residual Estates and Facilities services that will remain within the PCT organisation(s.) These will include a landlord function ensuring the performance management of the provider organisations utilising the community estate that the PCT’s will still control. Services also likely to remain might include Capital Programme Management and Coordination of the LIFT programme and input to LIFTCO. It will also include a GP premises function which includes ensuring compliance with core standards and the management of improvement grants, rent reviews. 

Ultimately, the chosen model will be affected by outsourcing or greater integration with Guys and Oxleas, particularly if the DH rules change so that Foundation Trusts become the owners of all current PCT assets.

This is a service, whose design depends on a number of significant policy decisions nationally in the next few months to guide the style of long term service provision. GP’s will want to influence the way in which assets are used in future for clinical services, and have already expressed clear views in some PCT’s, that are changing clinically how we will develop or dispose of some assets.

For the primary and community estate the main issues are around the capacity of exiting buildings to allow the expansion of services needed to enable the move of care from a hospital setting to a community based setting.

Across SEL we have 271 practices and the estate ranges from state of the art recently designed and built primary care hubs hosting integrated services to single handed GP practices operating out of converted residential premises and huge variation between the two.

Prior to the 1st April 2009, PCTs had in place Strategic services Development Plans and Strategic Capital Development programmes. In 2009 PCTs were required to compile a Commissioning Investment and Asset Management Strategy (CIAMS). Some work on this was taken forward and gives us a baseline of the community estate in SEL. The (cant remember what they are called) assessments of primary care properties give us an overview of the primary care estate. 

We recognize that estate, acute and non acute is a key enabler to transforming the local health care services and will continue to work with our acute and mental health providers on this and look to developing appropriate strategies with the emerging GP commissioning consortia.

13.5 Information technology
South East London is keen to pilot advances in information technology such as Tele-health systems, as part of the improved management of long term conditions (LTC).
We know that patients who suffer from a LTC can make disproportionate use of both primary and secondary care services, with treatments and care accounting for approximately 69% of all primary and acute care budgets in England. Bexley is leading the way in SEL piloting Tele-health. Bexley will be scoping the feasibility of using the Tele-health system with CSL with the aim of providing a system that delivers better outcomes empowering the patient and encouraging increased self care management through community settings alongside operational efficiency across primary and secondary care services.

Tele-health is the consistent and accurate remote monitoring and management of a patient’s health condition including vital signs monitoring, health settings and advisory information, enabling reductions in hospital admissions, early discharge and improved self care. 
	Example - Benefits for Bexley

· Improved patient experience through increased awareness of their condition and better self-management

· Improved productivity and efficiency in primary care, through a reduction in the need for GP consultations

· Associated potential savings through better case management, with the potential for Bexley to save up to £1m



Communications

In SEL we have engaged with and gathered information from patients, public, clinicians and stakeholders through the ‘A Picture of Health’ (APOH) and Healthcare for London (HfL) public consultations. These were held from December 2007 through to the summer of 2009.  During 2009/10 each of the PCTs and CT has continued to engage with a wide range of stakeholders to develop the Joint Strategic Needs Assessment and to agree the vision and priorities contained within the commissioning strategy plan. 

Building on this work we have agreed one framework for communications across SEL based on the approach that NHS Lewisham have developed and shared.

The framework sets out the communications and engagement activity required in order to support the delivery of the QIPP Initiatives relevant to each borough.   The communications framework includes a template covering the project summary, the communications and engagement objectives, key messages, identifies the audiences, lists resources, tools and systems, an action plan, evaluation and an Equality Impact Assessment

Each borough has identified its key communications priorities. Greenwich will be focussing on:

· Implement a stakeholder engagement programme to positively engage local stakeholders – OSC, Greenwich LINKS, members of the public, MPs, PBC leads, local authority LAs, providers, patients, voluntary and community groups in the implementation of QIPP. 

· Develop a communications plan to support our strategic goals and the menu options within our QIPP, with tailored key messages and metrics to assess the effectiveness of communications.

· Develop an internal communications strategy to ensure that staff are fully aware of the key messages and feel supported to communicate these 

· Use social marketing to support our work to communicate and engage with local communities, web, e-casts and on line surveys 

· Issue press releases, briefings and interviews for public information

· Organise and attend community events  

· Produce a plain English summary of the key headlines in our Operational Plan and place them on our  internal and external website

· Provide progress updates on how we are progressing with  implementation of the Operational Plan on our external and internal websites, stakeholder newsletters, and through attendance at public events

· Continue to seek regular feedback and input from the  OSC, Greenwich LINKS and other interested groups 

· Ensure work streams progress public and patient engagement 

· Continue to build the trust and support of local stakeholders with conferences, workshops and joint initiatives. This includes our partnership arrangements in relationship to the local strategic partnerships in Greenwich, regular meetings with our local MPs, our links, with Greenwich Council and with the Health Overview and Scrutiny. 

14. Financial implications 

14.1 Impact on providers
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Oxleas 0 1,020 1,700 2,280 2,860 7,860

South London Hospitals 15,963 35,391 38,001 39,443 41,030 169,827

Guys and St Thomas' 10,635 14,951 22,197 26,510 30,467 104,761

Kings College 7,907 16,326 24,408 29,280 33,636 111,557

South London and Maudsley 2,800 5,418 9,044 12,540 14,240 44,042

Lewisham Hospital 1,976 8,940 11,389 13,843 15,846 51,994

Primary Care 10,652 5,524 12,835 14,402 13,192 56,605

Community -4,581  -2,919  -2,333  -946  -846  -11,626 

Prescribing 363 363 363 363 363 1,816

Other 1,001 11,842 1,789 -847  -3,441  10,345

Total 46,717 96,855 119,392 136,868 147,349 547,180


Table 17: Impact on Providers
	Bexley
	10/11
	11/12
	12/13
	13/14
	14/15
	Total

	Dartford
	0 
	347,234 
	347,234 
	347,234 
	347,234 
	1,388,936 

	GSTT
	0 
	0 
	0 
	0 
	0 
	0 

	KING'S COLLEGE HOSPITAL NHS TRUST
	0 
	0 
	0 
	0 
	0 
	0 

	LCH
	0 
	0 
	0 
	0 
	0 
	0 

	Not applicable
	0 
	0 
	0 
	0 
	0 
	0 

	Primary Care
	0 
	1,230,000 
	1,230,000 
	1,230,000 
	1,230,000 
	4,920,000 

	Oxleas
	1,000,000 
	1,000,000 
	1,000,000 
	1,000,000 
	1,000,000 
	1,000,000 

	SLHT
	760,053 
	6,437,278 
	6,698,013 
	6,887,878 
	7,137,878 
	760,053 

	SLHT and others
	0 
	0 
	0 
	0 
	0 
	0 

	South London & Maudsley
	0 
	0 
	0 
	0 
	0 
	0 

	ST GEORGE'S HEALTHCARE NHS TRUST
	0 
	0 
	0 
	0 
	0 
	0 

	THE LEWISHAM HOSPITAL NHS TRUST
	0 
	0 
	0 
	0 
	0 
	0 

	Other
	1,568,000 
	1,352,000 
	1,352,000 
	1,352,000 
	1,352,000 
	1,568,000 

	Voluntary Sector
	0 
	0 
	0 
	0 
	0 
	0 

	Total
	3,328,053 
	10,366,512 
	10,627,247 
	10,817,112 
	11,067,112 
	46,206,037 


	Lewisham
	10/11
	11/12
	12/13
	13/14
	14/15
	Total

	Dartford
	0 
	0 
	0 
	0 
	0 
	0 

	GSTT
	990,174 
	2,310,367 
	3,530,724 
	4,289,688 
	5,019,904 
	16,140,857 

	KING'S COLLEGE HOSPITAL NHS TRUST
	714,003 
	2,073,196 
	3,247,790 
	4,000,003 
	4,713,253 
	14,748,245 

	LCH
	0 
	0 
	0 
	0 
	0 
	0 

	Not applicable
	0 
	0 
	0 
	0 
	0 
	0 

	Primary Care
	125,300 
	2,290,600 
	2,528,000 
	2,658,000 
	2,658,000 
	10,259,900 

	SLAM
	0 
	0 
	0 
	0 
	0 
	0 

	SLHT
	0 
	0 
	0 
	0 
	0 
	0 

	SLHT and others
	0 
	0 
	0 
	0 
	0 
	0 

	South London & Maudsley
	0 
	1,500,000 
	1,500,000 
	1,500,000 
	1,500,000 
	6,000,000 

	ST GEORGE'S HEALTHCARE NHS TRUST
	0 
	5,765 
	11,531 
	15,374 
	19,218 
	51,889 

	THE LEWISHAM HOSPITAL NHS TRUST
	1,924,265 
	8,908,125 
	12,178,572 
	14,166,110 
	16,093,493 
	53,270,566 

	Various
	0 
	871,016 
	1,298,616 
	1,298,616 
	1,298,616 
	4,766,864 

	Voluntary Sector
	0 
	0 
	0 
	0 
	0 
	0 

	Total
	3,753,743 
	17,959,070 
	24,295,232 
	27,927,792 
	31,302,485 
	105,238,321 


	Lambeth
	10/11
	11/12
	12/13
	13/14
	14/15
	Total

	Dartford
	0 
	0 
	0 
	0 
	0 
	0 

	GSTT
	3,530,406 
	6,273,688 
	9,613,331 
	11,520,466 
	13,331,435 
	44,269,327 

	KING'S COLLEGE HOSPITAL NHS TRUST
	3,294,002 
	6,682,837 
	10,380,298 
	12,380,541 
	14,152,309 
	46,889,987 

	LCH
	-5,584,865 
	-4,466,191 
	-5,579,285 
	-6,511,380 
	-6,411,380 
	-28,553,101 

	Not applicable
	0 
	0 
	0 
	0 
	0 
	0 

	Primary Care
	3,406,000 
	8,073,000 
	10,683,000 
	10,933,000 
	11,163,000 
	44,258,000 

	SLAM
	800,000 
	2,157,000 
	5,783,000 
	9,840,000 
	11,540,000 
	30,120,000 

	SLHT
	0 
	0 
	0 
	0 
	0 
	0 

	SLHT and others
	0 
	0 
	0 
	0 
	0 
	0 

	South London & Maudsley
	0 
	0 
	0 
	0 
	0 
	0 

	ST GEORGE'S HEALTHCARE NHS TRUST
	0 
	362,032 
	874,621 
	1,132,529 
	1,386,037 
	3,755,219 

	THE LEWISHAM HOSPITAL NHS TRUST
	12,619 
	232,920 
	263,466 
	286,162 
	301,210 
	1,096,378 

	Various
	-1,330,000 
	-1,302,105 
	-10,749,174 
	-16,140,795 
	-20,804,803 
	-50,326,877 

	Voluntary Sector
	0 
	0 
	0 
	0 
	0 
	0 

	Total
	4,128,163 
	18,013,181 
	21,269,258 
	23,440,523 
	24,657,808 
	91,508,933 


	Bromley
	10/11
	11/12
	12/13
	13/14
	14/15
	Total

	Dartford
	0 
	0 
	0 
	0 
	0 
	0 

	GSTT
	0 
	555,239 
	1,225,987 
	1,260,950 
	1,295,913 
	4,338,090 

	Kings
	0 
	51,246 
	102,493 
	136,657 
	170,822 
	461,218 

	LCH
	0 
	0 
	0 
	0 
	0 
	0 

	Not applicable
	0 
	0 
	0 
	0 
	0 
	0 

	Primary Care
	0 
	1,734,390 
	2,769,440 
	3,948,169 
	5,285,949 
	13,737,948 

	Oxleas
	0 
	500,000 
	500,000 
	500,000 
	500,000 
	2,000,000 

	SLHT
	3,537,634 
	9,348,299 
	9,801,231 
	9,874,565 
	9,874,565 
	42,436,294 

	Other
	0 
	-1,050,100 
	-565,000 
	-565,000 
	-565,000 
	-2,745,100 

	SLAM
	0 
	0 
	0 
	0 
	0 
	0 

	ST GEORGE'S HEALTHCARE NHS TRUST
	0 
	0 
	0 
	0 
	0 
	0 

	Lewisham
	0 
	19,272 
	38,544 
	51,392 
	64,240 
	173,448 

	Various
	0 
	0 
	0 
	0 
	0 
	0 

	Voluntary Sector
	0 
	0 
	0 
	0 
	0 
	0 

	Total
	3,537,634 
	11,158,346 
	13,872,696 
	15,206,733 
	16,626,489 
	60,401,898 


	Greenwich
	10/11
	11/12
	12/13
	13/14
	14/15
	Total

	Dartford
	0 
	0 
	0 
	0 
	0 
	0 

	GSTT
	0 
	0 
	0 
	0 
	0 
	0 

	KING'S COLLEGE HOSPITAL NHS TRUST
	0 
	0 
	0 
	0 
	0 
	0 

	Community Services
	1,003,979 
	1,546,765 
	3,245,937 
	5,565,275 
	5,565,275 
	16,927,231 

	Primary Care / Community
	-553,258 
	-12,157,047 
	-13,239,473 
	-13,990,739 
	-14,392,004 
	-54,332,521 

	Primary Care
	2,689,751 
	3,913,567 
	7,743,090 
	12,896,883 
	12,896,883 
	40,140,174 

	SLAM
	0 
	0 
	0 
	0 
	0 
	0 

	SLHT
	10,985,960 
	15,702,601 
	16,078,992 
	16,078,992 
	16,078,992 
	74,925,537 

	Other
	463,499 
	9,915,564 
	8,569,260 
	11,017,537 
	12,827,332 
	42,793,193 

	Oxleas
	0 
	1,020,000 
	1,700,000 
	2,280,000 
	2,860,000 
	7,860,000 

	ST GEORGE'S HEALTHCARE NHS TRUST
	0 
	0 
	0 
	0 
	0 
	0 

	THE LEWISHAM HOSPITAL NHS TRUST
	0 
	0 
	0 
	0 
	0 
	0 

	Various
	0 
	0 
	0 
	0 
	0 
	0 

	Carers Support
	0 
	0 
	0 
	0 
	0 
	0 

	Voluntary Sector
	0 
	0 
	0 
	0 
	0 
	0 

	Total
	14,589,931 
	19,941,450 
	24,097,807 
	33,847,948 
	35,836,478 
	128,313,614 


	Southwark
	10/11
	11/12
	12/13
	13/14
	14/15
	Total

	Dartford
	0 
	0 
	0 
	0 
	0 
	0 

	GSTT
	6,114,416 
	6,049,568 
	8,208,443 
	9,861,964 
	11,243,100 
	41,477,491 

	KING'S COLLEGE HOSPITAL NHS TRUST
	3,898,996 
	7,518,645 
	10,677,111 
	12,762,948 
	14,599,495 
	49,457,195 

	Carers support
	0 
	50,000 
	0 
	0 
	0 
	50,000 

	Not applicable
	0 
	0 
	0 
	0 
	0 
	0 

	Primary Care
	5,327,000 
	3,037,465 
	4,753,737 
	1,538,000 
	500,000 
	15,156,202 

	SLAM
	2,000,000 
	1,761,000 
	1,761,000 
	1,200,000 
	1,200,000 
	7,922,000 

	SLHT
	0 
	0 
	0 
	0 
	0 
	0 

	Other
	0 
	0 
	0 
	0 
	0 
	0 

	ST GEORGE'S HEALTHCARE NHS TRUST
	0 
	5,533 
	11,065 
	14,754 
	18,442 
	49,794 

	The Lewisham Hospital NHS Trust
	38,907 
	308,491 
	394,454 
	465,283 
	513,556 
	1,720,690 

	Various
	0 
	494,743 
	910,451 
	910,451 
	910,451 
	3,226,096 

	Voluntary Sector
	0 
	720,469 
	0 
	0 
	0 
	720,469 

	Total
	17,379,318 
	19,945,913 
	26,716,261 
	26,753,400 
	28,985,045 
	119,779,938 


15. Implementation and GP engagement

15.1 Implementation 

A majority of Implementation of QIPP initiatives will be led at a borough level, unless the functional activity to support the initiative is held at sector level.  The resources to enable this are yet to be determined (and are subject to staff consultation in late 2010.) We are therefore approaching this in two stages. Stage one is the transitional stage with PCTs moving to Business Support Units for the developing GP Commissioning Consortia. Implementation of QIPP at the borough level is embedded into the Business Support units and each BSU is developing appropriate governance to manage implementation and the interface with the sector led QIPP. During stage one PWC are working with SEL to establish both the PMO function and complete an assessment of the QIPP implementation plans, providing support where necessary to improve plans and delivery mechanisms. Stage two, April 2011 onwards will see the new structure across SEL including senior management support to the sector co-ordination of QIPP and a clear interface with the borough QIPPs reporting to the Collaborative Commissioning Group (sub committee of the JCPCT).

Delivery

	Key actions include:
	

	Adoption of a SEL QIPP Programme
	Completed

	Agreement on improvement opportunity workstreams that are sector wide and those that are PCT
	In progress

	Agreement on the lead for sector wide QIPP (this could be sector lead or PCT lead on behalf of the sector)
	Completed

	Agreement across SEL to implement robust, comprehensive programme management arrangements reporting through a consistent approach
	Completed

	Appointed senior staff to lead the development and implementation of the QIPP Plan, supported by expertise from finance, HR, transformation, communications and other functions
	In place Jan – March 2011

	Establish robust Programme Management Office (PMO) arrangements with the PCT PMO managers working as a virtual team with the SEL PMO
	By April 2011

	Commitment in each PCT/BSU to appoint/identify equivalent senior staff to manage delivery of their QIPP programmes
	By April 2011

	Implement PCT / borough based and SEL wide governance arrangements
	By April 2011

	Establish borough based QIPP Programme Boards and an overarching SEL wide QIPP Programme Board
	By April 2011


To ensure delivery of our ambitious Plan it is important that we implement robust, efficient and effective arrangements that support the development, delivery and subsequent performance management of detailed implementation plans.
To this end we have:

· Ensured that there is total alignment between the SEL vision and strategies and the QIPP Plan

· Initiated the development of detailed implementation plans for each of the Opportunities. 

· Identified senior Executive level leads for each of the Opportunities

QIPP Assessment

SEL commissioned external support (Price Waterhouse Cooper PWC) to carry out a rapid and high level assessment of the credibility and robustness of the QIPP project plans. A template was devised that measured each QIPP project against a set of defined criteria. The criteria selected was based on what good project plans look like (e.g. appropriate calculation of financial savings, detailed milestone planning) and the broader QIPP criteria (e.g. impact on quality assessed, impact on patient outcomes assessed).

The template was circulated to all PCTs/CT and they were asked to carry out a self-assessment for each of their QIPP projects being as realistic as possible on progress so that any capacity or capability issues could be addressed early in Q4. Following completion of the templates by the PCTs / CT, PWC held a short meeting with each PCT / CT to discuss their overall planning process, their project management arrangements, a sample of their projects and the assessment made against them and their approach to complete the plan development work. 


At this stage the review was very high level but with a template now in place and the PCTs/CT engaged with the process, the foundations are in place to work with the PCTs / CT to rapidly improve the quality of the project plans. 


Results of the assessment are attached in a separate presentation pack.

Key findings
· The PCTs were engaged with the process and are fully aware of the importance of developing robust and credible QIPP plans.

· All self-assessments were completed, the majority in accordance with the timetable set. 

· The self-assessments were a mixture of honest appraisals on progress (mix of red, amber and green ratings) and some more positive appraisals (mainly green ratings). Whilst this reflects that some PCTs, such as Lambeth, Bexley and Bromley, have had programme management structures in place during 2010/11, this was only a high level assessment so we could not review project plans in detail. Therefore at this stage we cannot confirm whether the appraisals are a fair reflection on progress (see next steps for how this will be assessed) but the work has given the Sector a good perspective of where further work is needed. 

· For each PCT a number of the QIPP plans are amendments to the SLA contracts and in view of this it is critical that there is a very close link between the PCTs and those negotiating the contracts on their behalf to ensure the full savings values are realised. The level of confidence in Acute Commissioning arrangements to negotiate contracts on behalf of the PCTs is mixed.

· It was noted on a number of occasions that a project was in fact a number of separate projects grouped together under a heading and in the next stage of the planning process individual project plans need to be developed. 

· Although this was a high level assessment, from the project documentation evidenced the level of planning is currently at a reasonably high level (e.g. business cases and PIDs) and more detailed documentation is yet to be completed (e.g. detailed milestones, phased financial savings).

· There is no common approach to project management across the PCTs and not all PCTs have a PMO structure in place (although they tend to have something similar). The Sector needs to consider a common approach to project management so that reporting can be easily consolidated to give assurance on delivery to NHS London. This tends to be much easier with standardised templates and processes.

· Clinical engagement has been mixed across the sector with some PCTs actively engaging with GPs early in the planning process and the GP's actually helping to shape the QIPP plans (e.g. Bexley, Lewisham) and others now starting to engage later in the process.

· A number of QIPP projects that require significant operational changes (e.g. Urgent care centres, admission avoidance schemes) require significant plan development work to ensure that they deliver in full 2011/12. 

· There is a risk that as the PCTs have largely prepared their QIPP plans on their own, the cumulative impact of some of their QIPP initiatives may not be achievable as they will impact a provider in a disproportionate way (e.g. decommisioning of certain activities from providers) 


Next steps

· To ensure that robust and credible plans are pulled together during Q4 the following next steps need to be carried out:
 Independent detailed review of individual project plans - to assess the quality of the detailed project plans and the extent of the work carried out by the PCTs
Update of the RAG asssessment - following the independent review, where applicable the RAG template will be updated to reflect the current status of the project plans against the individual assessment criterias. This will then become the external consultants view of progess rather than the PCTs and will reflect what best practice looks like. 
Set up of Programme Managment Office ("PMO") at sector level using best practice identified within the PCTs currently or from wider experience - a PMO will be set up that will monitor and hold to account the development of the QIPP project plans. Initially the RAG assessment template will be used to assess progress and clear milestones will be set when the progress on plans will be reported upwards to the sector. In addition, regular update meetings with the PCTs will be set up to ensure that the QIPP project plan development work is progressing at a pace and any capacity/capability gaps at individual PCT level are being addressed proactively. Reporting, governance and project management tools, templates and structures need to be carefully considered and put in place.

· Workshops to share learning - we would recommend that on a regular basis workshops are held with all the PCTs present to discuss common issues that they are facing and to ensure that learning is being shared across the sector. 

· SLA contract negotiations and provider discussions - clear processes need to be put in place to ensure that the correct value of the QIPP project plans that impact SLA contracts are captured and feed into contract negotiations.

A programme management approach will be adopted that will include project management controls to enable monitoring and management of progress.  A Programme Management Office will monitor KPIs and report progress to the CCG.

The implementation for year one of the QIPP plan has been developed in detail, covering benefits, risks and implementation timescales.  These should be worked up so that initiatives are ready to deliver from the 1st April 2011 and embedded in contracts for 2011/12.  Implementation plans for year 2 will need to be developed in partnership with clinical commissioners.

15.2 Delivery at borough level

Bexley

Bexley has developed and provides on-line monthly monitoring of all schemes through its web based telematics software. This allows each practice, consortia the GP commissioners and our secondary care partners to monitor progress of each scheme.  

QIPP schemes currently monitored

· Diabetes follow ups

· Cardiology outpatients

· Cardiology inpatients

· Minor Oral surgery (commencing Nov 2010 with SLHT) 

Bexley is divided in to 3 localities of approximately 60,000-60,000 patients each. These are North (North Bexley), Central (Clocktower), South (Frognal). Each locality works as a unit to address the particular challenges and socio economic conditions of the area, and all localities work together in addressing the needs of the local health economy. This is supported and endorsed by the Clinical cabinet.

Bexley Care Trust has guided this by establishing a practice Kitemark to deliver a consistent best practice approach across all the localities and developed user friendly monitoring systems though an informatics package called MEDE. This web based package is updated monthly with SUS data and monitors the overall GP budgets. It can be interrogated at patient level.

Bexley Care Trust has supported each practice by the appointment of PBC business managers who visit each practice monthly and aid them in monitoring their practice budgets against actual spend and share best practice on the schemes. 

To support the development of community schemes for certain pathways (MSK, Dermatology, Minor surgery, Cardiology, Diabetes etc)  a Patient management and referral centre has been established. 
The practices review activity against their overall activity and of these individual schemes via Mede and track progress at their practice level and at locality level for schemes on a monthly basis.  

1. The PBC Business Manager actively monitors the actions and results against the targets set by practice on a monthly basis. Practices carry out detailed reviews at a patient level, in particular focusing on these QIPP schemes.  For example then flag against each patient whether the admission / condition can be influenced in terms of avoiding admission in the future by intervention in primary care.
2. Record future action and care plan details to enable follow up to ensure admission is avoided. 

Weaker practices are clinically reviewed by locality GPs in the peer group review and action plans put in place.
Examples 

Results for ASC
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Figure 16: Results for ASC
The graph shows that on a cumulative basis that 750 spells have been recorded in 2010 against 740 spells in 2009 overall from the BCT population. The rate of over performance from the start of the year has been reduced with August 2010 showing activity of 38 vs. August 2009 as 47. September was the same in both years. With the continuing the outstanding work that practices are performing and we anticipate a lower overall cost in 2010/11 but to be prudent have allocated no QIPP savings to this in 2010/11. 

Cardiology Out patients

Through the Cardiology community service referrals from all GPs across Bexley are sent through to the community scheme. Diagnostics including ECG, Echo 24hr BP and 24 Hr tapes are performed by physiologists in the community and results are reviewed by consultant cardiologists. The cases that require further intervention are forwarded to the appropriate secondary care setting for consultation. 

The Cardiology schemes were awarded 3 HSJ awards and one PBC Vision award in 2010
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Figure 17: Cumulative Activity for First Cardiology Outpatients Attendances at SLHT
The graph shows that in on a cumulative basis that 1813 attendances have been recorded in 2010 against 2837 attendances in 2009 overall from the BCT population. The anticipated reduction annually is therefore in excess of QIPP targets. 
To ensure that we track and secure shifts we have signed service specifications with providers for provision of midwifery - post natal and ante natal services for North Bexley. 
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Figure 18: Cumulative Count of Finished Delivery Episodes at Dartford
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Figure 19: Bexley Care Trust View: Maternity care Shift to D&G- Cumulative spells

Additionally Bexley track and map the movement of services between providers in the case of the QMS closure of A&E and Non elective admissions over time. These graphs clearly indicate that non elective activity is shifting at levels planned and set on the contract with SLHT.
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Figure 20: Dartford & Gravesham A&E Activity

Figure 21: Dartford & Gravesham Non Elective Admissions
Greenwich example of PMO implementation
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Procurement -timeline
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New service start date - Plan 

implemented

Service Specifications

Clinical Protocol/Sign-Off

`

Completed Project

Monitoring & impact assessment £ & 

quality
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Apr-10

May-10

Jun-10

Jul-10

Aug-10

Sep-10 Oct-10

Nov-10

Dec-10 Jan-11 Feb-11

Mar-11 Apr-11

May-11

Jun-11

Jul-11

Aug-11

Sep-11 Oct-11

Nov-11

Dec-11 Jan-12 Feb-12

Mar-12

RR01 Diabetes Primary care serv ices DS

ECD 21/02/11

RR01 Diabetes Community services DS

 ECD:21/02/11

RR02

COPD & respiratrory disease, step 

change in managing patients in 

community

JB

 ECD: 14/02/11

RR03

Community Cardiac Clinics for 

Arrythmias

JB

  ECD: 14/02/11

RR04

Cardiac Services, increasing 

communtiy based HF Service 

JB

 ECD:21/3/11

RR05

Cardiac Services - Rapid Access 

Chest pain clinics

JB

ECD 1/7/11

RR 06 Cardiac Rehabilitation Services JB

ECD: 1/8/11

RR07

Decommissioning Out Patients 

through Referral management 

service and clinical triage in RMS  

JB

ECD 21/12/2010

RR08

Decommissioning procedures of 

limited clinical effectiveness – SEL - 

POLCE

JB

 ECD: 30/11/10

RR 09

Outpatient Shift to Community 

Settings - Dermatology

JB

 ECD: 01/4/12

RR10

Outpatient Shift to Community 

Settings -Gynaecology

JB

 ECD: 01/4/12

RR11

Outpatient Shift to Community 

Settings - ENT

JB

 ECD: 01/4/12

RR12

Outpatient Shift to Community 

Settings - General surgery/monor 

surgery

JB

 ECD: 01/4/12

RR13

Outpatient Shift to Community 

Settings - Urology

JB

 ECD: 01/4/12

RR 14

Stroke ESD & Community rehab 

services

JB

ECD: 31/12/10

RR 15

Phelebotomy services in primary 

care

AG

ECD:21/02/11

RR16 MSK - Roll out to whole Borough AG

ECD: Sept 10

RR16 MSK - Re tender service AG

ECD:July 11

RR 17 Anticoagulation service shift JB

ECD 21/02/11

RR 18 

Oral surgery shift to community 

setting

AG

RR19 

Prison Health Procurement and 

Tender Plan 1- HMP YOI, 2 APMS 

contract, 3 HMP Belmarsh new 

provider, 4 - Belmarsh W

LG

ECDs 1 - Sep 10                

2 -Aug 10                           

3 - Feb 11                           

4 -March 12

1 & 2 2 1

3

4

RR20

Cancer services – Network service 

changes

see network plan

UC 01

Enhancing intermediate care 

services through expansion of bed 

base – Richard Neve House (phase 

AG

ECD - 1/9/2010

UC 02

Enhancing intermediate care 

services through further integration 

of health and social care services 

(phase 2)

AG

ECD:1/1/11

UC 03 Expanding Community falls services JB

 ECD: 14/02/11

UC 04

Reducing emergency admissions 

and readmissions- medical nursing 

management of LTCs, UTIs, frail 

elderly, TV/cellulitis, abdominal 

disorders & MH

JB

 ECD: 01/4/11/11

UC 05

Urgent care - ECC & GP led health 

centre at QEW site. ITT Nov 10, 

Provider seclection Jan11, 

Implement UCC April 11, New 

practice April 12

DS

ECD:

QIPP Category - End of Life Care

25

Improving end of life care to support 

increased number of patients to die 

at home

JB

ECD 22/03/2011

MH 01

IAPT implemented, Increasing % 

trainee therapists in service 

provision

LG

MH 02 EIP and crisis LG

ECD:

MH 03

Development of MH crisis beds in 

community to avoid demand for 

acute beds

LG

MH 04 Dementia LG

 ECD: 01/01/2011

MH 05 1% efficiencies MH contract LG

ECD 1/4/2011

MA 01

Improving acess to maternity 

services, reducing complex care 

IG



ECD: 01/03/2010

SH 01

Tackling obesity, diet and physical 

activity

BI

ECD Ongoing to March 

2011

SH 02 A step change in tackling smoking BI

ECD Ongoing to March 

2011

SH 03 Improving sexual health BI

ECD Ongoing to March 

2011

P 01

Prevention of vaccine preventable 

emergency admissions – flu and 

pneumonia -outreach servcices

AG

P 02

Prevention of emergency 

admissions – management of iron 

deficiency anaemia - clinical 

interventions agreed and training in 

place

AG

P 03

Systematic approach to primary & 

secondary prevention in primary 

care

JD

P04

Cancer Screening     Breast HEA 

Feb11, GP electronic list validation 

Mar 11, Roll out age xt breast screen 

Mar 11, Breast screen impl plan 

June 11, NAEDI project July 11

NA

CH 01

Improving child and adolescent 

mental health services

SJ

ECD:31/03/2012

CH 02

Disabled Children and those with 

complex health care needs.

SJ  ECD:31/3/2012

CH 03

Disabled Children and those with 

complex health care needs- 

Equipment Provision

SJ

ECD: 31/3/2011

LD 01

Learning Disabilities Personalisation 

procurement and tender project

LG

PC 01 Primary Care Efficiencies DS

PC 0  Community Contract efficiencies DS

MU 01

Prescribing Efficiencies & Medicines 

management efficiencies

DS

SS01 Management Efficiencies

RT 01 KPI challenges 1st to follow up ratios

RT 02

KPI challenges -emergency 

readmissions

RT 03 KPI challenges - short stay admissions

RT 04 KPI challenges - consultant to consultant

RT 05

Treatment Prioritisation - Clinical review 

of potential speciality areas for reduction, 

public consultation, policy 

implementation from 2012/13

ES 01

Estates rationalisation. Review of 

potential, enact plan for  implementation 

in 2012/13

QIPP Category - Urgent Care



KEY DATES

QIPP Category Learning Disability

 Improvement 

Opportunity and Project 

Owner

High level Milestone date inclusive of proejct planning, business cases, specifications, procurment, decommissioing etc. Key milestones highlighted as per key.

Programme Lead

QIPP Category Primary Care

QIPP Category Childrens Services



Menu Of improvement Opportunities. NHS Greenwich - Implementation Plan 

2010/11 - 2011/12

Right Care, Right Place

QIPP Category Prevention

QIPP Category Staying Healthy

QIPP Category Maternity

QIPP Category Mental Health

Improvement 

Opportunity label

QIPP Category Medicines Use, clinical procurment, prescribing

QIPP Category Supporting staff Productivity

QIPP Category Right Care - Thresholds & Decommissioning

QIPP Category Estates


Southwark

Southwark Health Commissioning (the GP Pathfinder) will make regular reports on finance and performance and QIPP delivery to the PCT Board and the Finance and Performance Committee.  This will include monitoring of financial, quality and performance aspects of care in the QIPP Plan and the Operating Plan. 
Southwark Health Commissioning will develop a delivery plan for the achievement of specified outcomes in each area of delegated responsibility.  This plan will be developed at a borough, locality and practice level and will outline the key actions to be undertaken, lead responsibility within the Pathfinder for implementation and milestones / timescales for delivery.  This plan will be assessed by the Clinical Commissioning Board (CCB) and will make a recommendation to the PCT Board for approval.  

The CCB will establish a programme management approach to the implementation of the plan with a delivery structure developed for each of the three delegated areas.  The workstreams for the programme will be led by a GP Commissioning lead and a designated member of the BSU Senior Management team who will be responsible for the delivery of area milestones and objectives.  Each workstream will be supported by a multi-disciplinary team comprising GP Commissioning leads and members of the relevant Sector and Borough based commissioning units.

Performance against the plan will be monitored by the Finance and Performance Committee, a committee of the Board through assessment of regular reports produced by the CCB.


[image: image33]
GP Commissioners have and will continue to take a lead role in the development of the Strategic Commissioning planning for Southwark.  GP Commissioners were directly involved in the development of the current Strategic Plan and completed a formal review of those plans in Summer 2010, confirming their support for commissioning intentions.

The CCB has played a lead role in the current development of QIPP plans and will continue to lead this process as a formal committee of the Board.  

Over the last four months GP Commissioning leads have been directly involved in reviewing the ‘Case for Change’ developed by the PCT and the Sector, the identification of QIPP opportunities and the assessment / prioritisation of those potential areas for inclusion in the local QIPP plan.

In August 2010 three half day workshops were held with GP Leads and members of the PCT Senior Management Team to review current QIPP / System wide sustainability plans in relation to Polysystem development and service transformation / decommissioning in planned, unplanned and community services.  These sessions confirmed the alignment of those plans with the views of GPs locally.  Since that time GPs have engaged with commissioners on the full range of potential QIPP initiatives across all areas of commissioning spend.

In response to this ‘Case for Change’ and in light of a proposed ‘Long List’ of QIPP initiatives that had been developed further GP Lead sessions have been held in November 2010 to prioritise QIPP initiatives and to develop a ‘menu’ of initiatives that will be taken forward as Southwark’s element of the Sector QIPP Plan.  

In order to facilitate this process GP leads have reviewed the rationale for each of the QIPP proposals that were considered against a series of considerations:

· Likely impact on service quality (including the Patient Experience)

· Clinical evidence base

· Likelihood of success

· Financial impact on providers / other stakeholders

· Impact on health inequalities

· Engagement required

In addition the GP Leads have reviewed and challenged proposed implementation plans and have made a risk assessment against each scheme.

QIPP Plan development and implementation is a standing item on the CCB agenda and from December 2010 this committee of the Board will be responsible for approving the QIPP plan as it relates to Southwark commissioning budgets.

The GP Pathfinder will operate as a Committee of the PCT Board, the Clinical Commissioning Board.  GP Commissioning Leads have been formally appointed by General Practice in Southwark through a Selection / Election process.  The CCB is chaired by a lead GP Commissioner elected by the GP members of the CCB.  

The terms of reference will reflect the delegated authority from the PCT Board that remains accountable during the transition period.  The CCB replaces all existing PCT committees with responsibility for strategic and operational aspects of commissioning (the Strategic Commissioning Committee and the Executive Commissioning Committee).  The CCB will work alongside the remaining committees of the PCT Board for Audit, Integrated Governance and Finance and Performance.    

Decisions of the CCB will be binding for members of the Consortium, currently through the application of the Governance Agreement.

In addition to the formal interaction between the CCB and its constituent practices, described by the CCB Terms of Reference and outlined above, practices have also developed and agreed a governance agreement that describes the relationship between General Practices, the CCB and the PCT as they relate to GP Commissioning.  The governance agreement was developed as part of Southwark’s approach to Practice Based Commissioning and will be amended to reflect new arrangements for the Consortium following its December 2010 launch.

The governance agreement outlines the rights and responsibilities of practices engaged in GP Commissioning and has been signed by all practices.  The agreement also outlines the outcomes based incentive scheme for GP Commissioning that rewards practices for their involvement and work.  The nature of the agreement allows practices to engage in commissioning activities at a variety of levels from ‘Participation’ (e.g. in audits and adherence to agreed pathways) through to ‘Leadership’ (e.g. of borough wide service redesign).  This arrangement is designed to secure the widest possible engagement of general practice across the borough.

The CCB will agree performance and outcomes Metrics with the BSU and Sector teams and will receive monthly reporting against the delegated areas of responsibility.

The CCB will monitor the performance of localities and individual practices against the plans agreed for these spend areas.  Monitoring will undertaken on a monthly basis supported by the BSU and Sector teams.  Early identification of variance against plans will be critical.  GP leads will seek to identify and understand the reasons for variance and will work with the BSU to provide direct support to practices or a locality to address them – we will give emphasis to learning and education to achieve improvements.  Where variance is unwarranted or agreed actions are not taken to address underperformance this will result in withholding of commissioning support funding as a last resort.

GP Commissioners will also work with Sector acute contracting teams to monitor and address areas of over performance and will seek direct involvement in the development of plans to address areas of concern or decide upon the application of agreed contractual levers.  The Consortium wishes to take a proactive role in the performance management of all providers in the areas of quality and the patient experience, cost effectiveness and productivity.

Local arrangements for GP Commissioning have sought to define what success looks like in terms of engagement and working with practices and we have established mechanisms by which to test this and ensure that we understand and address issues as they arise on an ongoing basis. This occurs through two processes:

· A monthly electronic survey - of all practices asking practices for feedback on the degree of their involvement and impact 

· A six monthly audit of practice contribution - to commissioning and adherence to the governance agreement.  This process determines the level of incentive ‘reward’ to be paid to practices

In addition GP leads for each locality are provided with details of the performance of their constituent practices in terms of pathway adherence or the undertaking of agreed areas of work in order that they can address issues with practices as and when they arise.

Finally, GP Commissioning in Southwark is and will continue to be based upon collective responsibility – the success of practices in changing behaviour and outcomes is monitored and rewarded on the basis of collective performance which has been successful in encouraging the collaboration of practices and working on a population basis.

The CCB will oversee the prioritisation and agreement of QIPP activities and will play a lead role in ensuring their implementation both as a collective decision making group and as individual leads for specific areas of the QIPP delivery plan.  

In order to address the QIPP challenge locally GP leads will take direct responsibility for the co-ordination of activities across their localities and for the borough as a whole.  This will involve the direct interaction with practices and key stakeholders to ensure:

· A clear understanding of the actions being undertaken, the reasons for those actions and the required contribution of stakeholders collectively and as individual clinical teams

· Encouraging the change in clinical behaviour to support these actions

· Engagement with patients and the public upon this plan

Each Clinical Lead is responsible for a portfolio of commissioning activity and the required QIPP implementation within it.  They will undertake these roles with the support of the Borough and Sector based commissioning teams and will monitor the implementation of each aspect of the plan, identifying any unplanned variance and agreeing remedial action as required.

SEL health economy is taking a joint approach to addressing this challenging agenda. This approach requires and has secured the support of all NHS partners (SEL, PCTs, Foundation Trusts and Ambulance Trust). Local authorities and representatives from local GP Commissioning Consortia are also included. Governance and delivery arrangements are being further developed and our approach to our principal arrangements are described below.

16. SEL Governance arrangements

The overarching governance arrangements for South East London Sector from April 2011 are currently being developed.  Below we set out how we will setup the delivery programme until March 2011 and in general terms how we proposed governance to be structured from April 2011.

Short term governance arrangements – Preparing for successful delivery (January 2011 – March 2011)

In the short term (setup phase), the Collaborative Commissioning Group (CCG) will be responsible for ensuring that the planning for delivery from 1st April 2011 is robust and on track.  

They will report progress to the Sector JCPCT (that will be in place until 31/3/11).  It should be noted that NHS Bexley have not signed the Establishment Agreement for the JCPCT so will need to consider how to engage their board formally.

Proposed Governance arrangements from April 2011 – Delivery phase

A new governance model is proposed from April 2011 based on a Joint Board for the 5 PCTs and Bexley Care Trust (reinforced in the PCT cluster model in the Operating Plan 2011/12).  A borough based sub-committee will be established with significant delegation of responsibilities to include delivery of borough based QIPP initiatives.  This sub-committee will build on existing Clinical Commissioning structures and become the place where local commissioning issues are considered with GP colleagues and key stakeholders.  The sub-committee could shadow the Health and Well Being Board.

Once the detail of the borough sub-committee and other governance arrangements at local level have been agreed, an agreed reporting and performance management framework will be put in place at borough and sector level.  This will hold boroughs to account for delivery of their plans, and, through the Joint Board for collective action, to the Sector Chief Executive.

Strategic Clinical Commissioning arrangements (for example the Bexley, Bromley and Greenwich Clinical Cabinet) will need to be incorporated into these plans. Each Borough should have a programme board for delivery of QIPP that will include as a minimum a SRO, Clinical lead and Programme Director. A full delivery programme should be completed by January 2011.

Roles of the committees

SEL Collaborative Commissioning Group

A subcommittee of the JCPCT consisting of the SEL Chief Executive and Executive Team and the Chief Executives of the PCT’s with the specific remit of leading the development of strategies aligned to the SEL Vision and delivery of QIPP, ensuring delivery of those strategies and identifying and resolving areas of concern, particularly those related to performance. SEL CCG has overall responsibility for managing delivery of the SEL wide QIPP Plan and supporting resolution of particular problems and issues as they are identified.

SEL QIPP Programme Board

With overall responsibility for the development of robust QIPP Plans, the identification of key risks associated with the Plans, the development of a SEL wide system of programme/project management and responsibility for performance managing delivery of the PCT / BSU QIPP Plans. Membership consists of the SEL Directors operations, Finance and lead for QIPP Implementation, the PCT QIPP Leads and other supporting team members as appropriate. The SELQIPP Programme Board will have overall responsibility for supporting and advising on communications and systems of engagement at SEL and PCT /BSU level.

PCT/BSU QIPP Programme Boards

Local borough based arrangements consisting of senior leaders from the PCTs, GP Commissioners, Trusts and local authority representatives where appropriate.

Programme Management Arrangements

Programme Management Office (PMO) 
SEL will establish a QIPP Programme Management Office with the responsibility of working across the healthcare system and with other partners to ensure the development of robust QIPP Plans, supporting the delivery of those plans through SEL wide workstreams where appropriate, developing links to and contributing to the work of the national workstreams, and overall performance management of the QIPP programme including reporting to the SEL QIPP Programme Board and the Department of Health. This single, system wide PMO will be responsible for leading and sharing of implementation plans for each of the Opportunities, maintaining flexibility for these Opportunities to be implemented at a local borough level where appropriate.
Reporting Systems and Arrangements:

Supporting the ‘governance’ arrangements described below, project management and reporting arrangements are being established as follows:

Initial diagnostic 
Generation of initial ideas to be incorporated into QIPP Plans

Project scoping 
Development of Project Briefs summarised in outline business case form to identify the overall scope, relevance and deliverability of the project

PID 
Developed as a fully specified project business case with quantifiable benefits information, key milestones, financials and timescales signed off by the relevant Project Sponsor/Lead

Detailed Project Plan – to plan activity, allocate resources, assign responsibilities and monitor the achievement of key milestones needed to achieve project objectives and to deliver expected benefits

PCT workbook

Tracking KPIs, milestones, finance – to identify and manage risks which may hinder delivery of the projects and escalate to senior management where appropriate

Integrated Performance and QIPP Dashboard 
Summarise for the Programme Boards the progress of all projects being monitored

Capacity and Capability

SELS will appoint a QIPP lead for the health economy. The Director of QIPP Implementation is a member of the SEL Senior Management Team. PCTs / BSUs will also appointed Director level QIPP and dedicated QIPP Programme Managers. Directors of Finance are key players in supporting delivery of the QIPP Programme.

Programme Leadership

Each of the Opportunities will have a named Chief Executive or Director lead and identified supporting teams.

17. Engagement in QIPP

To ensure successful implementation of the 2010/11 QIPP plan and support the case for change an overarching Communications and Engagement plan will be required at a sector level to support delivery of the sector QIPP plan.  This will ensure a consistent approach is taken to communications and engagement activity across the sector. This plan will need to identify what communication and engagement will be required at a local borough and GP Commissioning Consortia level to support delivery of local initiatives whilst accommodating local partnerships, managing clinical relationships and responding to the different demographics and health needs of local populations. 
In SEL we have taken the approach of bottom up engagement and built on the existing work of the PCTs engagement with local populations, service users and GPs for drafting the long list of opportunities. During November and December we will challenge the long list and reduce to a short list with our clinical commissioners.

The engagement work to support implementation of the 2010/11 QIPP includes: 

· Clinical engagement through existing networks and the clinical commissioners forums 

· Deliberative event with local people, voluntary and community sector, local authority and LINks.  Decision needs to be made whether this should be co-ordinated at a sector level or locally

· Opportunities to engage with local groups through established out-reach events. 

· Briefing LINks and other key partners through established stakeholder meetings 

Greenwich

NHS Greenwich has drafted its long list building on the extensive consultation carried out on APOH, Health Care for London, the NHS Constitution, improving access to primary medical services, Eltham Community Hospital, and GP and patient surveys. Both the JSNA and the QIPP have been widely consulted upon including a joint JSNA/CSP deliberative event, voluntary sector consultation meeting, London Borough Greenwich consultation through the Joint Health & Wellbeing Board and Health & Wellbeing Partnership and LINKS.

Bromley

NHS Bromley has engaged with key stakeholders across a number of levels. The QIPP plan has been reviewed with GP commissioning leaders, particularly in respect of the urgent care and planned care schemes. The PCT has planned care and out of hospital care programme boards which include representatives from GP commissioners, the local authority and patient groups. In addition, there are steering groups for specific schemes including key stakeholders, and there have been workshop events including a wider range of stakeholders. The PCT is part of a shadow Health and Well Being Board which reviews health initiatives across the health economy. Formal consultations will take place as appropriate on individual schemes, for example intermediate care, and these will be undertaken jointly with the local authority.
Lambeth
This refresh of the strategic plan involves few changes, with the majority of savings coming from rapid implementation of changes proposed in 2009. For this reason, the engagement and consultation activities undertaken last year are considered to have covered many of this year’s proposed changes.

Ongoing patient and public engagement informs our commissioning and care pathway redesign improvement in key priority areas. Examples include mental health, long term conditions (stroke, diabetes), children’s and young people’s services, sexual health services, teenage pregnancy, and the development of community primary care services. In addition, engagement has taken place with gynaecology, MSK, dermatology, headache and gastroenterology service users through the care pathway redesign team, seeking engagement on proposed QIPP changes related to long term conditions, right care, planned care, decommissioning, and shift through focus groups, service user surveys, and 1 to 1 interviews.

NHS Lambeth worked with the Lambeth LINk, GPs, and Lambeth Council in an engagement event with the public in July 2010 entitled Right Care, Right Place. Round table discussions  were facilitated by NHS Lambeth and Lambeth LINk representatives and NHS Lambeth collated feedback into a report that has been shared with the LINk. Feedback from this event has informed QIPP planning.

High level information on the proposed QIPP changes was presented to NHS Lambeth’s clinical board. Further discussions are taking place with locality leads on shift and decommissioning. NHS Lambeth also has well established programme boards that bring providers and commissioners together to discuss new models in the transition to community. We have also formally involved GP commissioners in our investment areas of Norwood/Ackerman. 

Future work is planned to engage higher users of A&E services (including parents, mental health service users and identified BME groups) in focus groups to review proposed changes to urgent care services. 

Lewisham

NHS Lewisham has held a number of deliberative events with local people and partners to help decide the vision and priorities that NHS Lewisham should focus on over the next five years.  In addition to the public, other contributors included Lewisham LINk, local clinicians and partner organisations. The presentations took the form of a ‘pitch’ for each organizational priority and what benefit delivery would bring to the health and well being of people living in the borough.  Participants were asked to prioritise their preferences which were then further tested through discussion before a final view was given.  A similar process was undertaken with the PCT’s Board, SMT and Professional Executive Committee, before the final list of priorities were agreed.   The outcomes of this work were used together with other insights gathered throughout the year, including other clinical and stakeholder engagement  to inform the development of the QIPP Plan.   

Suggestions on how the Trust could continue to ensure the delivery of services for a growing population with no increase in funding were tested with local people at Lewisham People’s Day, a large community event held annually in the borough.   The outcomes showed the need to ensure people were using the right services appropriately and that some treatment should stop if deemed to be ineffective.  

Specific clinical and patient engagement has been done to support initiatives identified within the QIPP - examples include the clinical and patient engagement to help redesign the stroke pathway, insight work to identify the most effective way of encouraging people to come forward for the NHS Health Checks and targeted engagement with traditionally under represented groups through the development of the IAPT service. 
Lay representatives are also part of six specialty clinical pathway redesign groups which are focusing on redesign and disinvestment using the principles of QIPP.  These representatives were appointed from either local patient groups or as individuals interested in one particular area of care.   To ensure they are  able to contribute a detailed briefing event was held and there is regular contact outside the redesign group meetings. 

Lewisham also holds an annual Mental Health Stakeholder Event each October, which aims to give people with an interest in mental health an opportunity to become more informed about mental health services, contribute their views and become more aware of their own mental well being.  It is attended on average by around 250 people each year. 

The event is co-ordinated by the Lewisham Mental Health Partnership Board and is part of a wider programme to involve stakeholders in the planning and delivery of mental health services.   Outcomes from the event are used together with other engagement opportunities to feed back into service planning and delivery. 

Clinical staff and other partners are also being closely involved in planning and managing disinvestments in mental health services through a range of seminar events and meetings. The first seminar held on 30 September was attended by 40 people including joint commissioners, GPs, clinicians from SLAM and local authority staff.   A similar session held at the Mental Health Stakeholder Event also included service users and voluntary staff
Bexley

The Bexley approach to QIPP is based on its integration with the operation of mature clinical commissioning, building on the foundations of the Care Trust and GP Federations’ success in improving quality and productivity through clinically led care redesign.   

Our philosophy is simply that clinically owned changes to resource utilisation are the most effective route to securing improved productivity and that a concerted focus on clinical quality is the best way to ensure that ownership. 

Bexley built our QIPP programme on these foundations:

· Vibrant  leadership established in the GP community and integrated into the organisational structures of the Care Trust for some years 

· Well developed access to resource utilisation information at practice level, through adoption in every practice of the MEDE desk top information system

· Impressive performance in our first objective as Practice based Practitioners – to accept accountability for managing elective demand - resulting in Bexley’s consistent best in class performance.  With over 90% of referrals passing through our Patient Management Centre, Bexley ranks first nationally in the NHS Institute’s Better care/Better Value Series ‘Relative Level of Outpatient Attendances’ ( Quarter 4 2009/10 ); performance in prescribing productivity is also impressive, especially in respect of statins 

· Successful redesign of numerous clinical pathways, led by the outcomes of care improvement whilst also achieving improved productivity, for example our work on cardiology recently won the Best Service Redesign – Cardiovascular Disease/Diabetes’ Vision Award    

· Clear responsibility for health resources at practice and consortium  level, demonstrated by budgetary performance ,for example achievement in one Consortium in 2009/10 of a 3% reduction in non elective expenditure

· Clear linkages between quality and reward through the QoF+ approach – the enablers such as ‘Bexley Kitemark’ and the ‘Fair Price’ agreement, which secure ownership and incentivise concordance, and  the Patient Management Centre    

South London Cardiac and Stroke Network

The South London Cardiac and Stroke Network operate a number of work streams to develop and improve pathways across boroughs and, in some cases, across the sector. These are all chaired by clinicians. For example, standardised flowcharts for Transient Ischaemic Attack (TIA) were created for GPs in South West London to support the management of TIA in primary care, including support for receptionists to provide appropriate information and action for patients. 

The Network also engages clinicians through education and training events:

· Hyper Acute Stroke Unit nursing education event – 100 HASU nurses attended this session on best practice in stroke care and the launch of the London HASU nursing competencies, which supports standardised stroke care across the capital

· A multi-specialty approach to syncope management – 17th September – 73 attendees across a broad range of clinical specialty (cardiology, neurology, paediatrics, primary care). 94% of respondents rated the day-long event as extremely useful or useful.

· Stroke prevention in primary care - A training series for GPs on stroke awareness across all 5 PCTs in South West London (Sep-Nov 2010)

· Stroke prevention in primary care and TIA pathways - A training series for GPs on stroke awareness across all 6 PCTs in South East London (June-Oct 2010)

· Educational emails – updates on the London stroke model, FAST and other elements of stroke care are distributed on a monthly basis via the South London PCTs communications teams 

Approach with GP commissioning consortia

GP leadership and engagement will be key to implementing the SEL QIPP. GP involvement is already embedded in the PCT planning and implementation processes through representation on the Board and senior management teams, the multi‐disciplinary professional Executive Committee (PEC) now being replaced by Clinical Commissioning Cabinets/Committees, clinical representation on health and social care partnership boards for Adult and Children’s services and safeguarding, south east London clinical networks including cancer, cardiac and stroke and HIV, joint modernisation initiatives (joint Lambeth and Southwark PCT, King’s and Guys’ and St Thomas’) that have led work on stroke, kidney, sexual health and end of life care 

The local improvement opportunities have been initially discussed with clinical commissioning representatives at the various Clinical Commissioning Forums/Executive Committees through September and October 2010. All comments and feedback received were incorporated into the November submission. During November and December there will be a programme of clinical and public engagement in the long and short list of improvement opportunities across SEL. This engagement work will build on the PCT engagement work.
We have active clinical engagement and involvement in its commissioning at both strategic, service and contractual level. This engagement provides invaluable insights from a clinical perspective but also provides the clinical engagement and leadership that is essential in facilitating successful innovation, care pathway and service redesign. It is part of supporting the development of GP led commissioning in SEL.

Bexley 

The Bexley process for Identifying and selecting Quality and Productivity Opportunities. In order to identify productivity opportunities we have:
· Examined opportunities in the NHS Institute for Innovation and Improvement’s Better Care/Better Value Indicators and Opportunity Locator for shift into the community 

· Examined the NHSPCC’s Quality and Productivity Calculator 
· Reviewed the quality and financial implications of our demand management programme, including modelling the implications within and without the block contract with our main acute provider instituted by the 

· examined and refined a long list of potential opportunities at a workshop led by clinicians;  and initiated discussions with neighbouring GP communities in order to examine larger scale productivity opportunities 

Our established Clinical Cabinet had authority to endorse the QIPP programme – the Care Trust Board having, in September 2010, delegated its authority to the Cabinet as part of its advanced implementation of clinical commissioning. The Cabinet therefore has full GP engagement and decision making authority. It has used these to ensure that any productivity and quality improvements are acceptable to the clinical community, align with established strategy and have the optimal level of implementation support. Our leadership has determined the essential components of an effective approach, including: 

· the identification of primary and secondary care clinical leadership for each initiative 

· practice level responsibility including transparency in practice level variation

· availability of effective metrics

The Cabinet has an established multi-disciplinary group to direct its demand management programme, with four GP representatives. This group held a facilitated workshop on QIPP with external consultancy support and guided the identification of a short list of opportunities to be subject to further analytical and commissioning feasibility work before review and submission to the Cabinet itself. This group continues to direct the programme. We have nominated a lead Executive Director and identified an experienced external consultant to support the programme and ensure that clinical redesign programmes including demand management are fully integrated.  At a meeting on November 11th 2010 this work culminated in the adoption of the QIPP Programme by the Clinical Cabinet.

The following programme is now in place and is subject to further initiatives on a sector or SHA level which have yet to be determined. It represents a balanced portfolio:

· improving the quality of care through improved long term conditions care and concordance with evidence based practice; 

· innovating through service redesign, with new care pathways and service relocation into community settings

· driving productivity through effective contracting and contract performance management and by reducing corporate costs

· and strengthening prevention in our long term conditions management

Alongside the clinical pathway redevelopments, Bexley has also created an effective referral management centre. This acts as a gateway to drive activity through the community services and to give local GPs a mechanism to assist with managing secondary care activity, in which Bexley performs as ‘Best in Class’ in the NHSI ‘Better care, Better value’ indicators. 

Greenwich 
Greenwich has developed its QIPP plan with full engagement of Practice Based Commissioning leads and PEC clinicians. Greenwich GPs are leading the approach and will hand over to the shadow GP Consortia Board in January 2011. 

The Practice Based Commissioning leads each represent one of five geographical areas and are the conduit through wider GP engagement is achieved. 

NHS Greenwich have benchmarked Greenwich performance using NHS Better Care, Better Value Indicators (NHS Productivity indicators) for emergency activity,  outpatients and surgical thresholds. The CSL work on Procedures of Limited Clinical Effectiveness has, along with JSNA priorities has informed our clinical case for change and is endorsed by thePEC and PBC leads.

The Programme plan for 2010/2011 has included GPs and other clinicians from primary and secondary care in clinical round tables developing the plans for service redesign and activity shift in the priority specialties. PBC leads are active in leading clinical work streams locally. The PBC and PEC leads attend monthly LINks meetings alongside PCT managers and the Chair of Links is a member on the PEC and PCT Board.  LINks has membership on the Programme Boards.

Lewisham

Lewisham clinical commissioners have been involved in the development of the Lewisham QIPP plan through the established Federation structure and the newly formed Clinical Commissioning Executive Committee which brings together the functions of the local PEC and PCT Clinical Commissioning Steering group with representation from all four cluster groups in Lewisham. Discussions have included the refinement of the initial local QIPP long list and assessment of the likely financial savings for initiatives.

To support the implementation of initiatives, NHS Lewisham has convened six specialty specific clinical pathway redesign groups which are focusing on redesign and disinvestment using the principles of QIPP. Each group is led by a locally nominated clinical commissioning GP and also includes lay representation to ensure public views are incorporated into planning discussions and decisions from the outset.

Clinical commissioners are also represented on the Lewisham Networked service board (formally polysystems board) which oversees the development and implementation of Networked Services in Lewisham.

Lewisham clinical commissioners are intending to submit an application for the London’s GP consortia development programme (pathfinder programme) in early 2011 and are aware of the requirement within this to participate in the 2011/12 QIPP planning round and also to demonstrate local ownership of meeting the QIPP challenge.
Southwark

GP Commissioners have and will continue to take a lead role in the development of the Strategic Commissioning planning for Southwark.  GP Commissioners were directly involved in the development of the current Strategic Plan and completed a formal review of those plans in the Summer confirming their support for commissioning intentions.

The Clinical Commissioning Board (CCB) has played a lead role in the current development of QIPP plans and will continue to lead this process as a formal committee of the Board.  From December 2010 the CCB will become the lead decision making group for all relevant aspects of commissioning and the process of developing and prioritising these plans has been undertaken in that forum.

Over the last four months GP Commissioning leads have been directly involved in reviewing the ‘Case for Change’ developed by the PCT and the Sector, the identification of QIPP opportunities and the assessment / prioritisation of those potential areas for inclusion in the local QIPP plan.

In considering the ‘Case for Change’ GP leads have worked with the commissioning, finance and public health teams at the PCT and the Sector to develop a clear understanding of the financial and quality challenges for the planning period.  Facilitated sessions have identified and scoped the impact of a ‘do nothing scenario’ which has provided opportunity for GP leads to develop an ownership of that challenge, operate and take decisions on commissioning and decommissioning in that context, and disseminate the scale of these challenges to their groups. 

In August 2010 three half day workshops were held with GP Leads and members of the PCT Senior Management Team to review current QIPP / System wide sustainability plans in relation to Polysystem development and service transformation / decommissioning in planned, unplanned and community services.  These sessions confirmed the alignment of those plans with the views of GPs locally.  Since that time GPs have engaged with commissioners on the full range of potential QIPP initiatives across all areas of commissioning spend.

In response to this ‘Case for Change’ and in light of a proposed ‘Long List’ of QIPP initiatives that had been developed further GP Lead sessions have been held in November 2010 to prioritise QIPP initiatives and to develop a ‘menu’ of initiatives that will be taken forward as Southwark’s element of the Sector QIPP Plan.  

In order to facilitate this process GP leads have reviewed the rationale for each of the QIPP proposals that were considered against a series of considerations:

· Likely impact on service quality (including the Patient Experience)

· Clinical evidence base

· Likelihood of success

· Financial impact on providers / other stakeholders

· Impact on health inequalities

· Engagement required

In addition the GP Leads have reviewed and challenged proposed implementation plans and have made a risk assessment against each scheme.

QIPP Plan development and implementation is a standing item on the CCB agenda and after December 2010 this committee of the Board will be responsible for approving the QIPP plan as it relates to Southwark commissioning budgets.

The consortium of local GPs holds a good level of understanding around the scale of the financial and performance challenges for commissioning over the coming planning period.  These challenges are owned by the consortium members across the borough and GP Commissioners recognise the breadth and depth of the commissioning and redesign response required to address them.

The CCB will oversee the prioritisation and agreement of QIPP activities and will play a lead role in ensuring their implementation both as a collective decision making group and as individual leads for specific areas of the QIPP delivery plan.  

In order to address the QIPP challenge locally GP leads will take direct responsibility for the co-ordination of activities across their localities and for the borough as a whole.  This will involve the direct interaction with practices and key stakeholders to ensure:

· A clear understanding of the actions being undertaken, the reasons for those actions and the required contribution of stakeholders collectively and as individual clinical teams

· Encouraging the change in clinical behaviour to support these actions

· Engagement with patients and the public upon this plan

Each Clinical Lead will be responsible for a portfolio of commissioning activity and the required QIPP implementation within it.  They will undertake these roles with the support of the Borough and Sector based commissioning teams and will monitor the implementation of each aspect of the plan, identifying any unplanned variance and agreeing remedial action as required.

The CCB and the consortium members are already engaged in the implementation of plans.  GP leads have already undertaken work in the following areas:

· Urgent Care – Admissions avoidance and the development of Primary Care led Front Doors to A&E

· Long Term Conditions – lead roles for CHD, COPD and Diabetes

· Outpatient redesign – In MSK, Dermatology, ENT, Neurology and Gynaecology

· System change – Development of proposals for a Referral Management Service (RMS) in partnership with local acute providers 

· Procedures of Limited Clinical Effectiveness (PoLCE)

· Redesign of community mental health teams

· Redesign of community services

In addition the Consortium is leading the design of an Integrated Care Pilot with KHP to look at new ways to align incentives across the local health economy and ensure an enhanced integration of care to address the QIPP agenda.

18. Risks

18.1 Financial risks

	Key risk
	Potential consequence

of risk
	Action to manage risk


	Owner of risk

monitoring and

management

	National tariffs increase at a rate higher than planned for
	Lower level of technical efficiency saving reducing the level of resource available for other investments
	Review programme of planned investments and instigate changes to the programme in areas of lower priority/lower return on investment
	SEL Director of Finance 

SELJCPCT

	Elective and non elective

hospital activity increases at a

rate higher than planned
	Lower level of resource available for other investments
	Review programme of planned

investments and instigate changes to the programme in areas of lower priority/lower return on investment

Review service model to better

manage acute demand
	PCT Director of Finance/PCT Board

SEL Director Acute Contracting

/QIPP Programme Board (CCG)

	Increase in spend on primary

care medicines higher than

planned
	Lower level of resource available for other investments
	Review programme of planned

investments and instigate changes to the programme in areas of lower priority/lower return on investment

Review project plan and implement changes to better manage prescribing
	PCT Director of Finance/PCT

Board

Medicines

Managers

	QIPP programme fails to

deliver the required level of

savings
	Lower level of resource available for other investments
	Ongoing review of the QIPP

programme and implementation of reserve programmes / review other programme areas
	Directors of Commissioning




18.2 Systems risks

	Key risk
	Potential consequence

of risk
	Action to manage risk


	Owner of risk

monitoring and

management

	Delivery risk – resource

releasing initiatives fail to deliver levels of savings required
	Lower level of resource

available for other

investments
	Review programme of planned

investments and instigate changes to the programme in areas of lower priority/lower return on investment Review affected QIPP programmes/initiatives to recover resource savings and/or implement ‘reserve programmes’
	PCO Director of Finance/PCO

Board

QIPP Programme Leads

	Failure of GP consortia to control referrals to acutes
	Lower level of efficiency saving reducing the level of resource available for other investments
	Review programme of planned investments and instigate changes to the programme in areas of lower priority/lower return on investment
	Borough Consortia leads and borough Directors.

	Lack of/slow change in clinical

behaviour
	Continued variation in

quality/referral rates

Adverse impact on acute

hospital activity reducing

release of resources

available for investment
	Agree strategy for primary and

community services

Implement innovative incentive

schemes in primary care

Improve support to PBC
	SELS, PCT Primary Care leads and Service Transformation

Clinical leads/Clinical leads (including provider leads)

	Availability of real time data/ Information  so that GP consortia can monitor plan implementations
	Lower level of efficiency saving reducing the level of resource available for other investments
	
	

	Limited change in

patients/public lifestyles and

behaviours
	Limited uptake in

new/redesigned services

Continued use of acute

hospital services at high

levels
	Seek the views of patients and the public in designing service models Improved marketing of available Services
	SELS, PCT and Provider Communications

and Engagement leads

	Poor relationships/ culture/

behaviour within the healthcare

system and with other partners
	Delays in developing and

implementing new

models of service.

Delays in freeing up resources for alternative investment
	Model of ‘sharing the benefits’

developed to encourage appropriate support and engagement
	SELS, PCT and

provider Chief

Executives and

Clinical leads

	Limited progress in securing

changes through enabling

strategies (workforce, estates,

informatics)
	Delays in developing and

implementing new models of service/freeing up resources for

alternative investment
	Develop robust strategies for each enabling strategy area ensuring they are fully aligned to the overall PCT

Strategy and QIPP Plan including

appropriate timelines
	PCT leads for each enabling

area working with SELS leads

	Limited management capacity

and capability within the health

economy as a consequence of

management cost reductions
	Delays in developing and

implementing new models of service/freeing up resources for

alternative investment
	Greater emphasis on developing and implementing programmes across the SEL health economy, reducing duplication and utilising most appropriate skills available
	SELS, PCT and provider Chief

Executives

	Changes in service models, referral thresholds and excluded procedures lead to inequity of service access/quality (e.g. postcode inequity)
	Increased patient concerns and resistance from clinicians leading to delays in implementing

new service models
	Progress these programmes as SEL wide workstreams thus ensuring consistency of approach. Ensure appropriate involvement of clinicians in

the design of service specifications
	Directors of Commissioning

SEL Director Acute Contracting



	Primary and community based

services are not sufficiently

developed to manage the

impact of ‘care closer to home’
	Patients continue to be

admitted to hospital.

Hospitals have ‘downsized’ expecting reductions in non elective

activity
	Development of community based

services must be planned, designed and implemented ahead of any planned reductions in hospital capacity
	Directors of Commissioning

SEL Director Acute Contracting



	Lack of clinical engagement in

service reconfiguration
	Delays in developing and

implementing new models of service/freeing up resources for

alternative investment
	Engagement of GP Commissioner leads
	Programme lead

	Lack of public support to major

service change
	Delays in implementing new

models of service/freeing up resources for alternative investment
	Seek the views of patients and the public in designing service models Increased communication and Marketing
	Programme lead

Communications and  Engagement leads
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Figure � SEQ Figure \* ARABIC �12�: Chronic Obstructive Pulmonary Disease registers prevalence, April 2009 – March 2010, (QOF)





Figure � SEQ Figure \* ARABIC �13�: Patients with COPD with a record of FeV1 in previous 15 months (COPD10) (COPD10), April 2009 March 2010, (QOF)
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� COPD (Chronic Obstructive Pulmonary Disease), a term which groups together disorders of the lungs where there is difficulty breathing due to principally obstructive problems such as chronic bronchitis and emphysema.


�


� “End of Life Care Needs Assessment for Lambeth & Southwark PCT”, December 2009








PAGE  
ii

[image: image44.emf]Chronic Obstructive Pulmonary 

Disease Register Prevalence, April 

2009 - March 2010, (QOF)

0.0%

0.2%

0.4%

0.6%

0.8%

1.0%

1.2%

1.4%

1.6%

1.8%

Prevalence

[image: image45.emf]70%

72%

74%

76%

78%

80%

82%

LAMBET

H

SOUTHW

ARK

LEWISHA

M

BEXLEY

BROMLE

Y

GREENW

ICH

LONDON

ENGLAN

D

BP5 underlying achievement

The percentage of patients with hypertension in whom the last blood 

pressure (measured in the previous 9 months) is 150/90 or less (BP5)

April 2009 -March 2010 (QOF)

_1355210501.xls
Chart1

		LAMBETH

		SOUTHWARK

		LEWISHAM

		BEXLEY

		BROMLEY

		GREENWICH

		LONDON

		ENGLAND



Mental Health Prevalence

Prevalence %

Mental Health Prevalence (SMI)
April 2009 - March 2010 (QOF)

0.0111656027

0.0102143626

0.0109781764

0.0063217711

0.0073683399

0.0099486146

0.009583053

0.008



COPD Prev PCT

		

								Data source: QMAS database - 2009/10 data as at end of July 2010

								SHA and PCT codes are used for administrative purposes in local and national databases; practice names are as held on QMAS

								For PMS practices participating in the national QOF, achieved points shown are prior to PMS points deductions.

								This work remains the sole and exclusive property of the Health and Social Care Information Centre and may only be reproduced where

								there is explicit reference to the ownership of the Health and Social Care Information Centre.

								This work may be re-used by NHS and government organisations without permission.

								This work is subject to the Re-Use of Public Sector Information Regulations and permission for commercial use must be obtained from the copyright holder.

								Copyright © 2010, The Health and Social Care Information Centre, Prescribing and Primary Care Services. All rights reserved.

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH		52		375,797		5,138		1.4%		3,113		0.8%		32,730		8.7%		12,474		-		3,150		0.8%		1,490		-		5,340		1.4%		3,175		0.8%		4,196		1.1%		17,008		4.5%		1,440		0.4%		706		0.2%		421		0.1%		903		0.2%		24,232		-		15,972		-		5,595		-		2,039		0.5%		25,135		-		855		-		57,641		-		2,455		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK		47		316,613		4,729		1.5%		2,641		0.8%		30,827		9.7%		10,945		-		3,649		1.2%		1,211		-		4,581		1.4%		2,443		0.8%		3,234		1.0%		12,790		4.0%		1,273		0.4%		634		0.2%		314		0.1%		698		0.2%		17,765		-		14,236		-		5,262		-		1,813		0.6%		23,045		-		555		-		51,034		-		2,181		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM		47		301,234		5,658		1.9%		3,197		1.1%		31,799		10.6%		12,607		-		3,149		1.0%		1,361		-		5,277		1.8%		2,889		1.0%		3,307		1.1%		17,047		5.7%		1,507		0.5%		777		0.3%		248		0.1%		868		0.3%		22,747		-		16,545		-		5,001		-		2,014		0.7%		22,180		-		763		-		56,380		-		2,246		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		BEXLEY		30		228,417		6,886		3.0%		3,421		1.5%		30,678		13.4%		10,559		-		3,312		1.4%		1,227		-		7,265		3.2%		3,134		1.4%		1,444		0.6%		11,630		5.1%		1,541		0.7%		668		0.3%		915		0.4%		908		0.4%		11,787		-		15,792		-		7,160		-		2,925		1.3%		22,805		-		516		-		50,689		-		1,301		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY		52		324,225		9,984		3.1%		5,184		1.6%		45,209		13.9%		12,509		-		4,143		1.3%		1,617		-		8,900		2.7%		5,134		1.6%		2,389		0.7%		17,526		5.4%		2,226		0.7%		1,064		0.3%		330		0.1%		1,499		0.5%		28,428		-		20,295		-		10,868		-		4,740		1.5%		23,591		-		741		-		72,545		-		2,346		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		GREENWICH		45		264,861		6,070		2.3%		2,794		1.1%		31,273		11.8%		10,033		-		3,388		1.3%		1,305		-		6,034		2.3%		2,753		1.0%		2,635		1.0%		12,955		4.9%		1,310		0.5%		682		0.3%		445		0.2%		959		0.4%		14,824		-		14,553		-		7,427		-		2,226		0.8%		28,583		-		705		-		50,996		-		2,134		0.8%

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		8,703,385		192,226		2.2%		91,507		1.1%		949,636		10.9%		358,400		-		86,643		1.0%		38,305		-		188,961		2.2%		90,715		1.0%		83,405		1.0%		413,972		4.8%		43,474		0.5%		20,714		0.2%		9,376		0.1%		26,745		0.3%		514,626		-		494,550		-		181,575		-		73,014		0.8%		657,741		-		20,483		-		1,598,376		-		58,138		0.7%

		Prevalence						Copyright © 2010, The Health and Social Care Information Centre, Prescribing and Primary Care Services. All rights reserved.

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates, England

		Total number of practices = 8,305

		Sum of list sizes for all practices = 54,836,561

				(a)		(b)		(c)

		Clinical Area		Sum of Register Counts		Prevalence		QOF Register Description

		Chronic Obstructive Pulmonary Disease		861,341		1.6%		Patients with COPD

								Area		Chronic Obstructive Pulmonary Disease Prevalence

								LAMBETH		0.8%

								SOUTHWARK		1.2%

								LEWISHAM		1.0%

								BEXLEY		1.4%

								BROMLEY		1.3%

								GREENWICH		1.3%

								LONDON		1.0%

								ENGLAND		1.6%
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Prevalence

Chronic Obstructive Pulmonary Disease Register Prevalence, April 2009 - March 2010, (QOF)



COPD10 PCT

		

		Chronic Obstructive Pulmonary Disease

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		COPD01 Sum of Points		COPD08 Sum of Points		COPD08 Sum of Numerators		COPD08 Sum of Denominators		COPD08 Underlying achievement		COPD10 Sum of Points		COPD10 Sum of Numerators		COPD10 Sum of Denominators		COPD10 Underlying achievement		COPD12 Sum of Points		COPD12 Sum of Numerators		COPD12 Sum of Denominators		COPD12 Underlying achievement		COPD13 Sum of Points		COPD13 Sum of Numerators		COPD13 Sum of Denominators		COPD13 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY PCT		52		156		311.6		3,288		3,516		93.5%		359.0		3,201		3,673		87.1%		245.0		693		770		90.0%		437.3		3,223		3,611		89.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH PCT		52		156		303.8		2,503		2,726		91.8%		349.6		2,396		2,805		85.4%		243.8		500		569		87.9%		422.5		2,483		2,769		89.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM PCT		47		141		269.3		2,427		2,701		89.9%		310.1		2,452		2,897		84.6%		217.6		567		638		88.9%		362.6		2,490		2,849		87.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		NHS BEXLEY		30		90		177.0		2,595		2,816		92.2%		202.7		2,580		2,932		88.0%		145.0		581		639		90.9%		236.5		2,561		2,887		88.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		NHS GREENWICH		45		135		264.8		2,679		2,872		93.3%		299.8		2,756		3,191		86.4%		212.1		607		666		91.1%		333.5		2,690		3,125		86.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		47		141		278.1		2,780		3,017		92.1%		301.6		2,708		3,212		84.3%		208.0		594		673		88.3%		337.4		2,710		3,163		85.7%

		Chronic Obstructive Pulmonary Disease

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		COPD01 Sum of Points		COPD08 Sum of Points		COPD08 Sum of Numerators		COPD08 Sum of Denominators		COPD08 Underlying achievement		COPD10 Sum of Points		COPD10 Sum of Numerators		COPD10 Sum of Denominators		COPD10 Underlying achievement		COPD12 Sum of Points		COPD12 Sum of Numerators		COPD12 Sum of Denominators		COPD12 Underlying achievement		COPD13 Sum of Points		COPD13 Sum of Numerators		COPD13 Sum of Denominators		COPD13 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		4,524		8,933.8		69,684		74,991		92.9%		10,123.2		68,971		78,816		87.5%		6,919.4		14,982		16,753		89.4%		12,272.0		69,723		77,778		89.6%

		Chronic Obstructive Pulmonary Disease

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group, England

		Total number of practices = 8,305

				(a)		(b)		(c)		(d)		(e)

		Indicator		Points available		Total points achieved		Total points achieved / Available %		Underlying achievement		Exception rate

		COPD10		7		56,606.9		97.4%		88.5%		11.76%

						Area		The percentage of patients with COPD with a record of FeV1 in the previous 15 months

						LAMBETH		85.4%

						SOUTHWARK		84.3%

						LEWISHAM		84.6%

						BEXLEY		88.0%

						BROMLEY		87.1%

						GREENWICH		86.4%

						LONDON		87.5%

						ENGLAND		88.5%
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COPD10 Underlying achievement

Patients with COPD with a Record of FeV1 in the Previous 15 Months (COPD10), 
April 2009 - March 2010, (QOF)



CHD Practice

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by Practice

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Practice Code		Practice Name		List size		Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Hypertension Register		Hypertension Prevalence		Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Epilepsy Register (ages 18+)		Epilepsy Prevalence		Hypothyroidism Register		Hypothyroidism Prevalence		Cancer Register		Cancer Prevalence		Mental Health Register		Mental Health Prevalence		Asthma Register		Asthma Prevalence		Heart Failure Register		Heart Failure Prevalence		Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Palliative Care Register		Palliative Care Prevalence		Dementia Register		Dementia Prevalence		Depression Register		Depression Prevalence		Register for Depression1 Indicator		Depression1 Indicator Prevalence		Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Obesity Register (ages 18+)		Obesity Prevalence		Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Register for Smoking Indicators		Smoking Prevalence		Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85138		ALBION STREET HEALTH CENTRE (DR DONMALL)		10,445		188		1.8%		111		1.1%		848		8.1%		336		-		156		1.5%		48		-		166		1.6%		115		1.1%		122		1.2%		476		4.6%		52		0.5%		25		0.2%		11		0.1%		28		0.3%		865		-		463		-		178		-		78		0.7%		573		-		22		-		1,625		-		50		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85012		AYLESBURY MEDICAL CENTRE (DR KAY)		23,524		356		1.5%		192		0.8%		2,672		11.4%		959		-		378		1.6%		104		-		352		1.5%		177		0.8%		241		1.0%		878		3.7%		104		0.4%		98		0.4%		21		0.1%		57		0.2%		1,798		-		1,204		-		496		-		140		0.6%		3,132		-		54		-		4,155		-		132		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85094		BERMONDSEY & LANSDOWNE MEDICAL MISSION (DR TORRY)		12,989		141		1.1%		98		0.8%		1,035		8.0%		369		-		119		0.9%		55		-		193		1.5%		62		0.5%		117		0.9%		609		4.7%		40		0.3%		10		0.1%		10		0.1%		18		0.1%		209		-		456		-		214		-		72		0.6%		928		-		11		-		1,858		-		81		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85642		BLACKFRIARS MEDICAL PRACTICE		5,296		99		1.9%		62		1.2%		461		8.7%		200		-		102		1.9%		15		-		113		2.1%		61		1.2%		43		0.8%		185		3.5%		22		0.4%		4		0.1%		7		0.1%		5		0.1%		489		-		264		-		100		-		51		1.0%		333		-		2		-		818		-		25		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85106		BOROUGH MEDICAL CENTRE (DR MISRA)		2,762		76		2.8%		33		1.2%		330		11.9%		171		-		29		1.0%		9		-		45		1.6%		25		0.9%		29		1.0%		105		3.8%		10		0.4%		7		0.3%		1		0.0%		7		0.3%		151		-		219		-		82		-		17		0.6%		168		-		5		-		542		-		6		0.2%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		Y00454		BOROUGH MEDICAL CENTRE (SHARMA)		2,555		40		1.6%		4		0.2%		188		7.4%		91		-		20		0.8%		9		-		27		1.1%		16		0.6%		24		0.9%		87		3.4%		9		0.4%		1		0.0%		0		0.0%		1		0.0%		152		-		117		-		29		-		9		0.4%		154		-		3		-		351		-		13		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85132		CONCORDIA MELBOURNE GROVE		8,038		89		1.1%		47		0.6%		592		7.4%		175		-		54		0.7%		33		-		85		1.1%		55		0.7%		68		0.8%		383		4.8%		20		0.2%		8		0.1%		1		0.0%		9		0.1%		377		-		239		-		49		-		31		0.4%		395		-		12		-		1,081		-		118		1.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85030		CONCORDIA PARKSIDE		6,858		83		1.2%		55		0.8%		594		8.7%		256		-		62		0.9%		24		-		60		0.9%		37		0.5%		81		1.2%		153		2.2%		33		0.5%		13		0.2%		6		0.1%		14		0.2%		338		-		316		-		65		-		34		0.5%		390		-		7		-		951		-		57		0.8%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85031		DMC CHADWICK ROAD		7,136		122		1.7%		76		1.1%		786		11.0%		256		-		75		1.1%		37		-		103		1.4%		68		1.0%		86		1.2%		430		6.0%		35		0.5%		20		0.3%		3		0.0%		13		0.2%		546		-		345		-		110		-		43		0.6%		521		-		15		-		1,357		-		42		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85087		DMC SILVERLOCK (DR GUPTA)		3,521		74		2.1%		40		1.1%		441		12.5%		170		-		56		1.6%		15		-		60		1.7%		40		1.1%		32		0.9%		127		3.6%		24		0.7%		11		0.3%		3		0.1%		11		0.3%		227		-		216		-		63		-		30		0.9%		223		-		0		-		652		-		22		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85052		DR ABU-NIJAILA		6,375		70		1.1%		37		0.6%		774		12.1%		169		-		54		0.8%		16		-		57		0.9%		47		0.7%		73		1.1%		246		3.9%		16		0.3%		8		0.1%		2		0.0%		7		0.1%		352		-		216		-		143		-		24		0.4%		538		-		6		-		1,082		-		85		1.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85125		DR BHATT		5,745		156		2.7%		76		1.3%		591		10.3%		226		-		114		2.0%		27		-		148		2.6%		50		0.9%		49		0.9%		227		4.0%		30		0.5%		13		0.2%		7		0.1%		20		0.3%		319		-		338		-		162		-		61		1.1%		598		-		15		-		1,020		-		23		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85623		DR BHATTI		7,252		104		1.4%		46		0.6%		587		8.1%		176		-		71		1.0%		37		-		103		1.4%		38		0.5%		62		0.9%		261		3.6%		34		0.5%		9		0.1%		1		0.0%		13		0.2%		477		-		260		-		104		-		51		0.7%		389		-		15		-		1,005		-		44		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85721		DR BRADFORD		6,331		121		1.9%		57		0.9%		669		10.6%		248		-		60		0.9%		26		-		70		1.1%		47		0.7%		68		1.1%		202		3.2%		15		0.2%		7		0.1%		6		0.1%		21		0.3%		507		-		333		-		100		-		29		0.5%		687		-		4		-		1,024		-		62		1.0%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85091		DR DEWJI		2,878		28		1.0%		10		0.3%		353		12.3%		85		-		9		0.3%		13		-		40		1.4%		28		1.0%		20		0.7%		64		2.2%		3		0.1%		2		0.1%		0		0.0%		3		0.1%		126		-		109		-		95		-		2		0.1%		247		-		2		-		457		-		22		0.8%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85681		DR DOHA		4,829		68		1.4%		26		0.5%		420		8.7%		154		-		34		0.7%		8		-		41		0.8%		28		0.6%		43		0.9%		126		2.6%		13		0.3%		0		0.0%		0		0.0%		2		0.0%		113		-		203		-		12		-		16		0.3%		263		-		4		-		675		-		7		0.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85719		DR LEE		955		4		0.4%		1		0.1%		72		7.5%		18		-		2		0.2%		1		-		2		0.2%		3		0.3%		4		0.4%		14		1.5%		2		0.2%		2		0.2%		1		0.1%		1		0.1%		9		-		22		-		1		-		1		0.1%		27		-		0		-		94		-		4		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85082		DR SINHA		3,294		76		2.3%		36		1.1%		415		12.6%		150		-		63		1.9%		7		-		45		1.4%		21		0.6%		35		1.1%		133		4.0%		23		0.7%		17		0.5%		4		0.1%		8		0.2%		124		-		203		-		109		-		24		0.7%		233		-		1		-		568		-		101		3.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85051		ELM LODGE SURGERY (DR LEDGER)		7,067		128		1.8%		79		1.1%		701		9.9%		169		-		49		0.7%		22		-		152		2.2%		77		1.1%		28		0.4%		320		4.5%		28		0.4%		14		0.2%		4		0.1%		13		0.2%		97		-		263		-		118		-		70		1.0%		117		-		3		-		1,133		-		35		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85029		FALMOUTH ROAD GROUP PRACTICE (DR RAANA)		10,547		164		1.6%		75		0.7%		849		8.0%		350		-		102		1.0%		40		-		139		1.3%		83		0.8%		86		0.8%		403		3.8%		54		0.5%		32		0.3%		12		0.1%		12		0.1%		632		-		470		-		132		-		58		0.5%		565		-		14		-		1,483		-		34		0.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85001		FOREST HILL GROUP PRACTICE (DR ROGERS)		14,660		283		1.9%		184		1.3%		1,346		9.2%		402		-		172		1.2%		72		-		321		2.2%		154		1.1%		140		1.0%		809		5.5%		63		0.4%		25		0.2%		14		0.1%		45		0.3%		774		-		604		-		149		-		133		0.9%		573		-		30		-		2,501		-		53		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85715		HURLEY GROUP PRACTICE (DR ASHWORTH)		3,377		64		1.9%		34		1.0%		498		14.7%		149		-		32		0.9%		14		-		35		1.0%		25		0.7%		44		1.3%		123		3.6%		20		0.6%		15		0.4%		11		0.3%		15		0.4%		170		-		195		-		47		-		30		0.9%		323		-		7		-		688		-		28		0.8%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85134		LISTER HEALTH CENTRE (ARU)		5,378		39		0.7%		20		0.4%		469		8.7%		186		-		58		1.1%		12		-		25		0.5%		27		0.5%		61		1.1%		180		3.3%		8		0.1%		5		0.1%		2		0.0%		5		0.1%		150		-		208		-		55		-		16		0.3%		564		-		8		-		772		-		56		1.0%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85095		MANOR PLACE SURGERY (DR HERZMARK)		10,559		160		1.5%		105		1.0%		1,001		9.5%		378		-		154		1.5%		46		-		154		1.5%		70		0.7%		116		1.1%		493		4.7%		45		0.4%		25		0.2%		10		0.1%		19		0.2%		491		-		504		-		170		-		76		0.7%		687		-		29		-		1,725		-		48		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85084		PENROSE SURGERY		4,421		59		1.3%		25		0.6%		595		13.5%		213		-		62		1.4%		22		-		64		1.4%		23		0.5%		42		1.0%		182		4.1%		13		0.3%		5		0.1%		2		0.0%		6		0.1%		212		-		245		-		101		-		20		0.5%		538		-		3		-		870		-		49		1.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85034		PRINCESS STREET GROUP PRACTICE		13,543		229		1.7%		116		0.9%		1,071		7.9%		469		-		210		1.6%		43		-		237		1.7%		112		0.8%		158		1.2%		592		4.4%		47		0.3%		24		0.2%		7		0.1%		26		0.2%		1,080		-		613		-		246		-		73		0.5%		677		-		32		-		2,058		-		53		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85040		QUEENS ROAD SURGERY		5,472		70		1.3%		51		0.9%		853		15.6%		301		-		40		0.7%		24		-		56		1.0%		32		0.6%		76		1.4%		201		3.7%		24		0.4%		14		0.3%		11		0.2%		9		0.2%		172		-		346		-		78		-		20		0.4%		646		-		15		-		1,161		-		38		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85050		SIR JOHN KIRK CLOSE SURGERY		3,373		57		1.7%		36		1.1%		536		15.9%		191		-		67		2.0%		16		-		42		1.2%		43		1.3%		48		1.4%		158		4.7%		32		0.9%		16		0.5%		5		0.1%		6		0.2%		318		-		228		-		79		-		24		0.7%		270		-		7		-		766		-		87		2.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85042		ST GILES SURGERY (DR VIRJI)		4,928		49		1.0%		36		0.7%		410		8.3%		186		-		44		0.9%		14		-		74		1.5%		42		0.9%		54		1.1%		190		3.9%		5		0.1%		3		0.1%		2		0.0%		6		0.1%		169		-		218		-		78		-		15		0.3%		329		-		5		-		750		-		28		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85009		ST JAMES SURGERY (DR ZIGMOND)		1,659		77		4.6%		31		1.9%		303		18.3%		73		-		64		3.9%		14		-		28		1.7%		24		1.4%		15		0.9%		68		4.1%		19		1.1%		7		0.4%		4		0.2%		4		0.2%		37		-		134		-		133		-		22		1.3%		236		-		3		-		446		-		16		1.0%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85726		ST. GILES SURGERY SE5 7RF (DR ROSEMEN)		6,550		91		1.4%		43		0.7%		702		10.7%		239		-		63		1.0%		29		-		82		1.3%		36		0.5%		61		0.9%		296		4.5%		19		0.3%		8		0.1%		6		0.1%		12		0.2%		352		-		304		-		86		-		16		0.2%		421		-		13		-		1,160		-		33		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85119		STERNHALL LANE SURGERY (DR MADAN)		5,000		72		1.4%		53		1.1%		547		10.9%		260		-		45		0.9%		27		-		69		1.4%		38		0.8%		51		1.0%		141		2.8%		18		0.4%		11		0.2%		18		0.4%		23		0.5%		220		-		307		-		50		-		23		0.5%		387		-		7		-		848		-		43		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85692		SURREY DOCKS HEALTH CENTRE (DR HOLDEN)		9,906		102		1.0%		57		0.6%		697		7.0%		205		-		103		1.0%		32		-		151		1.5%		79		0.8%		54		0.5%		400		4.0%		20		0.2%		15		0.2%		7		0.1%		4		0.0%		748		-		280		-		118		-		44		0.4%		614		-		14		-		1,203		-		48		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85006		THE ACORN SURGERY (DR SALAU)		12,008		143		1.2%		93		0.8%		1,087		9.1%		404		-		98		0.8%		36		-		95		0.8%		38		0.3%		188		1.6%		353		2.9%		40		0.3%		14		0.1%		3		0.0%		43		0.4%		613		-		495		-		182		-		46		0.4%		789		-		22		-		1,795		-		109		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85712		THE AVICENNA HEALTH CENTRE (DR KADHIM)		4,720		46		1.0%		23		0.5%		415		8.8%		152		-		49		1.0%		10		-		82		1.7%		18		0.4%		27		0.6%		130		2.8%		14		0.3%		8		0.2%		1		0.0%		2		0.0%		50		-		183		-		110		-		30		0.6%		359		-		6		-		658		-		44		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85013		THE CAMBERWELL GREEN SURGERY (DR DURSTON)		11,156		128		1.1%		89		0.8%		996		8.9%		364		-		117		1.0%		44		-		149		1.3%		95		0.9%		163		1.5%		417		3.7%		43		0.4%		25		0.2%		16		0.1%		18		0.2%		364		-		459		-		204		-		54		0.5%		1,182		-		19		-		1,717		-		43		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85651		THE DULWICH MEDICAL CENTRE (DR GUPTA)		11,782		136		1.2%		75		0.6%		801		6.8%		304		-		79		0.7%		47		-		161		1.4%		75		0.6%		108		0.9%		538		4.6%		38		0.3%		14		0.1%		5		0.0%		8		0.1%		955		-		400		-		64		-		36		0.3%		628		-		9		-		1,566		-		34		0.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85707		THE EAST DULWICH PRIMARY CARE CENTRE (DR SARMA)		2,599		49		1.9%		31		1.2%		420		16.2%		154		-		5		0.2%		9		-		29		1.1%		28		1.1%		20		0.8%		80		3.1%		13		0.5%		6		0.2%		0		0.0%		3		0.1%		68		-		183		-		97		-		19		0.7%		237		-		13		-		552		-		13		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85644		THE GARDENS SURGERY (DR CLIFFE)		6,463		112		1.7%		53		0.8%		683		10.6%		209		-		101		1.6%		30		-		129		2.0%		64		1.0%		90		1.4%		344		5.3%		20		0.3%		6		0.1%		9		0.1%		18		0.3%		598		-		287		-		104		-		57		0.9%		401		-		32		-		1,163		-		29		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85097		THE GRANGE ROAD PRACTICE (DR BROOKS)		6,697		114		1.7%		58		0.9%		580		8.7%		232		-		103		1.5%		28		-		151		2.3%		57		0.9%		77		1.1%		280		4.2%		29		0.4%		5		0.1%		4		0.1%		7		0.1%		387		-		316		-		109		-		39		0.6%		287		-		22		-		1,084		-		15		0.2%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85112		THE HAMBLEDEN CLINIC		3,983		48		1.2%		39		1.0%		384		9.6%		116		-		33		0.8%		5		-		34		0.9%		37		0.9%		34		0.9%		120		3.0%		14		0.4%		8		0.2%		3		0.1%		5		0.1%		185		-		143		-		66		-		24		0.6%		181		-		5		-		583		-		61		1.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85007		THE LISTER HEALTH CENTRE (DR ULLAH)		3,316		20		0.6%		16		0.5%		302		9.1%		93		-		3		0.1%		9		-		9		0.3%		19		0.6%		16		0.5%		61		1.8%		10		0.3%		6		0.2%		1		0.0%		1		0.0%		73		-		107		-		37		-		6		0.2%		272		-		3		-		407		-		41		1.2%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85723		THE LISTER HEALTH CENTRE (HOSSAIN)		3,917		50		1.3%		18		0.5%		456		11.6%		169		-		29		0.7%		12		-		30		0.8%		22		0.6%		40		1.0%		176		4.5%		19		0.5%		13		0.3%		14		0.4%		8		0.2%		102		-		205		-		85		-		12		0.3%		434		-		11		-		735		-		94		2.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85705		THE NEW MILL STREET SURGERY (DR CAMPION)		5,239		73		1.4%		42		0.8%		480		9.2%		111		-		50		1.0%		17		-		108		2.1%		55		1.0%		39		0.7%		216		4.1%		46		0.9%		6		0.1%		36		0.7%		87		1.7%		206		-		171		-		112		-		28		0.5%		348		-		2		-		770		-		45		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85685		THE NUNHEAD SURGERY (DR ROE)		7,240		166		2.3%		89		1.2%		863		11.9%		328		-		140		1.9%		25		-		127		1.8%		79		1.1%		116		1.6%		462		6.4%		46		0.6%		26		0.4%		10		0.1%		45		0.6%		725		-		442		-		203		-		61		0.8%		426		-		15		-		1,617		-		34		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85632		THE VILLA STREET MEDICAL CENTRE (DR DIFFLEY)		6,009		62		1.0%		45		0.7%		582		9.7%		187		-		90		1.5%		23		-		80		1.3%		41		0.7%		48		0.8%		213		3.5%		20		0.3%		11		0.2%		5		0.1%		8		0.1%		381		-		233		-		112		-		30		0.5%		365		-		19		-		929		-		30		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85019		TRAFALGAR SURGERY (DR SEKWEYAMA)		4,261		43		1.0%		18		0.4%		372		8.7%		142		-		29		0.7%		5		-		58		1.4%		32		0.8%		37		0.9%		138		3.2%		21		0.5%		12		0.3%		8		0.2%		2		0.0%		257		-		170		-		25		-		18		0.4%		390		-		9		-		579		-		46		1.1%
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Coronary Heart Disease Prevalence

CHD Prevalence

Coronary Heart Disease Prevalence, Southwark GP Practices, April 2009 - March 2010 (QOF)



Control hypertensionPCT

		Hypertension

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		BP01 Sum of Points		BP04 Sum of Points		BP04 Sum of Numerators		BP04 Sum of Denominators		BP04 Underlying achievement		BP05 Sum of Points		BP05 Sum of Numerators		BP05 Sum of Denominators		BP05 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY PCT		52		312		910.6		40,296		44,847		89.9%		2,933.1		33,426		43,654		76.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH PCT		52		312		915.9		29,581		32,460		91.1%		2,957.6		23,908		31,249		76.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM PCT		47		282		821.2		28,258		31,475		89.8%		2,617.3		22,290		30,321		73.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		NHS BEXLEY		30		180		536.6		27,752		30,399		91.3%		1,705.0		23,751		29,739		79.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		NHS GREENWICH		45		270		785.1		28,284		31,070		91.0%		2,517.1		23,577		30,098		78.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		47		282		816.0		27,194		30,250		89.9%		2,616.4		21,569		29,030		74.3%

		Hypertension

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		BP01 Sum of Points		BP04 Sum of Points		BP04 Sum of Numerators		BP04 Sum of Denominators		BP04 Underlying achievement		BP05 Sum of Points		BP05 Sum of Numerators		BP05 Sum of Denominators		BP05 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		9,072		26,628.4		855,158		940,562		90.9%		84,954.9		713,038		911,463		78.2%

		Hypertension

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group, England

		Total number of practices = 8,305

				(a)		(b)		(c)		(d)		(e)

		Indicator		Points available		Total points achieved		Total points achieved / Available %		Underlying achievement		Exception rate

		BP05		57		468,422.4		99.0%		78.7%		4.04%

								Area		BP 5. The percentage of patients with hypertension in whom the last blood pressure (measured in the previous 9 months) is 150/90 or less

								LAMBETH		76.5%

								SOUTHWARK		74.3%

								LEWISHAM		73.5%

								BEXLEY		79.9%

								BROMLEY		76.6%

								GREENWICH		78.3%

								LONDON		78.2%

								ENGLAND		78.7%





Control hypertensionPCT
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BP5 underlying achievement

The percentage of patients with hypertension in whom the last blood pressure (measured in the previous 9 months) is 150/90 or less (BP5)
April 2009 - March 2010 (QOF)



Control HBA1Cshowing exceptions

		Diabetes Mellitus

		Quality and Outcomes Framework (QOF) Exception Reporting for April 2009-March 2010, England

		Exception rate =  number of exceptions / (number of exceptions + denominator) * 100

		DM24, HBA1C < 8

		PCT Name		Practice Code		Practice Name		DM24 Points		DM24 Numerator		DM24 Denominator				DM24 Exceptions				controlled		not controlled		exceptions		total no of pts on diabetes register				controlled		not controlled		exceptions

		SOUTHWARK PCT		G85138		ALBION STREET HEALTH CENTRE (DR DONMALL)		8.0		219		290		G85138		46				219		71		46		336				65.2%		21.1%		13.7%		100.0%

		SOUTHWARK PCT		G85012		AYLESBURY MEDICAL CENTRE (DR KAY)		8.0		676		894		G85012		65				676		218		65		959				70.5%		22.7%		6.8%		100.0%

		SOUTHWARK PCT		G85094		BERMONDSEY & LANSDOWNE MEDICAL MISSION (DR TORRY)		8.0		309		350		G85094		19				309		41		19		369				83.7%		11.1%		5.1%		100.0%

		SOUTHWARK PCT		G85642		BLACKFRIARS MEDICAL PRACTICE		8.0		140		188		G85642		12				140		48		12		200				70.0%		24.0%		6.0%		100.0%

		SOUTHWARK PCT		G85106		BOROUGH MEDICAL CENTRE (DR MISRA)		7.3		102		151		G85106		20				102		49		20		171				59.6%		28.7%		11.7%		100.0%

		SOUTHWARK PCT		Y00454		BOROUGH MEDICAL CENTRE (SHARMA)		7.9		62		89		Y00454		2				62		27		2		91				68.1%		29.7%		2.2%		100.0%

		SOUTHWARK PCT		G85132		CONCORDIA MELBOURNE GROVE		8.0		116		154		G85132		21				116		38		21		175				66.3%		21.7%		12.0%		100.0%

		SOUTHWARK PCT		G85030		CONCORDIA PARKSIDE		8.0		126		160		G85030		96				126		34		96		256				49.2%		13.3%		37.5%		100.0%

		SOUTHWARK PCT		G85031		DMC CHADWICK ROAD		7.8		157		227		G85031		29				157		70		29		256				61.3%		27.3%		11.3%		100.0%

		SOUTHWARK PCT		G85087		DMC SILVERLOCK (DR GUPTA)		8.0		116		152		G85087		18				116		36		18		170				68.2%		21.2%		10.6%		100.0%

		SOUTHWARK PCT		G85052		DR ABU-NIJAILA		8.0		111		148		G85052		21				111		37		21		169				65.7%		21.9%		12.4%		100.0%

		SOUTHWARK PCT		G85125		DR BHATT		8.0		149		210		G85125		16				149		61		16		226				65.9%		27.0%		7.1%		100.0%

		SOUTHWARK PCT		G85623		DR BHATTI		8.0		117		164		G85623		12				117		47		12		176				66.5%		26.7%		6.8%		100.0%

		SOUTHWARK PCT		G85721		DR BRADFORD		8.0		175		200		G85721		48				175		25		48		248				70.6%		10.1%		19.4%		100.0%

		SOUTHWARK PCT		G85091		DR DEWJI		6.1		51		81		G85091		4				51		30		4		85				60.0%		35.3%		4.7%		100.0%

		SOUTHWARK PCT		G85681		DR DOHA		7.4		95		140		G85681		14				95		45		14		154				61.7%		29.2%		9.1%		100.0%

		SOUTHWARK PCT		G85719		DR LEE		4.3		9		16		G85719		2				9		7		2		18				50.0%		38.9%		11.1%		100.0%

		SOUTHWARK PCT		G85082		DR SINHA		3.7		76		141		G85082		9				76		65		9		150				50.7%		43.3%		6.0%		100.0%

		SOUTHWARK PCT		G85051		ELM LODGE SURGERY (DR LEDGER)		8.0		117		154		G85051		15				117		37		15		169				69.2%		21.9%		8.9%		100.0%

		SOUTHWARK PCT		G85029		FALMOUTH ROAD GROUP PRACTICE (DR RAANA)		8.0		229		326		G85029		24				229		97		24		350				65.4%		27.7%		6.9%		100.0%

		SOUTHWARK PCT		G85001		FOREST HILL GROUP PRACTICE (DR ROGERS)		8.0		241		341		G85001		61				241		100		61		402				60.0%		24.9%		15.2%		100.0%

		SOUTHWARK PCT		G85715		HURLEY GROUP PRACTICE (DR ASHWORTH)		8.0		92		117		G85715		32				92		25		32		149				61.7%		16.8%		21.5%		100.0%

		SOUTHWARK PCT		G85134		LISTER HEALTH CENTRE (ARU)		3.4		92		174		G85134		12				92		82		12		186				49.5%		44.1%		6.5%		100.0%

		SOUTHWARK PCT		G85095		MANOR PLACE SURGERY (DR HERZMARK)		8.0		254		328		G85095		50				254		74		50		378				67.2%		19.6%		13.2%		100.0%

		SOUTHWARK PCT		G85084		PENROSE SURGERY		8.0		148		196		G85084		17				148		48		17		213				69.5%		22.5%		8.0%		100.0%

		SOUTHWARK PCT		G85034		PRINCESS STREET GROUP PRACTICE		8.0		343		414		G85034		55				343		71		55		469				73.1%		15.1%		11.7%		100.0%

		SOUTHWARK PCT		G85040		QUEENS ROAD SURGERY		7.1		191		286		G85040		15				191		95		15		301				63.5%		31.6%		5.0%		100.0%

		SOUTHWARK PCT		G85050		SIR JOHN KIRK CLOSE SURGERY		6.1		111		177		G85050		14				111		66		14		191				58.1%		34.6%		7.3%		100.0%

		SOUTHWARK PCT		G85042		ST GILES SURGERY (DR VIRJI)		5.9		107		172		G85042		14				107		65		14		186				57.5%		34.9%		7.5%		100.0%

		SOUTHWARK PCT		G85009		ST JAMES SURGERY (DR ZIGMOND)		4.3		36		64		G85009		9				36		28		9		73				49.3%		38.4%		12.3%		100.0%

		SOUTHWARK PCT		G85726		ST. GILES SURGERY SE5 7RF (DR ROSEMEN)		6.6		146		226		G85726		13				146		80		13		239				61.1%		33.5%		5.4%		100.0%

		SOUTHWARK PCT		G85119		STERNHALL LANE SURGERY (DR MADAN)		8.0		161		222		G85119		38				161		61		38		260				61.9%		23.5%		14.6%		100.0%

		SOUTHWARK PCT		G85692		SURREY DOCKS HEALTH CENTRE (DR HOLDEN)		8.0		147		184		G85692		21				147		37		21		205				71.7%		18.0%		10.2%		100.0%

		SOUTHWARK PCT		G85006		THE ACORN SURGERY (DR SALAU)		2.4		181		370		G85006		34				181		189		34		404				44.8%		46.8%		8.4%		100.0%

		SOUTHWARK PCT		G85712		THE AVICENNA HEALTH CENTRE (DR KADHIM)		7.9		100		144		G85712		8				100		44		8		152				65.8%		28.9%		5.3%		100.0%

		SOUTHWARK PCT		G85013		THE CAMBERWELL GREEN SURGERY (DR DURSTON)		8.0		255		350		G85013		14				255		95		14		364				70.1%		26.1%		3.8%		100.0%

		SOUTHWARK PCT		G85651		THE DULWICH MEDICAL CENTRE (DR GUPTA)		8.0		183		261		G85651		43				183		78		43		304				60.2%		25.7%		14.1%		100.0%

		SOUTHWARK PCT		G85707		THE EAST DULWICH PRIMARY CARE CENTRE (DR SARMA)		3.9		78		143		G85707		11				78		65		11		154				50.6%		42.2%		7.1%		100.0%

		SOUTHWARK PCT		G85644		THE GARDENS SURGERY (DR CLIFFE)		8.0		142		196		G85644		13				142		54		13		209				67.9%		25.8%		6.2%		100.0%

		SOUTHWARK PCT		G85097		THE GRANGE ROAD PRACTICE (DR BROOKS)		7.2		135		202		G85097		30				135		67		30		232				58.2%		28.9%		12.9%		100.0%

		SOUTHWARK PCT		G85112		THE HAMBLEDEN CLINIC		6.4		66		103		G85112		13				66		37		13		116				56.9%		31.9%		11.2%		100.0%

		SOUTHWARK PCT		G85007		THE LISTER HEALTH CENTRE (DR ULLAH)		4.2		49		88		G85007		5				49		39		5		93				52.7%		41.9%		5.4%		100.0%

		SOUTHWARK PCT		G85723		THE LISTER HEALTH CENTRE (HOSSAIN)		3.2		77		148		G85723		21				77		71		21		169				45.6%		42.0%		12.4%		100.0%

		SOUTHWARK PCT		G85705		THE NEW MILL STREET SURGERY (DR CAMPION)		8.0		76		99		G85705		12				76		23		12		111				68.5%		20.7%		10.8%		100.0%

		SOUTHWARK PCT		G85685		THE NUNHEAD SURGERY (DR ROE)		7.1		175		263		G85685		65				175		88		65		328				53.4%		26.8%		19.8%		100.0%

		SOUTHWARK PCT		G85632		THE VILLA STREET MEDICAL CENTRE (DR DIFFLEY)		8.0		127		159		G85632		28				127		32		28		187				67.9%		17.1%		15.0%		100.0%

		SOUTHWARK PCT		G85019		TRAFALGAR SURGERY (DR SEKWEYAMA)		6.8		87		133		G85019		9				87		46		9		142				61.3%		32.4%		6.3%		100.0%

						SOUTHWARK				6,952		9,795								6,952		2,843		1,150		10,945				63.5%		26.0%		10.5%		100.0%

						LONDON		11,414.3		239,988		323,266								239,988		83,278		34929		358,195				67.0%		23.2%		9.8%		100.0%

						ENGLAND				1641193		2119824								1641193		478,631		218639		2,338,463				70.2%		20.5%		9.36%		100.0%
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		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH		52		375,797		5,138		1.4%		3,113		0.8%		32,730		8.7%		12,474		-		3,150		0.8%		1,490		-		5,340		1.4%		3,175		0.8%		4,196		1.1%		17,008		4.5%		1,440		0.4%		706		0.2%		421		0.1%		903		0.2%		24,232		-		15,972		-		5,595		-		2,039		0.5%		25,135		-		855		-		57,641		-		2,455		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK		47		316,613		4,729		1.5%		2,641		0.8%		30,827		9.7%		10,945		-		3,649		1.2%		1,211		-		4,581		1.4%		2,443		0.8%		3,234		1.0%		12,790		4.0%		1,273		0.4%		634		0.2%		314		0.1%		698		0.2%		17,765		-		14,236		-		5,262		-		1,813		0.6%		23,045		-		555		-		51,034		-		2,181		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM		47		301,234		5,658		1.9%		3,197		1.1%		31,799		10.6%		12,607		-		3,149		1.0%		1,361		-		5,277		1.8%		2,889		1.0%		3,307		1.1%		17,047		5.7%		1,507		0.5%		777		0.3%		248		0.1%		868		0.3%		22,747		-		16,545		-		5,001		-		2,014		0.7%		22,180		-		763		-		56,380		-		2,246		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		BEXLEY		30		228,417		6,886		3.0%		3,421		1.5%		30,678		13.4%		10,559		-		3,312		1.4%		1,227		-		7,265		3.2%		3,134		1.4%		1,444		0.6%		11,630		5.1%		1,541		0.7%		668		0.3%		915		0.4%		908		0.4%		11,787		-		15,792		-		7,160		-		2,925		1.3%		22,805		-		516		-		50,689		-		1,301		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY		52		324,225		9,984		3.1%		5,184		1.6%		45,209		13.9%		12,509		-		4,143		1.3%		1,617		-		8,900		2.7%		5,134		1.6%		2,389		0.7%		17,526		5.4%		2,226		0.7%		1,064		0.3%		330		0.1%		1,499		0.5%		28,428		-		20,295		-		10,868		-		4,740		1.5%		23,591		-		741		-		72,545		-		2,346		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		GREENWICH		45		264,861		6,070		2.3%		2,794		1.1%		31,273		11.8%		10,033		-		3,388		1.3%		1,305		-		6,034		2.3%		2,753		1.0%		2,635		1.0%		12,955		4.9%		1,310		0.5%		682		0.3%		445		0.2%		959		0.4%		14,824		-		14,553		-		7,427		-		2,226		0.8%		28,583		-		705		-		50,996		-		2,134		0.8%

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		8,703,385		192,226		2.2%		91,507		1.1%		949,636		10.9%		358,400		-		86,643		1.0%		38,305		-		188,961		2.2%		90,715		1.0%		83,405		1.0%		413,972		4.8%		43,474		0.5%		20,714		0.2%		9,376		0.1%		26,745		0.3%		514,626		-		494,550		-		181,575		-		73,014		0.8%		657,741		-		20,483		-		1,598,376		-		58,138		0.7%

		Prevalence						Copyright © 2010, The Health and Social Care Information Centre, Prescribing and Primary Care Services. All rights reserved.

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates, England

		Total number of practices = 8,305

		Sum of list sizes for all practices = 54,836,561

						Area		Mental Health Prevalence

						LAMBETH		1.1%

						SOUTHWARK		1.0%

						LEWISHAM		1.1%

						BEXLEY		0.6%

						BROMLEY		0.7%

						GREENWICH		1.0%

						LONDON		1.0%

						ENGLAND		0.8%
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Mental health admissions

		NHS COMPARATORS

		Mental Health Admissions per 1,000 Population

		The rate in terms of activity per 1000 practice for all admissions to Mental Health Specialities

		Denominator data: Population based on GP list data

		Numerator data: Count of  completed spells for Mental Health specialities (treatment speciality in range 710-724)

		2008/09

		Type		Code		Organisation		Crude Rate		Standardised Rate		Lower Confidence Limit		Upper Confidence Limit		Population		Total Count		Expected Count		Count Difference		% Difference

		National				National		2.06		2.06		2.1		2.1		54460158		112036		112036		0		0

		SHA		Q36		London SHA		2.13		2.16		2.1		2.2		8569779		18246		17392		854		4.9

		PCT		5A7		Bromley PCT		1.32		1.31		1.2		1.4		323721		428		673		-245		-36.4

		PCT		5AT		Hillingdon PCT		1.36		1.4		1.3		1.6		268150		366		538		-172		-32

		PCT		5M6		Richmond and Twickenham PCT		1.47		1.46		1.3		1.6		197124		289		407		-118		-29

		PCT		5K5		Brent Teaching PCT		1.47		1.48		1.4		1.6		351780		516		717		-201		-28.1

		PCT		TAK		Bexley CT		1.51		1.52		1.4		1.7		226703		342		462		-120		-26

		PCT		5K6		Harrow PCT		1.53		1.54		1.4		1.7		233669		357		477		-120		-25.2

		PCT		5A9		Barnet PCT		1.61		1.64		1.5		1.8		362330		585		732		-147		-20.1

		PCT		5K9		Croydon PCT		1.61		1.65		1.5		1.8		379359		611		762		-151		-19.8

		PCT		5M7		Sutton and Merton PCT		1.69		1.7		1.6		1.8		409583		694		842		-148		-17.6

		PCT		5H1		Hammersmith and Fulham PCT		1.8		1.81		1.6		2		191065		344		392		-48		-12.2

		PCT		5A5		Kingston PCT		1.85		1.85		1.7		2.1		190418		352		392		-40		-10.1

		PCT		5C1		Enfield PCT		1.8		1.87		1.7		2		297335		534		589		-55		-9.3

		PCT		5LG		Wandsworth PCT		1.98		1.92		1.8		2.1		334302		662		710		-48		-6.7

		PCT		5LC		Westminster PCT		2.05		1.96		1.8		2.1		243112		499		524		-25		-4.9

		PCT		5HX		Ealing PCT		1.92		1.98		1.8		2.1		354237		680		707		-27		-3.9

		PCT		5LE		Southwark PCT		2.08		2.09		1.9		2.3		308588		641		630		11		1.7

		PCT		5A4		Havering PCT		2.13		2.1		1.9		2.3		251686		535		525		10		1.9

		PCT		5LA		Kensington and Chelsea PCT		2.2		2.11		1.9		2.3		184414		406		396		10		2.5

		PCT		5C4		Tower Hamlets PCT		2.08		2.16		2		2.4		243547		506		481		25		5.2

		PCT		5C5		Newham PCT		2.14		2.3		2.1		2.5		332563		712		637		75		11.8

		PCT		5HY		Hounslow PCT		2.25		2.32		2.1		2.5		253372		569		505		64		12.6

		PCT		5A8		Greenwich Teaching PCT		2.26		2.34		2.2		2.5		265385		601		527		74		14

		PCT		5LD		Lambeth PCT		2.44		2.41		2.3		2.6		365542		891		761		130		17.1

		PCT		5NA		Redbridge PCT		2.36		2.44		2.3		2.6		265005		625		526		99		18.8

		PCT		5LF		Lewisham PCT		2.42		2.47		2.3		2.7		296045		716		597		119		19.9

		PCT		5C9		Haringey Teaching PCT		2.58		2.68		2.5		2.9		273956		707		543		164		30.1

		PCT		5C3		City and Hackney Teaching PCT		2.63		2.75		2.6		3		272598		716		536		180		33.6

		PCT		5C2		Barking and Dagenham PCT		3.2		3.44		3.2		3.7		181761		582		349		233		67

		PCT		5NC		Waltham Forest PCT		3.51		3.64		3.4		3.9		275098		965		545		420		77

		PCT		5K8		Islington PCT		4.08		4.04		3.8		4.3		207298		846		431		415		96.3

		PCT		5K7		Camden PCT		4.21		4.17		3.9		4.4		230033		969		478		491		102.8

						Area		Standardised Rate

						LAMBETH		2.41

						SOUTHWARK		2.09

						LEWISHAM		2.47

						BEXLEY		1.52						WARNING: Data can be incomplete with not all Mental Health providers submitting data each quarter

						BROMLEY		1.31						There is data for 2009/10 (see below) but I question if all data has yet been submitted…needs further investiagion.

						GREENWICH		2.34

						LONDON		2.16

						ENGLAND		2.06

		2009/10

		Type		Code		Organisation		Crude Rate		Standardised Rate		Lower Confidence Limit		Upper Confidence Limit		Population		Total Count		Expected Count		Count Difference		% Difference

		National				National		1.92		1.92		1.9		1.9		54881133		105361		105361		0		0

		SHA		Q36		London SHA		2.19		2.22		2.2		2.3		8694640		19009		16462		2547		15.5

		PCT		5K9		Croydon PCT		1.12		1.15		1		1.3		381704		429		717		-288		-40.2

		PCT		5A4		Havering PCT		1.45		1.44		1.3		1.6		253195		368		492		-124		-25.2

		PCT		5LE		Southwark PCT		1.49		1.5		1.4		1.6		314117		469		601		-132		-22

		PCT		5K5		Brent Teaching PCT		1.63		1.65		1.5		1.8		354616		579		674		-95		-14.1

		PCT		5LD		Lambeth PCT		1.72		1.69		1.6		1.8		372967		641		727		-86		-11.8

		PCT		5NA		Redbridge PCT		1.63		1.7		1.6		1.9		271313		442		499		-57		-11.4

		PCT		5A7		Bromley PCT		1.75		1.73		1.6		1.9		325218		569		630		-61		-9.7

		PCT		5LF		Lewisham PCT		1.72		1.75		1.6		1.9		300517		516		567		-51		-9

		PCT		5H1		Hammersmith and Fulham PCT		1.84		1.84		1.7		2		189256		348		363		-15		-4.3

		PCT		5HX		Ealing PCT		1.79		1.85		1.7		2		367184		659		685		-26		-3.7

		PCT		TAK		Bexley CT		1.93		1.95		1.8		2.1		227762		439		433		6		1.4

		PCT		5A9		Barnet PCT		1.94		1.97		1.8		2.1		366131		709		690		19		2.8

		PCT		5AT		Hillingdon PCT		1.92		1.97		1.8		2.2		272944		523		510		13		2.6

		PCT		5A5		Kingston PCT		2		2		1.8		2.2		190105		380		364		16		4.4

		PCT		5M6		Richmond and Twickenham PCT		2.03		2.02		1.8		2.2		198841		403		383		20		5.3

		PCT		5K6		Harrow PCT		2.03		2.04		1.9		2.2		235358		477		448		29		6.4

		PCT		5LG		Wandsworth PCT		2.13		2.07		1.9		2.2		371271		792		736		56		7.7

		PCT		5HY		Hounslow PCT		2.1		2.17		2		2.4		257443		541		478		63		13.1

		PCT		5M7		Sutton and Merton PCT		2.17		2.18		2		2.3		390442		849		748		101		13.5

		PCT		5NC		Waltham Forest PCT		2.21		2.3		2.1		2.5		275898		611		509		102		20

		PCT		5C1		Enfield PCT		2.3		2.41		2.2		2.6		295883		681		542		139		25.7

		PCT		5C2		Barking and Dagenham PCT		2.24		2.43		2.2		2.7		185512		416		329		87		26.5

		PCT		5C4		Tower Hamlets PCT		2.41		2.52		2.3		2.7		250148		604		461		143		31.1

		PCT		5C9		Haringey Teaching PCT		2.48		2.56		2.4		2.8		278759		691		518		173		33.3

		PCT		5LA		Kensington and Chelsea PCT		2.7		2.58		2.4		2.8		187660		506		377		129		34.4

		PCT		5LC		Westminster PCT		2.79		2.66		2.5		2.9		246105		686		495		191		38.5

		PCT		5A8		Greenwich Teaching PCT		3.02		3.13		2.9		3.4		265066		800		491		309		63

		PCT		5C5		Newham PCT		3.05		3.29		3.1		3.5		338920		1035		604		431		71.4

		PCT		5K8		Islington PCT		3.72		3.67		3.4		3.9		212604		791		414		377		91

		PCT		5C3		City and Hackney Teaching PCT		3.66		3.83		3.6		4.1		273541		1002		503		499		99.3

		PCT		5K7		Camden PCT		4.31		4.26		4		4.5		244160		1053		475		578		121.7

						Area		Standardised Rate

						LAMBETH		1.69

						SOUTHWARK		1.5

						LEWISHAM		1.75

						BEXLEY		1.95

						BROMLEY		1.73

						GREENWICH		3.13

						LONDON		2.22

						ENGLAND		1.92
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				Menu Of improvement Opportunities. NHS Greenwich - Implementation Plan 2010/11 - 2011/12

				Key						ECD: Estimated completion date

				Timeline - project

				Procurement -timeline

				Business Case production

				New service start date - Plan implemented

				Service Specifications

				Clinical Protocol/Sign-Off						`

				Completed Project

				Monitoring & impact assessment £ & quality

				Decommission  - eg residential placements LD. Estate etc

		Improvement Opportunity label		Improvement Opportunity and Project Owner		Programme Lead		KEY DATES		Apr-10		May-10		Jun-10		Jul-10		Aug-10		Sep-10		Oct-10		Nov-10		Dec-10		Jan-11		Feb-11		Mar-11		Apr-11		May-11		Jun-11		Jul-11		Aug-11		Sep-11		Oct-11		Nov-11		Dec-11		Jan-12		Feb-12		Mar-12

										High level Milestone date inclusive of proejct planning, business cases, specifications, procurment, decommissioing etc. Key milestones highlighted as per key.

		Right Care, Right Place

		RR01		Diabetes Primary care serv ices		DS		ECD 21/02/11

		RR01		Diabetes Community services		DS		ECD:21/02/11

		RR02		COPD & respiratrory disease, step change in managing patients in community		JB		ECD: 14/02/11

		RR03		Community Cardiac Clinics for Arrythmias		JB		ECD: 14/02/11

		RR04		Cardiac Services, increasing communtiy based HF Service		JB		ECD:21/3/11

		RR05		Cardiac Services - Rapid Access Chest pain clinics		JB		ECD 1/7/11

		RR 06		Cardiac Rehabilitation Services		JB		ECD: 1/8/11

		RR07		Decommissioning Out Patients through Referral management service and clinical triage in RMS		JB		ECD 21/12/2010

		RR08		Decommissioning procedures of limited clinical effectiveness – SEL - POLCE		JB		ECD: 30/11/10

		RR 09		Outpatient Shift to Community Settings - Dermatology		JB		ECD: 01/4/12

		RR10		Outpatient Shift to Community Settings -Gynaecology		JB		ECD: 01/4/12

		RR11		Outpatient Shift to Community Settings - ENT		JB		ECD: 01/4/12

		RR12		Outpatient Shift to Community Settings - General surgery/monor surgery		JB		ECD: 01/4/12

		RR13		Outpatient Shift to Community Settings - Urology		JB		ECD: 01/4/12

		RR 14		Stroke ESD & Community rehab services		JB		ECD: 31/12/10

		RR 15		Phelebotomy services in primary care		AG		ECD:21/02/11

		RR16		MSK - Roll out to whole Borough		AG		ECD: Sept 10

		RR16		MSK - Re tender service		AG		ECD:July 11

		RR 17		Anticoagulation service shift		JB		ECD 21/02/11

		RR 18		Oral surgery shift to community setting		AG

		RR19		Prison Health Procurement and Tender Plan 1- HMP YOI, 2 APMS contract, 3 HMP Belmarsh new provider, 4 - Belmarsh W		LG		ECDs 1 - Sep 10                2 -Aug 10                           3 - Feb 11                           4 -March 12		1 & 2								2		1		3										4

		RR20		Cancer services – Network service changes						see network plan

		QIPP Category - Urgent Care

		UC 01		Enhancing intermediate care services through expansion of bed base – Richard Neve House (phase 1)		AG		ECD - 1/9/2010

		UC 02		Enhancing intermediate care services through further integration of health and social care services (phase 2)		AG		ECD:1/1/11

		UC 03		Expanding Community falls services		JB		ECD: 14/02/11

		UC 04		Reducing emergency admissions and readmissions- medical nursing management of LTCs, UTIs, frail elderly, TV/cellulitis, abdominal disorders & MH		JB		ECD: 01/4/11/11

		UC 05		Urgent care - ECC & GP led health centre at QEW site. ITT Nov 10, Provider seclection Jan11, Implement UCC April 11, New practice April 12		DS		ECD:

		QIPP Category - End of Life Care

		25		Improving end of life care to support increased number of patients to die at home		JB		ECD 22/03/2011

		QIPP Category Mental Health

		MH 01		IAPT implemented, Increasing % trainee therapists in service provision		LG

		MH 02		EIP and crisis		LG		ECD:

		MH 03		Development of MH crisis beds in community to avoid demand for acute beds		LG

		MH 04		Dementia		LG		ECD: 01/01/2011

		MH 05		1% efficiencies MH contract		LG		ECD 1/4/2011

		QIPP Category Maternity

		MA 01		Improving acess to maternity services, reducing complex care pathways		IG		ECD: 01/03/2010

		QIPP Category Staying Healthy

		SH 01		Tackling obesity, diet and physical activity		BI		ECD Ongoing to March 2011

		SH 02		A step change in tackling smoking		BI		ECD Ongoing to March 2011

		SH 03		Improving sexual health		BI		ECD Ongoing to March 2011

		QIPP Category Prevention

		P 01		Prevention of vaccine preventable emergency admissions – flu and pneumonia -outreach servcices		AG

		P 02		Prevention of emergency admissions – management of iron deficiency anaemia - clinical interventions agreed and training in place		AG

		P 03		Systematic approach to primary & secondary prevention in primary care		JD

		P04		Cancer Screening     Breast HEA Feb11, GP electronic list validation Mar 11, Roll out age xt breast screen Mar 11, Breast screen impl plan June 11, NAEDI project July 11		NA

		QIPP Category Childrens Services

		CH 01		Improving child and adolescent mental health services		SJ		ECD:31/03/2012

		CH 02		Disabled Children and those with complex health care needs.		SJ		ECD:31/3/2012

		CH 03		Disabled Children and those with complex health care needs- Equipment Provision		SJ		ECD: 31/3/2011

		QIPP Category Learning Disability

		LD 01		Learning Disabilities Personalisation procurement and tender project		LG

		QIPP Category Primary Care

		PC 01		Primary Care Efficiencies		DS

		PC 0		Community Contract efficiencies		DS

		QIPP Category Medicines Use, clinical procurment, prescribing

		MU 01		Prescribing Efficiencies & Medicines management efficiencies		DS

		QIPP Category Supporting staff Productivity

		SS01		Management Efficiencies

		QIPP Category Right Care - Thresholds & Decommissioning

		RT 01		KPI challenges 1st to follow up ratios

		RT 02		KPI challenges -emergency readmissions

		RT 03		KPI challenges - short stay admissions

		RT 04		KPI challenges - consultant to consultant

		RT 05		Treatment Prioritisation - Clinical review of potential speciality areas for reduction, public consultation, policy implementation from 2012/13

		QIPP Category Estates

		ES 01		Estates rationalisation. Review of potential, enact plan for  implementation in 2012/13
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BP5 underlying achievement

The percentage of patients with hypertension in whom the last blood pressure (measured in the previous 9 months) is 150/90 or less (BP5)
April 2009 - March 2010 (QOF)

0.7650804826

0.7429900103

0.7351340655

0.7986482397

0.7657030284

0.7833410858

0.7823005432

0.7872115819



COPD Prev PCT

		

								Data source: QMAS database - 2009/10 data as at end of July 2010

								SHA and PCT codes are used for administrative purposes in local and national databases; practice names are as held on QMAS

								For PMS practices participating in the national QOF, achieved points shown are prior to PMS points deductions.

								This work remains the sole and exclusive property of the Health and Social Care Information Centre and may only be reproduced where

								there is explicit reference to the ownership of the Health and Social Care Information Centre.

								This work may be re-used by NHS and government organisations without permission.

								This work is subject to the Re-Use of Public Sector Information Regulations and permission for commercial use must be obtained from the copyright holder.

								Copyright © 2010, The Health and Social Care Information Centre, Prescribing and Primary Care Services. All rights reserved.

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH		52		375,797		5,138		1.4%		3,113		0.8%		32,730		8.7%		12,474		-		3,150		0.8%		1,490		-		5,340		1.4%		3,175		0.8%		4,196		1.1%		17,008		4.5%		1,440		0.4%		706		0.2%		421		0.1%		903		0.2%		24,232		-		15,972		-		5,595		-		2,039		0.5%		25,135		-		855		-		57,641		-		2,455		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK		47		316,613		4,729		1.5%		2,641		0.8%		30,827		9.7%		10,945		-		3,649		1.2%		1,211		-		4,581		1.4%		2,443		0.8%		3,234		1.0%		12,790		4.0%		1,273		0.4%		634		0.2%		314		0.1%		698		0.2%		17,765		-		14,236		-		5,262		-		1,813		0.6%		23,045		-		555		-		51,034		-		2,181		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM		47		301,234		5,658		1.9%		3,197		1.1%		31,799		10.6%		12,607		-		3,149		1.0%		1,361		-		5,277		1.8%		2,889		1.0%		3,307		1.1%		17,047		5.7%		1,507		0.5%		777		0.3%		248		0.1%		868		0.3%		22,747		-		16,545		-		5,001		-		2,014		0.7%		22,180		-		763		-		56,380		-		2,246		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		BEXLEY		30		228,417		6,886		3.0%		3,421		1.5%		30,678		13.4%		10,559		-		3,312		1.4%		1,227		-		7,265		3.2%		3,134		1.4%		1,444		0.6%		11,630		5.1%		1,541		0.7%		668		0.3%		915		0.4%		908		0.4%		11,787		-		15,792		-		7,160		-		2,925		1.3%		22,805		-		516		-		50,689		-		1,301		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY		52		324,225		9,984		3.1%		5,184		1.6%		45,209		13.9%		12,509		-		4,143		1.3%		1,617		-		8,900		2.7%		5,134		1.6%		2,389		0.7%		17,526		5.4%		2,226		0.7%		1,064		0.3%		330		0.1%		1,499		0.5%		28,428		-		20,295		-		10,868		-		4,740		1.5%		23,591		-		741		-		72,545		-		2,346		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		GREENWICH		45		264,861		6,070		2.3%		2,794		1.1%		31,273		11.8%		10,033		-		3,388		1.3%		1,305		-		6,034		2.3%		2,753		1.0%		2,635		1.0%		12,955		4.9%		1,310		0.5%		682		0.3%		445		0.2%		959		0.4%		14,824		-		14,553		-		7,427		-		2,226		0.8%		28,583		-		705		-		50,996		-		2,134		0.8%

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		8,703,385		192,226		2.2%		91,507		1.1%		949,636		10.9%		358,400		-		86,643		1.0%		38,305		-		188,961		2.2%		90,715		1.0%		83,405		1.0%		413,972		4.8%		43,474		0.5%		20,714		0.2%		9,376		0.1%		26,745		0.3%		514,626		-		494,550		-		181,575		-		73,014		0.8%		657,741		-		20,483		-		1,598,376		-		58,138		0.7%

		Prevalence						Copyright © 2010, The Health and Social Care Information Centre, Prescribing and Primary Care Services. All rights reserved.

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates, England

		Total number of practices = 8,305

		Sum of list sizes for all practices = 54,836,561

				(a)		(b)		(c)

		Clinical Area		Sum of Register Counts		Prevalence		QOF Register Description

		Chronic Obstructive Pulmonary Disease		861,341		1.6%		Patients with COPD

								Area		Chronic Obstructive Pulmonary Disease Prevalence

								LAMBETH		0.8%

								SOUTHWARK		1.2%

								LEWISHAM		1.0%

								BEXLEY		1.4%

								BROMLEY		1.3%

								GREENWICH		1.3%

								LONDON		1.0%

								ENGLAND		1.6%
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Chronic Obstructive Pulmonary Disease Register Prevalence, April 2009 - March 2010, (QOF)
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		Chronic Obstructive Pulmonary Disease

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		COPD01 Sum of Points		COPD08 Sum of Points		COPD08 Sum of Numerators		COPD08 Sum of Denominators		COPD08 Underlying achievement		COPD10 Sum of Points		COPD10 Sum of Numerators		COPD10 Sum of Denominators		COPD10 Underlying achievement		COPD12 Sum of Points		COPD12 Sum of Numerators		COPD12 Sum of Denominators		COPD12 Underlying achievement		COPD13 Sum of Points		COPD13 Sum of Numerators		COPD13 Sum of Denominators		COPD13 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY PCT		52		156		311.6		3,288		3,516		93.5%		359.0		3,201		3,673		87.1%		245.0		693		770		90.0%		437.3		3,223		3,611		89.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH PCT		52		156		303.8		2,503		2,726		91.8%		349.6		2,396		2,805		85.4%		243.8		500		569		87.9%		422.5		2,483		2,769		89.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM PCT		47		141		269.3		2,427		2,701		89.9%		310.1		2,452		2,897		84.6%		217.6		567		638		88.9%		362.6		2,490		2,849		87.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		NHS BEXLEY		30		90		177.0		2,595		2,816		92.2%		202.7		2,580		2,932		88.0%		145.0		581		639		90.9%		236.5		2,561		2,887		88.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		NHS GREENWICH		45		135		264.8		2,679		2,872		93.3%		299.8		2,756		3,191		86.4%		212.1		607		666		91.1%		333.5		2,690		3,125		86.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		47		141		278.1		2,780		3,017		92.1%		301.6		2,708		3,212		84.3%		208.0		594		673		88.3%		337.4		2,710		3,163		85.7%

		Chronic Obstructive Pulmonary Disease

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		COPD01 Sum of Points		COPD08 Sum of Points		COPD08 Sum of Numerators		COPD08 Sum of Denominators		COPD08 Underlying achievement		COPD10 Sum of Points		COPD10 Sum of Numerators		COPD10 Sum of Denominators		COPD10 Underlying achievement		COPD12 Sum of Points		COPD12 Sum of Numerators		COPD12 Sum of Denominators		COPD12 Underlying achievement		COPD13 Sum of Points		COPD13 Sum of Numerators		COPD13 Sum of Denominators		COPD13 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		4,524		8,933.8		69,684		74,991		92.9%		10,123.2		68,971		78,816		87.5%		6,919.4		14,982		16,753		89.4%		12,272.0		69,723		77,778		89.6%

		Chronic Obstructive Pulmonary Disease

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group, England

		Total number of practices = 8,305

				(a)		(b)		(c)		(d)		(e)

		Indicator		Points available		Total points achieved		Total points achieved / Available %		Underlying achievement		Exception rate

		COPD10		7		56,606.9		97.4%		88.5%		11.76%

						Area		The percentage of patients with COPD with a record of FeV1 in the previous 15 months

						LAMBETH		85.4%

						SOUTHWARK		84.3%

						LEWISHAM		84.6%

						BEXLEY		88.0%

						BROMLEY		87.1%

						GREENWICH		86.4%

						LONDON		87.5%

						ENGLAND		88.5%
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COPD10 Underlying achievement

Patients with COPD with a Record of FeV1 in the Previous 15 Months (COPD10), 
April 2009 - March 2010, (QOF)



CHD Practice

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by Practice

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Practice Code		Practice Name		List size		Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Hypertension Register		Hypertension Prevalence		Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Epilepsy Register (ages 18+)		Epilepsy Prevalence		Hypothyroidism Register		Hypothyroidism Prevalence		Cancer Register		Cancer Prevalence		Mental Health Register		Mental Health Prevalence		Asthma Register		Asthma Prevalence		Heart Failure Register		Heart Failure Prevalence		Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Palliative Care Register		Palliative Care Prevalence		Dementia Register		Dementia Prevalence		Depression Register		Depression Prevalence		Register for Depression1 Indicator		Depression1 Indicator Prevalence		Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Obesity Register (ages 18+)		Obesity Prevalence		Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Register for Smoking Indicators		Smoking Prevalence		Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85138		ALBION STREET HEALTH CENTRE (DR DONMALL)		10,445		188		1.8%		111		1.1%		848		8.1%		336		-		156		1.5%		48		-		166		1.6%		115		1.1%		122		1.2%		476		4.6%		52		0.5%		25		0.2%		11		0.1%		28		0.3%		865		-		463		-		178		-		78		0.7%		573		-		22		-		1,625		-		50		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85012		AYLESBURY MEDICAL CENTRE (DR KAY)		23,524		356		1.5%		192		0.8%		2,672		11.4%		959		-		378		1.6%		104		-		352		1.5%		177		0.8%		241		1.0%		878		3.7%		104		0.4%		98		0.4%		21		0.1%		57		0.2%		1,798		-		1,204		-		496		-		140		0.6%		3,132		-		54		-		4,155		-		132		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85094		BERMONDSEY & LANSDOWNE MEDICAL MISSION (DR TORRY)		12,989		141		1.1%		98		0.8%		1,035		8.0%		369		-		119		0.9%		55		-		193		1.5%		62		0.5%		117		0.9%		609		4.7%		40		0.3%		10		0.1%		10		0.1%		18		0.1%		209		-		456		-		214		-		72		0.6%		928		-		11		-		1,858		-		81		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85642		BLACKFRIARS MEDICAL PRACTICE		5,296		99		1.9%		62		1.2%		461		8.7%		200		-		102		1.9%		15		-		113		2.1%		61		1.2%		43		0.8%		185		3.5%		22		0.4%		4		0.1%		7		0.1%		5		0.1%		489		-		264		-		100		-		51		1.0%		333		-		2		-		818		-		25		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85106		BOROUGH MEDICAL CENTRE (DR MISRA)		2,762		76		2.8%		33		1.2%		330		11.9%		171		-		29		1.0%		9		-		45		1.6%		25		0.9%		29		1.0%		105		3.8%		10		0.4%		7		0.3%		1		0.0%		7		0.3%		151		-		219		-		82		-		17		0.6%		168		-		5		-		542		-		6		0.2%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		Y00454		BOROUGH MEDICAL CENTRE (SHARMA)		2,555		40		1.6%		4		0.2%		188		7.4%		91		-		20		0.8%		9		-		27		1.1%		16		0.6%		24		0.9%		87		3.4%		9		0.4%		1		0.0%		0		0.0%		1		0.0%		152		-		117		-		29		-		9		0.4%		154		-		3		-		351		-		13		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85132		CONCORDIA MELBOURNE GROVE		8,038		89		1.1%		47		0.6%		592		7.4%		175		-		54		0.7%		33		-		85		1.1%		55		0.7%		68		0.8%		383		4.8%		20		0.2%		8		0.1%		1		0.0%		9		0.1%		377		-		239		-		49		-		31		0.4%		395		-		12		-		1,081		-		118		1.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85030		CONCORDIA PARKSIDE		6,858		83		1.2%		55		0.8%		594		8.7%		256		-		62		0.9%		24		-		60		0.9%		37		0.5%		81		1.2%		153		2.2%		33		0.5%		13		0.2%		6		0.1%		14		0.2%		338		-		316		-		65		-		34		0.5%		390		-		7		-		951		-		57		0.8%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85031		DMC CHADWICK ROAD		7,136		122		1.7%		76		1.1%		786		11.0%		256		-		75		1.1%		37		-		103		1.4%		68		1.0%		86		1.2%		430		6.0%		35		0.5%		20		0.3%		3		0.0%		13		0.2%		546		-		345		-		110		-		43		0.6%		521		-		15		-		1,357		-		42		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85087		DMC SILVERLOCK (DR GUPTA)		3,521		74		2.1%		40		1.1%		441		12.5%		170		-		56		1.6%		15		-		60		1.7%		40		1.1%		32		0.9%		127		3.6%		24		0.7%		11		0.3%		3		0.1%		11		0.3%		227		-		216		-		63		-		30		0.9%		223		-		0		-		652		-		22		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85052		DR ABU-NIJAILA		6,375		70		1.1%		37		0.6%		774		12.1%		169		-		54		0.8%		16		-		57		0.9%		47		0.7%		73		1.1%		246		3.9%		16		0.3%		8		0.1%		2		0.0%		7		0.1%		352		-		216		-		143		-		24		0.4%		538		-		6		-		1,082		-		85		1.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85125		DR BHATT		5,745		156		2.7%		76		1.3%		591		10.3%		226		-		114		2.0%		27		-		148		2.6%		50		0.9%		49		0.9%		227		4.0%		30		0.5%		13		0.2%		7		0.1%		20		0.3%		319		-		338		-		162		-		61		1.1%		598		-		15		-		1,020		-		23		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85623		DR BHATTI		7,252		104		1.4%		46		0.6%		587		8.1%		176		-		71		1.0%		37		-		103		1.4%		38		0.5%		62		0.9%		261		3.6%		34		0.5%		9		0.1%		1		0.0%		13		0.2%		477		-		260		-		104		-		51		0.7%		389		-		15		-		1,005		-		44		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85721		DR BRADFORD		6,331		121		1.9%		57		0.9%		669		10.6%		248		-		60		0.9%		26		-		70		1.1%		47		0.7%		68		1.1%		202		3.2%		15		0.2%		7		0.1%		6		0.1%		21		0.3%		507		-		333		-		100		-		29		0.5%		687		-		4		-		1,024		-		62		1.0%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85091		DR DEWJI		2,878		28		1.0%		10		0.3%		353		12.3%		85		-		9		0.3%		13		-		40		1.4%		28		1.0%		20		0.7%		64		2.2%		3		0.1%		2		0.1%		0		0.0%		3		0.1%		126		-		109		-		95		-		2		0.1%		247		-		2		-		457		-		22		0.8%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85681		DR DOHA		4,829		68		1.4%		26		0.5%		420		8.7%		154		-		34		0.7%		8		-		41		0.8%		28		0.6%		43		0.9%		126		2.6%		13		0.3%		0		0.0%		0		0.0%		2		0.0%		113		-		203		-		12		-		16		0.3%		263		-		4		-		675		-		7		0.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85719		DR LEE		955		4		0.4%		1		0.1%		72		7.5%		18		-		2		0.2%		1		-		2		0.2%		3		0.3%		4		0.4%		14		1.5%		2		0.2%		2		0.2%		1		0.1%		1		0.1%		9		-		22		-		1		-		1		0.1%		27		-		0		-		94		-		4		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85082		DR SINHA		3,294		76		2.3%		36		1.1%		415		12.6%		150		-		63		1.9%		7		-		45		1.4%		21		0.6%		35		1.1%		133		4.0%		23		0.7%		17		0.5%		4		0.1%		8		0.2%		124		-		203		-		109		-		24		0.7%		233		-		1		-		568		-		101		3.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85051		ELM LODGE SURGERY (DR LEDGER)		7,067		128		1.8%		79		1.1%		701		9.9%		169		-		49		0.7%		22		-		152		2.2%		77		1.1%		28		0.4%		320		4.5%		28		0.4%		14		0.2%		4		0.1%		13		0.2%		97		-		263		-		118		-		70		1.0%		117		-		3		-		1,133		-		35		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85029		FALMOUTH ROAD GROUP PRACTICE (DR RAANA)		10,547		164		1.6%		75		0.7%		849		8.0%		350		-		102		1.0%		40		-		139		1.3%		83		0.8%		86		0.8%		403		3.8%		54		0.5%		32		0.3%		12		0.1%		12		0.1%		632		-		470		-		132		-		58		0.5%		565		-		14		-		1,483		-		34		0.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85001		FOREST HILL GROUP PRACTICE (DR ROGERS)		14,660		283		1.9%		184		1.3%		1,346		9.2%		402		-		172		1.2%		72		-		321		2.2%		154		1.1%		140		1.0%		809		5.5%		63		0.4%		25		0.2%		14		0.1%		45		0.3%		774		-		604		-		149		-		133		0.9%		573		-		30		-		2,501		-		53		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85715		HURLEY GROUP PRACTICE (DR ASHWORTH)		3,377		64		1.9%		34		1.0%		498		14.7%		149		-		32		0.9%		14		-		35		1.0%		25		0.7%		44		1.3%		123		3.6%		20		0.6%		15		0.4%		11		0.3%		15		0.4%		170		-		195		-		47		-		30		0.9%		323		-		7		-		688		-		28		0.8%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85134		LISTER HEALTH CENTRE (ARU)		5,378		39		0.7%		20		0.4%		469		8.7%		186		-		58		1.1%		12		-		25		0.5%		27		0.5%		61		1.1%		180		3.3%		8		0.1%		5		0.1%		2		0.0%		5		0.1%		150		-		208		-		55		-		16		0.3%		564		-		8		-		772		-		56		1.0%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85095		MANOR PLACE SURGERY (DR HERZMARK)		10,559		160		1.5%		105		1.0%		1,001		9.5%		378		-		154		1.5%		46		-		154		1.5%		70		0.7%		116		1.1%		493		4.7%		45		0.4%		25		0.2%		10		0.1%		19		0.2%		491		-		504		-		170		-		76		0.7%		687		-		29		-		1,725		-		48		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85084		PENROSE SURGERY		4,421		59		1.3%		25		0.6%		595		13.5%		213		-		62		1.4%		22		-		64		1.4%		23		0.5%		42		1.0%		182		4.1%		13		0.3%		5		0.1%		2		0.0%		6		0.1%		212		-		245		-		101		-		20		0.5%		538		-		3		-		870		-		49		1.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85034		PRINCESS STREET GROUP PRACTICE		13,543		229		1.7%		116		0.9%		1,071		7.9%		469		-		210		1.6%		43		-		237		1.7%		112		0.8%		158		1.2%		592		4.4%		47		0.3%		24		0.2%		7		0.1%		26		0.2%		1,080		-		613		-		246		-		73		0.5%		677		-		32		-		2,058		-		53		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85040		QUEENS ROAD SURGERY		5,472		70		1.3%		51		0.9%		853		15.6%		301		-		40		0.7%		24		-		56		1.0%		32		0.6%		76		1.4%		201		3.7%		24		0.4%		14		0.3%		11		0.2%		9		0.2%		172		-		346		-		78		-		20		0.4%		646		-		15		-		1,161		-		38		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85050		SIR JOHN KIRK CLOSE SURGERY		3,373		57		1.7%		36		1.1%		536		15.9%		191		-		67		2.0%		16		-		42		1.2%		43		1.3%		48		1.4%		158		4.7%		32		0.9%		16		0.5%		5		0.1%		6		0.2%		318		-		228		-		79		-		24		0.7%		270		-		7		-		766		-		87		2.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85042		ST GILES SURGERY (DR VIRJI)		4,928		49		1.0%		36		0.7%		410		8.3%		186		-		44		0.9%		14		-		74		1.5%		42		0.9%		54		1.1%		190		3.9%		5		0.1%		3		0.1%		2		0.0%		6		0.1%		169		-		218		-		78		-		15		0.3%		329		-		5		-		750		-		28		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85009		ST JAMES SURGERY (DR ZIGMOND)		1,659		77		4.6%		31		1.9%		303		18.3%		73		-		64		3.9%		14		-		28		1.7%		24		1.4%		15		0.9%		68		4.1%		19		1.1%		7		0.4%		4		0.2%		4		0.2%		37		-		134		-		133		-		22		1.3%		236		-		3		-		446		-		16		1.0%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85726		ST. GILES SURGERY SE5 7RF (DR ROSEMEN)		6,550		91		1.4%		43		0.7%		702		10.7%		239		-		63		1.0%		29		-		82		1.3%		36		0.5%		61		0.9%		296		4.5%		19		0.3%		8		0.1%		6		0.1%		12		0.2%		352		-		304		-		86		-		16		0.2%		421		-		13		-		1,160		-		33		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85119		STERNHALL LANE SURGERY (DR MADAN)		5,000		72		1.4%		53		1.1%		547		10.9%		260		-		45		0.9%		27		-		69		1.4%		38		0.8%		51		1.0%		141		2.8%		18		0.4%		11		0.2%		18		0.4%		23		0.5%		220		-		307		-		50		-		23		0.5%		387		-		7		-		848		-		43		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85692		SURREY DOCKS HEALTH CENTRE (DR HOLDEN)		9,906		102		1.0%		57		0.6%		697		7.0%		205		-		103		1.0%		32		-		151		1.5%		79		0.8%		54		0.5%		400		4.0%		20		0.2%		15		0.2%		7		0.1%		4		0.0%		748		-		280		-		118		-		44		0.4%		614		-		14		-		1,203		-		48		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85006		THE ACORN SURGERY (DR SALAU)		12,008		143		1.2%		93		0.8%		1,087		9.1%		404		-		98		0.8%		36		-		95		0.8%		38		0.3%		188		1.6%		353		2.9%		40		0.3%		14		0.1%		3		0.0%		43		0.4%		613		-		495		-		182		-		46		0.4%		789		-		22		-		1,795		-		109		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85712		THE AVICENNA HEALTH CENTRE (DR KADHIM)		4,720		46		1.0%		23		0.5%		415		8.8%		152		-		49		1.0%		10		-		82		1.7%		18		0.4%		27		0.6%		130		2.8%		14		0.3%		8		0.2%		1		0.0%		2		0.0%		50		-		183		-		110		-		30		0.6%		359		-		6		-		658		-		44		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85013		THE CAMBERWELL GREEN SURGERY (DR DURSTON)		11,156		128		1.1%		89		0.8%		996		8.9%		364		-		117		1.0%		44		-		149		1.3%		95		0.9%		163		1.5%		417		3.7%		43		0.4%		25		0.2%		16		0.1%		18		0.2%		364		-		459		-		204		-		54		0.5%		1,182		-		19		-		1,717		-		43		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85651		THE DULWICH MEDICAL CENTRE (DR GUPTA)		11,782		136		1.2%		75		0.6%		801		6.8%		304		-		79		0.7%		47		-		161		1.4%		75		0.6%		108		0.9%		538		4.6%		38		0.3%		14		0.1%		5		0.0%		8		0.1%		955		-		400		-		64		-		36		0.3%		628		-		9		-		1,566		-		34		0.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85707		THE EAST DULWICH PRIMARY CARE CENTRE (DR SARMA)		2,599		49		1.9%		31		1.2%		420		16.2%		154		-		5		0.2%		9		-		29		1.1%		28		1.1%		20		0.8%		80		3.1%		13		0.5%		6		0.2%		0		0.0%		3		0.1%		68		-		183		-		97		-		19		0.7%		237		-		13		-		552		-		13		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85644		THE GARDENS SURGERY (DR CLIFFE)		6,463		112		1.7%		53		0.8%		683		10.6%		209		-		101		1.6%		30		-		129		2.0%		64		1.0%		90		1.4%		344		5.3%		20		0.3%		6		0.1%		9		0.1%		18		0.3%		598		-		287		-		104		-		57		0.9%		401		-		32		-		1,163		-		29		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85097		THE GRANGE ROAD PRACTICE (DR BROOKS)		6,697		114		1.7%		58		0.9%		580		8.7%		232		-		103		1.5%		28		-		151		2.3%		57		0.9%		77		1.1%		280		4.2%		29		0.4%		5		0.1%		4		0.1%		7		0.1%		387		-		316		-		109		-		39		0.6%		287		-		22		-		1,084		-		15		0.2%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85112		THE HAMBLEDEN CLINIC		3,983		48		1.2%		39		1.0%		384		9.6%		116		-		33		0.8%		5		-		34		0.9%		37		0.9%		34		0.9%		120		3.0%		14		0.4%		8		0.2%		3		0.1%		5		0.1%		185		-		143		-		66		-		24		0.6%		181		-		5		-		583		-		61		1.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85007		THE LISTER HEALTH CENTRE (DR ULLAH)		3,316		20		0.6%		16		0.5%		302		9.1%		93		-		3		0.1%		9		-		9		0.3%		19		0.6%		16		0.5%		61		1.8%		10		0.3%		6		0.2%		1		0.0%		1		0.0%		73		-		107		-		37		-		6		0.2%		272		-		3		-		407		-		41		1.2%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85723		THE LISTER HEALTH CENTRE (HOSSAIN)		3,917		50		1.3%		18		0.5%		456		11.6%		169		-		29		0.7%		12		-		30		0.8%		22		0.6%		40		1.0%		176		4.5%		19		0.5%		13		0.3%		14		0.4%		8		0.2%		102		-		205		-		85		-		12		0.3%		434		-		11		-		735		-		94		2.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85705		THE NEW MILL STREET SURGERY (DR CAMPION)		5,239		73		1.4%		42		0.8%		480		9.2%		111		-		50		1.0%		17		-		108		2.1%		55		1.0%		39		0.7%		216		4.1%		46		0.9%		6		0.1%		36		0.7%		87		1.7%		206		-		171		-		112		-		28		0.5%		348		-		2		-		770		-		45		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85685		THE NUNHEAD SURGERY (DR ROE)		7,240		166		2.3%		89		1.2%		863		11.9%		328		-		140		1.9%		25		-		127		1.8%		79		1.1%		116		1.6%		462		6.4%		46		0.6%		26		0.4%		10		0.1%		45		0.6%		725		-		442		-		203		-		61		0.8%		426		-		15		-		1,617		-		34		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85632		THE VILLA STREET MEDICAL CENTRE (DR DIFFLEY)		6,009		62		1.0%		45		0.7%		582		9.7%		187		-		90		1.5%		23		-		80		1.3%		41		0.7%		48		0.8%		213		3.5%		20		0.3%		11		0.2%		5		0.1%		8		0.1%		381		-		233		-		112		-		30		0.5%		365		-		19		-		929		-		30		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85019		TRAFALGAR SURGERY (DR SEKWEYAMA)		4,261		43		1.0%		18		0.4%		372		8.7%		142		-		29		0.7%		5		-		58		1.4%		32		0.8%		37		0.9%		138		3.2%		21		0.5%		12		0.3%		8		0.2%		2		0.0%		257		-		170		-		25		-		18		0.4%		390		-		9		-		579		-		46		1.1%
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Coronary Heart Disease Prevalence

CHD Prevalence

Coronary Heart Disease Prevalence, Southwark GP Practices, April 2009 - March 2010 (QOF)



Control hypertensionPCT

		Hypertension

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		BP01 Sum of Points		BP04 Sum of Points		BP04 Sum of Numerators		BP04 Sum of Denominators		BP04 Underlying achievement		BP05 Sum of Points		BP05 Sum of Numerators		BP05 Sum of Denominators		BP05 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY PCT		52		312		910.6		40,296		44,847		89.9%		2,933.1		33,426		43,654		76.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH PCT		52		312		915.9		29,581		32,460		91.1%		2,957.6		23,908		31,249		76.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM PCT		47		282		821.2		28,258		31,475		89.8%		2,617.3		22,290		30,321		73.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		NHS BEXLEY		30		180		536.6		27,752		30,399		91.3%		1,705.0		23,751		29,739		79.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		NHS GREENWICH		45		270		785.1		28,284		31,070		91.0%		2,517.1		23,577		30,098		78.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		47		282		816.0		27,194		30,250		89.9%		2,616.4		21,569		29,030		74.3%

		Hypertension

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		BP01 Sum of Points		BP04 Sum of Points		BP04 Sum of Numerators		BP04 Sum of Denominators		BP04 Underlying achievement		BP05 Sum of Points		BP05 Sum of Numerators		BP05 Sum of Denominators		BP05 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		9,072		26,628.4		855,158		940,562		90.9%		84,954.9		713,038		911,463		78.2%

		Hypertension

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group, England

		Total number of practices = 8,305

				(a)		(b)		(c)		(d)		(e)

		Indicator		Points available		Total points achieved		Total points achieved / Available %		Underlying achievement		Exception rate

		BP05		57		468,422.4		99.0%		78.7%		4.04%

								Area		BP 5. The percentage of patients with hypertension in whom the last blood pressure (measured in the previous 9 months) is 150/90 or less

								LAMBETH		76.5%

								SOUTHWARK		74.3%

								LEWISHAM		73.5%

								BEXLEY		79.9%

								BROMLEY		76.6%

								GREENWICH		78.3%

								LONDON		78.2%

								ENGLAND		78.7%





Control hypertensionPCT
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BP5 underlying achievement

The percentage of patients with hypertension in whom the last blood pressure (measured in the previous 9 months) is 150/90 or less (BP5)
April 2009 - March 2010 (QOF)



Control HBA1Cshowing exceptions

		Diabetes Mellitus

		Quality and Outcomes Framework (QOF) Exception Reporting for April 2009-March 2010, England

		Exception rate =  number of exceptions / (number of exceptions + denominator) * 100

		DM24, HBA1C < 8

		PCT Name		Practice Code		Practice Name		DM24 Points		DM24 Numerator		DM24 Denominator				DM24 Exceptions				controlled		not controlled		exceptions		total no of pts on diabetes register				controlled		not controlled		exceptions

		SOUTHWARK PCT		G85138		ALBION STREET HEALTH CENTRE (DR DONMALL)		8.0		219		290		G85138		46				219		71		46		336				65.2%		21.1%		13.7%		100.0%

		SOUTHWARK PCT		G85012		AYLESBURY MEDICAL CENTRE (DR KAY)		8.0		676		894		G85012		65				676		218		65		959				70.5%		22.7%		6.8%		100.0%

		SOUTHWARK PCT		G85094		BERMONDSEY & LANSDOWNE MEDICAL MISSION (DR TORRY)		8.0		309		350		G85094		19				309		41		19		369				83.7%		11.1%		5.1%		100.0%

		SOUTHWARK PCT		G85642		BLACKFRIARS MEDICAL PRACTICE		8.0		140		188		G85642		12				140		48		12		200				70.0%		24.0%		6.0%		100.0%

		SOUTHWARK PCT		G85106		BOROUGH MEDICAL CENTRE (DR MISRA)		7.3		102		151		G85106		20				102		49		20		171				59.6%		28.7%		11.7%		100.0%

		SOUTHWARK PCT		Y00454		BOROUGH MEDICAL CENTRE (SHARMA)		7.9		62		89		Y00454		2				62		27		2		91				68.1%		29.7%		2.2%		100.0%

		SOUTHWARK PCT		G85132		CONCORDIA MELBOURNE GROVE		8.0		116		154		G85132		21				116		38		21		175				66.3%		21.7%		12.0%		100.0%

		SOUTHWARK PCT		G85030		CONCORDIA PARKSIDE		8.0		126		160		G85030		96				126		34		96		256				49.2%		13.3%		37.5%		100.0%

		SOUTHWARK PCT		G85031		DMC CHADWICK ROAD		7.8		157		227		G85031		29				157		70		29		256				61.3%		27.3%		11.3%		100.0%

		SOUTHWARK PCT		G85087		DMC SILVERLOCK (DR GUPTA)		8.0		116		152		G85087		18				116		36		18		170				68.2%		21.2%		10.6%		100.0%

		SOUTHWARK PCT		G85052		DR ABU-NIJAILA		8.0		111		148		G85052		21				111		37		21		169				65.7%		21.9%		12.4%		100.0%

		SOUTHWARK PCT		G85125		DR BHATT		8.0		149		210		G85125		16				149		61		16		226				65.9%		27.0%		7.1%		100.0%

		SOUTHWARK PCT		G85623		DR BHATTI		8.0		117		164		G85623		12				117		47		12		176				66.5%		26.7%		6.8%		100.0%

		SOUTHWARK PCT		G85721		DR BRADFORD		8.0		175		200		G85721		48				175		25		48		248				70.6%		10.1%		19.4%		100.0%

		SOUTHWARK PCT		G85091		DR DEWJI		6.1		51		81		G85091		4				51		30		4		85				60.0%		35.3%		4.7%		100.0%

		SOUTHWARK PCT		G85681		DR DOHA		7.4		95		140		G85681		14				95		45		14		154				61.7%		29.2%		9.1%		100.0%

		SOUTHWARK PCT		G85719		DR LEE		4.3		9		16		G85719		2				9		7		2		18				50.0%		38.9%		11.1%		100.0%

		SOUTHWARK PCT		G85082		DR SINHA		3.7		76		141		G85082		9				76		65		9		150				50.7%		43.3%		6.0%		100.0%

		SOUTHWARK PCT		G85051		ELM LODGE SURGERY (DR LEDGER)		8.0		117		154		G85051		15				117		37		15		169				69.2%		21.9%		8.9%		100.0%

		SOUTHWARK PCT		G85029		FALMOUTH ROAD GROUP PRACTICE (DR RAANA)		8.0		229		326		G85029		24				229		97		24		350				65.4%		27.7%		6.9%		100.0%

		SOUTHWARK PCT		G85001		FOREST HILL GROUP PRACTICE (DR ROGERS)		8.0		241		341		G85001		61				241		100		61		402				60.0%		24.9%		15.2%		100.0%

		SOUTHWARK PCT		G85715		HURLEY GROUP PRACTICE (DR ASHWORTH)		8.0		92		117		G85715		32				92		25		32		149				61.7%		16.8%		21.5%		100.0%

		SOUTHWARK PCT		G85134		LISTER HEALTH CENTRE (ARU)		3.4		92		174		G85134		12				92		82		12		186				49.5%		44.1%		6.5%		100.0%

		SOUTHWARK PCT		G85095		MANOR PLACE SURGERY (DR HERZMARK)		8.0		254		328		G85095		50				254		74		50		378				67.2%		19.6%		13.2%		100.0%

		SOUTHWARK PCT		G85084		PENROSE SURGERY		8.0		148		196		G85084		17				148		48		17		213				69.5%		22.5%		8.0%		100.0%

		SOUTHWARK PCT		G85034		PRINCESS STREET GROUP PRACTICE		8.0		343		414		G85034		55				343		71		55		469				73.1%		15.1%		11.7%		100.0%

		SOUTHWARK PCT		G85040		QUEENS ROAD SURGERY		7.1		191		286		G85040		15				191		95		15		301				63.5%		31.6%		5.0%		100.0%

		SOUTHWARK PCT		G85050		SIR JOHN KIRK CLOSE SURGERY		6.1		111		177		G85050		14				111		66		14		191				58.1%		34.6%		7.3%		100.0%

		SOUTHWARK PCT		G85042		ST GILES SURGERY (DR VIRJI)		5.9		107		172		G85042		14				107		65		14		186				57.5%		34.9%		7.5%		100.0%

		SOUTHWARK PCT		G85009		ST JAMES SURGERY (DR ZIGMOND)		4.3		36		64		G85009		9				36		28		9		73				49.3%		38.4%		12.3%		100.0%

		SOUTHWARK PCT		G85726		ST. GILES SURGERY SE5 7RF (DR ROSEMEN)		6.6		146		226		G85726		13				146		80		13		239				61.1%		33.5%		5.4%		100.0%

		SOUTHWARK PCT		G85119		STERNHALL LANE SURGERY (DR MADAN)		8.0		161		222		G85119		38				161		61		38		260				61.9%		23.5%		14.6%		100.0%

		SOUTHWARK PCT		G85692		SURREY DOCKS HEALTH CENTRE (DR HOLDEN)		8.0		147		184		G85692		21				147		37		21		205				71.7%		18.0%		10.2%		100.0%

		SOUTHWARK PCT		G85006		THE ACORN SURGERY (DR SALAU)		2.4		181		370		G85006		34				181		189		34		404				44.8%		46.8%		8.4%		100.0%

		SOUTHWARK PCT		G85712		THE AVICENNA HEALTH CENTRE (DR KADHIM)		7.9		100		144		G85712		8				100		44		8		152				65.8%		28.9%		5.3%		100.0%

		SOUTHWARK PCT		G85013		THE CAMBERWELL GREEN SURGERY (DR DURSTON)		8.0		255		350		G85013		14				255		95		14		364				70.1%		26.1%		3.8%		100.0%

		SOUTHWARK PCT		G85651		THE DULWICH MEDICAL CENTRE (DR GUPTA)		8.0		183		261		G85651		43				183		78		43		304				60.2%		25.7%		14.1%		100.0%

		SOUTHWARK PCT		G85707		THE EAST DULWICH PRIMARY CARE CENTRE (DR SARMA)		3.9		78		143		G85707		11				78		65		11		154				50.6%		42.2%		7.1%		100.0%

		SOUTHWARK PCT		G85644		THE GARDENS SURGERY (DR CLIFFE)		8.0		142		196		G85644		13				142		54		13		209				67.9%		25.8%		6.2%		100.0%

		SOUTHWARK PCT		G85097		THE GRANGE ROAD PRACTICE (DR BROOKS)		7.2		135		202		G85097		30				135		67		30		232				58.2%		28.9%		12.9%		100.0%

		SOUTHWARK PCT		G85112		THE HAMBLEDEN CLINIC		6.4		66		103		G85112		13				66		37		13		116				56.9%		31.9%		11.2%		100.0%

		SOUTHWARK PCT		G85007		THE LISTER HEALTH CENTRE (DR ULLAH)		4.2		49		88		G85007		5				49		39		5		93				52.7%		41.9%		5.4%		100.0%

		SOUTHWARK PCT		G85723		THE LISTER HEALTH CENTRE (HOSSAIN)		3.2		77		148		G85723		21				77		71		21		169				45.6%		42.0%		12.4%		100.0%

		SOUTHWARK PCT		G85705		THE NEW MILL STREET SURGERY (DR CAMPION)		8.0		76		99		G85705		12				76		23		12		111				68.5%		20.7%		10.8%		100.0%

		SOUTHWARK PCT		G85685		THE NUNHEAD SURGERY (DR ROE)		7.1		175		263		G85685		65				175		88		65		328				53.4%		26.8%		19.8%		100.0%

		SOUTHWARK PCT		G85632		THE VILLA STREET MEDICAL CENTRE (DR DIFFLEY)		8.0		127		159		G85632		28				127		32		28		187				67.9%		17.1%		15.0%		100.0%

		SOUTHWARK PCT		G85019		TRAFALGAR SURGERY (DR SEKWEYAMA)		6.8		87		133		G85019		9				87		46		9		142				61.3%		32.4%		6.3%		100.0%

						SOUTHWARK				6,952		9,795								6,952		2,843		1,150		10,945				63.5%		26.0%		10.5%		100.0%

						LONDON		11,414.3		239,988		323,266								239,988		83,278		34929		358,195				67.0%		23.2%		9.8%		100.0%

						ENGLAND				1641193		2119824								1641193		478,631		218639		2,338,463				70.2%		20.5%		9.36%		100.0%
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		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH		52		375,797		5,138		1.4%		3,113		0.8%		32,730		8.7%		12,474		-		3,150		0.8%		1,490		-		5,340		1.4%		3,175		0.8%		4,196		1.1%		17,008		4.5%		1,440		0.4%		706		0.2%		421		0.1%		903		0.2%		24,232		-		15,972		-		5,595		-		2,039		0.5%		25,135		-		855		-		57,641		-		2,455		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK		47		316,613		4,729		1.5%		2,641		0.8%		30,827		9.7%		10,945		-		3,649		1.2%		1,211		-		4,581		1.4%		2,443		0.8%		3,234		1.0%		12,790		4.0%		1,273		0.4%		634		0.2%		314		0.1%		698		0.2%		17,765		-		14,236		-		5,262		-		1,813		0.6%		23,045		-		555		-		51,034		-		2,181		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM		47		301,234		5,658		1.9%		3,197		1.1%		31,799		10.6%		12,607		-		3,149		1.0%		1,361		-		5,277		1.8%		2,889		1.0%		3,307		1.1%		17,047		5.7%		1,507		0.5%		777		0.3%		248		0.1%		868		0.3%		22,747		-		16,545		-		5,001		-		2,014		0.7%		22,180		-		763		-		56,380		-		2,246		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		BEXLEY		30		228,417		6,886		3.0%		3,421		1.5%		30,678		13.4%		10,559		-		3,312		1.4%		1,227		-		7,265		3.2%		3,134		1.4%		1,444		0.6%		11,630		5.1%		1,541		0.7%		668		0.3%		915		0.4%		908		0.4%		11,787		-		15,792		-		7,160		-		2,925		1.3%		22,805		-		516		-		50,689		-		1,301		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY		52		324,225		9,984		3.1%		5,184		1.6%		45,209		13.9%		12,509		-		4,143		1.3%		1,617		-		8,900		2.7%		5,134		1.6%		2,389		0.7%		17,526		5.4%		2,226		0.7%		1,064		0.3%		330		0.1%		1,499		0.5%		28,428		-		20,295		-		10,868		-		4,740		1.5%		23,591		-		741		-		72,545		-		2,346		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		GREENWICH		45		264,861		6,070		2.3%		2,794		1.1%		31,273		11.8%		10,033		-		3,388		1.3%		1,305		-		6,034		2.3%		2,753		1.0%		2,635		1.0%		12,955		4.9%		1,310		0.5%		682		0.3%		445		0.2%		959		0.4%		14,824		-		14,553		-		7,427		-		2,226		0.8%		28,583		-		705		-		50,996		-		2,134		0.8%

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		8,703,385		192,226		2.2%		91,507		1.1%		949,636		10.9%		358,400		-		86,643		1.0%		38,305		-		188,961		2.2%		90,715		1.0%		83,405		1.0%		413,972		4.8%		43,474		0.5%		20,714		0.2%		9,376		0.1%		26,745		0.3%		514,626		-		494,550		-		181,575		-		73,014		0.8%		657,741		-		20,483		-		1,598,376		-		58,138		0.7%

		Prevalence						Copyright © 2010, The Health and Social Care Information Centre, Prescribing and Primary Care Services. All rights reserved.

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates, England

		Total number of practices = 8,305

		Sum of list sizes for all practices = 54,836,561

						Area		Mental Health Prevalence

						LAMBETH		1.1%

						SOUTHWARK		1.0%

						LEWISHAM		1.1%

						BEXLEY		0.6%

						BROMLEY		0.7%

						GREENWICH		1.0%

						LONDON		1.0%

						ENGLAND		0.8%
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Mental health admissions

		NHS COMPARATORS

		Mental Health Admissions per 1,000 Population

		The rate in terms of activity per 1000 practice for all admissions to Mental Health Specialities

		Denominator data: Population based on GP list data

		Numerator data: Count of  completed spells for Mental Health specialities (treatment speciality in range 710-724)

		2008/09

		Type		Code		Organisation		Crude Rate		Standardised Rate		Lower Confidence Limit		Upper Confidence Limit		Population		Total Count		Expected Count		Count Difference		% Difference

		National				National		2.06		2.06		2.1		2.1		54460158		112036		112036		0		0

		SHA		Q36		London SHA		2.13		2.16		2.1		2.2		8569779		18246		17392		854		4.9

		PCT		5A7		Bromley PCT		1.32		1.31		1.2		1.4		323721		428		673		-245		-36.4

		PCT		5AT		Hillingdon PCT		1.36		1.4		1.3		1.6		268150		366		538		-172		-32

		PCT		5M6		Richmond and Twickenham PCT		1.47		1.46		1.3		1.6		197124		289		407		-118		-29

		PCT		5K5		Brent Teaching PCT		1.47		1.48		1.4		1.6		351780		516		717		-201		-28.1

		PCT		TAK		Bexley CT		1.51		1.52		1.4		1.7		226703		342		462		-120		-26

		PCT		5K6		Harrow PCT		1.53		1.54		1.4		1.7		233669		357		477		-120		-25.2

		PCT		5A9		Barnet PCT		1.61		1.64		1.5		1.8		362330		585		732		-147		-20.1

		PCT		5K9		Croydon PCT		1.61		1.65		1.5		1.8		379359		611		762		-151		-19.8

		PCT		5M7		Sutton and Merton PCT		1.69		1.7		1.6		1.8		409583		694		842		-148		-17.6

		PCT		5H1		Hammersmith and Fulham PCT		1.8		1.81		1.6		2		191065		344		392		-48		-12.2

		PCT		5A5		Kingston PCT		1.85		1.85		1.7		2.1		190418		352		392		-40		-10.1

		PCT		5C1		Enfield PCT		1.8		1.87		1.7		2		297335		534		589		-55		-9.3

		PCT		5LG		Wandsworth PCT		1.98		1.92		1.8		2.1		334302		662		710		-48		-6.7

		PCT		5LC		Westminster PCT		2.05		1.96		1.8		2.1		243112		499		524		-25		-4.9

		PCT		5HX		Ealing PCT		1.92		1.98		1.8		2.1		354237		680		707		-27		-3.9

		PCT		5LE		Southwark PCT		2.08		2.09		1.9		2.3		308588		641		630		11		1.7

		PCT		5A4		Havering PCT		2.13		2.1		1.9		2.3		251686		535		525		10		1.9

		PCT		5LA		Kensington and Chelsea PCT		2.2		2.11		1.9		2.3		184414		406		396		10		2.5

		PCT		5C4		Tower Hamlets PCT		2.08		2.16		2		2.4		243547		506		481		25		5.2

		PCT		5C5		Newham PCT		2.14		2.3		2.1		2.5		332563		712		637		75		11.8

		PCT		5HY		Hounslow PCT		2.25		2.32		2.1		2.5		253372		569		505		64		12.6

		PCT		5A8		Greenwich Teaching PCT		2.26		2.34		2.2		2.5		265385		601		527		74		14

		PCT		5LD		Lambeth PCT		2.44		2.41		2.3		2.6		365542		891		761		130		17.1

		PCT		5NA		Redbridge PCT		2.36		2.44		2.3		2.6		265005		625		526		99		18.8

		PCT		5LF		Lewisham PCT		2.42		2.47		2.3		2.7		296045		716		597		119		19.9

		PCT		5C9		Haringey Teaching PCT		2.58		2.68		2.5		2.9		273956		707		543		164		30.1

		PCT		5C3		City and Hackney Teaching PCT		2.63		2.75		2.6		3		272598		716		536		180		33.6

		PCT		5C2		Barking and Dagenham PCT		3.2		3.44		3.2		3.7		181761		582		349		233		67

		PCT		5NC		Waltham Forest PCT		3.51		3.64		3.4		3.9		275098		965		545		420		77

		PCT		5K8		Islington PCT		4.08		4.04		3.8		4.3		207298		846		431		415		96.3

		PCT		5K7		Camden PCT		4.21		4.17		3.9		4.4		230033		969		478		491		102.8

						Area		Standardised Rate

						LAMBETH		2.41

						SOUTHWARK		2.09

						LEWISHAM		2.47

						BEXLEY		1.52						WARNING: Data can be incomplete with not all Mental Health providers submitting data each quarter

						BROMLEY		1.31						There is data for 2009/10 (see below) but I question if all data has yet been submitted…needs further investiagion.

						GREENWICH		2.34

						LONDON		2.16

						ENGLAND		2.06

		2009/10

		Type		Code		Organisation		Crude Rate		Standardised Rate		Lower Confidence Limit		Upper Confidence Limit		Population		Total Count		Expected Count		Count Difference		% Difference

		National				National		1.92		1.92		1.9		1.9		54881133		105361		105361		0		0

		SHA		Q36		London SHA		2.19		2.22		2.2		2.3		8694640		19009		16462		2547		15.5

		PCT		5K9		Croydon PCT		1.12		1.15		1		1.3		381704		429		717		-288		-40.2

		PCT		5A4		Havering PCT		1.45		1.44		1.3		1.6		253195		368		492		-124		-25.2

		PCT		5LE		Southwark PCT		1.49		1.5		1.4		1.6		314117		469		601		-132		-22

		PCT		5K5		Brent Teaching PCT		1.63		1.65		1.5		1.8		354616		579		674		-95		-14.1

		PCT		5LD		Lambeth PCT		1.72		1.69		1.6		1.8		372967		641		727		-86		-11.8

		PCT		5NA		Redbridge PCT		1.63		1.7		1.6		1.9		271313		442		499		-57		-11.4

		PCT		5A7		Bromley PCT		1.75		1.73		1.6		1.9		325218		569		630		-61		-9.7

		PCT		5LF		Lewisham PCT		1.72		1.75		1.6		1.9		300517		516		567		-51		-9

		PCT		5H1		Hammersmith and Fulham PCT		1.84		1.84		1.7		2		189256		348		363		-15		-4.3

		PCT		5HX		Ealing PCT		1.79		1.85		1.7		2		367184		659		685		-26		-3.7

		PCT		TAK		Bexley CT		1.93		1.95		1.8		2.1		227762		439		433		6		1.4

		PCT		5A9		Barnet PCT		1.94		1.97		1.8		2.1		366131		709		690		19		2.8

		PCT		5AT		Hillingdon PCT		1.92		1.97		1.8		2.2		272944		523		510		13		2.6

		PCT		5A5		Kingston PCT		2		2		1.8		2.2		190105		380		364		16		4.4

		PCT		5M6		Richmond and Twickenham PCT		2.03		2.02		1.8		2.2		198841		403		383		20		5.3

		PCT		5K6		Harrow PCT		2.03		2.04		1.9		2.2		235358		477		448		29		6.4

		PCT		5LG		Wandsworth PCT		2.13		2.07		1.9		2.2		371271		792		736		56		7.7

		PCT		5HY		Hounslow PCT		2.1		2.17		2		2.4		257443		541		478		63		13.1

		PCT		5M7		Sutton and Merton PCT		2.17		2.18		2		2.3		390442		849		748		101		13.5

		PCT		5NC		Waltham Forest PCT		2.21		2.3		2.1		2.5		275898		611		509		102		20

		PCT		5C1		Enfield PCT		2.3		2.41		2.2		2.6		295883		681		542		139		25.7

		PCT		5C2		Barking and Dagenham PCT		2.24		2.43		2.2		2.7		185512		416		329		87		26.5

		PCT		5C4		Tower Hamlets PCT		2.41		2.52		2.3		2.7		250148		604		461		143		31.1

		PCT		5C9		Haringey Teaching PCT		2.48		2.56		2.4		2.8		278759		691		518		173		33.3

		PCT		5LA		Kensington and Chelsea PCT		2.7		2.58		2.4		2.8		187660		506		377		129		34.4

		PCT		5LC		Westminster PCT		2.79		2.66		2.5		2.9		246105		686		495		191		38.5

		PCT		5A8		Greenwich Teaching PCT		3.02		3.13		2.9		3.4		265066		800		491		309		63

		PCT		5C5		Newham PCT		3.05		3.29		3.1		3.5		338920		1035		604		431		71.4

		PCT		5K8		Islington PCT		3.72		3.67		3.4		3.9		212604		791		414		377		91

		PCT		5C3		City and Hackney Teaching PCT		3.66		3.83		3.6		4.1		273541		1002		503		499		99.3

		PCT		5K7		Camden PCT		4.31		4.26		4		4.5		244160		1053		475		578		121.7

						Area		Standardised Rate

						LAMBETH		1.69

						SOUTHWARK		1.5

						LEWISHAM		1.75

						BEXLEY		1.95

						BROMLEY		1.73

						GREENWICH		3.13

						LONDON		2.22

						ENGLAND		1.92
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COPD10 Underlying achievement

Patients with COPD with a Record of FeV1 in the Previous 15 Months (COPD10), April 2009 - March 2010, (QOF)
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								Data source: QMAS database - 2009/10 data as at end of July 2010

								SHA and PCT codes are used for administrative purposes in local and national databases; practice names are as held on QMAS

								For PMS practices participating in the national QOF, achieved points shown are prior to PMS points deductions.

								This work remains the sole and exclusive property of the Health and Social Care Information Centre and may only be reproduced where

								there is explicit reference to the ownership of the Health and Social Care Information Centre.

								This work may be re-used by NHS and government organisations without permission.

								This work is subject to the Re-Use of Public Sector Information Regulations and permission for commercial use must be obtained from the copyright holder.

								Copyright © 2010, The Health and Social Care Information Centre, Prescribing and Primary Care Services. All rights reserved.

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH		52		375,797		5,138		1.4%		3,113		0.8%		32,730		8.7%		12,474		-		3,150		0.8%		1,490		-		5,340		1.4%		3,175		0.8%		4,196		1.1%		17,008		4.5%		1,440		0.4%		706		0.2%		421		0.1%		903		0.2%		24,232		-		15,972		-		5,595		-		2,039		0.5%		25,135		-		855		-		57,641		-		2,455		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK		47		316,613		4,729		1.5%		2,641		0.8%		30,827		9.7%		10,945		-		3,649		1.2%		1,211		-		4,581		1.4%		2,443		0.8%		3,234		1.0%		12,790		4.0%		1,273		0.4%		634		0.2%		314		0.1%		698		0.2%		17,765		-		14,236		-		5,262		-		1,813		0.6%		23,045		-		555		-		51,034		-		2,181		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM		47		301,234		5,658		1.9%		3,197		1.1%		31,799		10.6%		12,607		-		3,149		1.0%		1,361		-		5,277		1.8%		2,889		1.0%		3,307		1.1%		17,047		5.7%		1,507		0.5%		777		0.3%		248		0.1%		868		0.3%		22,747		-		16,545		-		5,001		-		2,014		0.7%		22,180		-		763		-		56,380		-		2,246		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		BEXLEY		30		228,417		6,886		3.0%		3,421		1.5%		30,678		13.4%		10,559		-		3,312		1.4%		1,227		-		7,265		3.2%		3,134		1.4%		1,444		0.6%		11,630		5.1%		1,541		0.7%		668		0.3%		915		0.4%		908		0.4%		11,787		-		15,792		-		7,160		-		2,925		1.3%		22,805		-		516		-		50,689		-		1,301		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY		52		324,225		9,984		3.1%		5,184		1.6%		45,209		13.9%		12,509		-		4,143		1.3%		1,617		-		8,900		2.7%		5,134		1.6%		2,389		0.7%		17,526		5.4%		2,226		0.7%		1,064		0.3%		330		0.1%		1,499		0.5%		28,428		-		20,295		-		10,868		-		4,740		1.5%		23,591		-		741		-		72,545		-		2,346		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		GREENWICH		45		264,861		6,070		2.3%		2,794		1.1%		31,273		11.8%		10,033		-		3,388		1.3%		1,305		-		6,034		2.3%		2,753		1.0%		2,635		1.0%		12,955		4.9%		1,310		0.5%		682		0.3%		445		0.2%		959		0.4%		14,824		-		14,553		-		7,427		-		2,226		0.8%		28,583		-		705		-		50,996		-		2,134		0.8%

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		8,703,385		192,226		2.2%		91,507		1.1%		949,636		10.9%		358,400		-		86,643		1.0%		38,305		-		188,961		2.2%		90,715		1.0%		83,405		1.0%		413,972		4.8%		43,474		0.5%		20,714		0.2%		9,376		0.1%		26,745		0.3%		514,626		-		494,550		-		181,575		-		73,014		0.8%		657,741		-		20,483		-		1,598,376		-		58,138		0.7%

		Prevalence						Copyright © 2010, The Health and Social Care Information Centre, Prescribing and Primary Care Services. All rights reserved.

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates, England

		Total number of practices = 8,305

		Sum of list sizes for all practices = 54,836,561

				(a)		(b)		(c)

		Clinical Area		Sum of Register Counts		Prevalence		QOF Register Description

		Chronic Obstructive Pulmonary Disease		861,341		1.6%		Patients with COPD

								Area		Chronic Obstructive Pulmonary Disease Prevalence

								LAMBETH		0.8%

								SOUTHWARK		1.2%

								LEWISHAM		1.0%

								BEXLEY		1.4%

								BROMLEY		1.3%

								GREENWICH		1.3%

								LONDON		1.0%

								ENGLAND		1.6%
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Prevalence

Chronic Obstructive Pulmonary Disease Register Prevalence, April 2009 - March 2010, (QOF)



COPD10 PCT

		

		Chronic Obstructive Pulmonary Disease

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		COPD01 Sum of Points		COPD08 Sum of Points		COPD08 Sum of Numerators		COPD08 Sum of Denominators		COPD08 Underlying achievement		COPD10 Sum of Points		COPD10 Sum of Numerators		COPD10 Sum of Denominators		COPD10 Underlying achievement		COPD12 Sum of Points		COPD12 Sum of Numerators		COPD12 Sum of Denominators		COPD12 Underlying achievement		COPD13 Sum of Points		COPD13 Sum of Numerators		COPD13 Sum of Denominators		COPD13 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY PCT		52		156		311.6		3,288		3,516		93.5%		359.0		3,201		3,673		87.1%		245.0		693		770		90.0%		437.3		3,223		3,611		89.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH PCT		52		156		303.8		2,503		2,726		91.8%		349.6		2,396		2,805		85.4%		243.8		500		569		87.9%		422.5		2,483		2,769		89.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM PCT		47		141		269.3		2,427		2,701		89.9%		310.1		2,452		2,897		84.6%		217.6		567		638		88.9%		362.6		2,490		2,849		87.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		NHS BEXLEY		30		90		177.0		2,595		2,816		92.2%		202.7		2,580		2,932		88.0%		145.0		581		639		90.9%		236.5		2,561		2,887		88.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		NHS GREENWICH		45		135		264.8		2,679		2,872		93.3%		299.8		2,756		3,191		86.4%		212.1		607		666		91.1%		333.5		2,690		3,125		86.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		47		141		278.1		2,780		3,017		92.1%		301.6		2,708		3,212		84.3%		208.0		594		673		88.3%		337.4		2,710		3,163		85.7%

		Chronic Obstructive Pulmonary Disease

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		COPD01 Sum of Points		COPD08 Sum of Points		COPD08 Sum of Numerators		COPD08 Sum of Denominators		COPD08 Underlying achievement		COPD10 Sum of Points		COPD10 Sum of Numerators		COPD10 Sum of Denominators		COPD10 Underlying achievement		COPD12 Sum of Points		COPD12 Sum of Numerators		COPD12 Sum of Denominators		COPD12 Underlying achievement		COPD13 Sum of Points		COPD13 Sum of Numerators		COPD13 Sum of Denominators		COPD13 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		4,524		8,933.8		69,684		74,991		92.9%		10,123.2		68,971		78,816		87.5%		6,919.4		14,982		16,753		89.4%		12,272.0		69,723		77,778		89.6%

		Chronic Obstructive Pulmonary Disease

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group, England

		Total number of practices = 8,305

				(a)		(b)		(c)		(d)		(e)

		Indicator		Points available		Total points achieved		Total points achieved / Available %		Underlying achievement		Exception rate

		COPD10		7		56,606.9		97.4%		88.5%		11.76%

						Area		The percentage of patients with COPD with a record of FeV1 in the previous 15 months

						LAMBETH		85.4%

						SOUTHWARK		84.3%

						LEWISHAM		84.6%

						BEXLEY		88.0%

						BROMLEY		87.1%

						GREENWICH		86.4%

						LONDON		87.5%

						ENGLAND		88.5%
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COPD10 Underlying achievement

Patients with COPD with a Record of FeV1 in the Previous 15 Months (COPD10), 
April 2009 - March 2010, (QOF)



CHD Practice

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by Practice

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Practice Code		Practice Name		List size		Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Hypertension Register		Hypertension Prevalence		Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Epilepsy Register (ages 18+)		Epilepsy Prevalence		Hypothyroidism Register		Hypothyroidism Prevalence		Cancer Register		Cancer Prevalence		Mental Health Register		Mental Health Prevalence		Asthma Register		Asthma Prevalence		Heart Failure Register		Heart Failure Prevalence		Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Palliative Care Register		Palliative Care Prevalence		Dementia Register		Dementia Prevalence		Depression Register		Depression Prevalence		Register for Depression1 Indicator		Depression1 Indicator Prevalence		Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Obesity Register (ages 18+)		Obesity Prevalence		Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Register for Smoking Indicators		Smoking Prevalence		Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85138		ALBION STREET HEALTH CENTRE (DR DONMALL)		10,445		188		1.8%		111		1.1%		848		8.1%		336		-		156		1.5%		48		-		166		1.6%		115		1.1%		122		1.2%		476		4.6%		52		0.5%		25		0.2%		11		0.1%		28		0.3%		865		-		463		-		178		-		78		0.7%		573		-		22		-		1,625		-		50		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85012		AYLESBURY MEDICAL CENTRE (DR KAY)		23,524		356		1.5%		192		0.8%		2,672		11.4%		959		-		378		1.6%		104		-		352		1.5%		177		0.8%		241		1.0%		878		3.7%		104		0.4%		98		0.4%		21		0.1%		57		0.2%		1,798		-		1,204		-		496		-		140		0.6%		3,132		-		54		-		4,155		-		132		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85094		BERMONDSEY & LANSDOWNE MEDICAL MISSION (DR TORRY)		12,989		141		1.1%		98		0.8%		1,035		8.0%		369		-		119		0.9%		55		-		193		1.5%		62		0.5%		117		0.9%		609		4.7%		40		0.3%		10		0.1%		10		0.1%		18		0.1%		209		-		456		-		214		-		72		0.6%		928		-		11		-		1,858		-		81		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85642		BLACKFRIARS MEDICAL PRACTICE		5,296		99		1.9%		62		1.2%		461		8.7%		200		-		102		1.9%		15		-		113		2.1%		61		1.2%		43		0.8%		185		3.5%		22		0.4%		4		0.1%		7		0.1%		5		0.1%		489		-		264		-		100		-		51		1.0%		333		-		2		-		818		-		25		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85106		BOROUGH MEDICAL CENTRE (DR MISRA)		2,762		76		2.8%		33		1.2%		330		11.9%		171		-		29		1.0%		9		-		45		1.6%		25		0.9%		29		1.0%		105		3.8%		10		0.4%		7		0.3%		1		0.0%		7		0.3%		151		-		219		-		82		-		17		0.6%		168		-		5		-		542		-		6		0.2%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		Y00454		BOROUGH MEDICAL CENTRE (SHARMA)		2,555		40		1.6%		4		0.2%		188		7.4%		91		-		20		0.8%		9		-		27		1.1%		16		0.6%		24		0.9%		87		3.4%		9		0.4%		1		0.0%		0		0.0%		1		0.0%		152		-		117		-		29		-		9		0.4%		154		-		3		-		351		-		13		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85132		CONCORDIA MELBOURNE GROVE		8,038		89		1.1%		47		0.6%		592		7.4%		175		-		54		0.7%		33		-		85		1.1%		55		0.7%		68		0.8%		383		4.8%		20		0.2%		8		0.1%		1		0.0%		9		0.1%		377		-		239		-		49		-		31		0.4%		395		-		12		-		1,081		-		118		1.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85030		CONCORDIA PARKSIDE		6,858		83		1.2%		55		0.8%		594		8.7%		256		-		62		0.9%		24		-		60		0.9%		37		0.5%		81		1.2%		153		2.2%		33		0.5%		13		0.2%		6		0.1%		14		0.2%		338		-		316		-		65		-		34		0.5%		390		-		7		-		951		-		57		0.8%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85031		DMC CHADWICK ROAD		7,136		122		1.7%		76		1.1%		786		11.0%		256		-		75		1.1%		37		-		103		1.4%		68		1.0%		86		1.2%		430		6.0%		35		0.5%		20		0.3%		3		0.0%		13		0.2%		546		-		345		-		110		-		43		0.6%		521		-		15		-		1,357		-		42		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85087		DMC SILVERLOCK (DR GUPTA)		3,521		74		2.1%		40		1.1%		441		12.5%		170		-		56		1.6%		15		-		60		1.7%		40		1.1%		32		0.9%		127		3.6%		24		0.7%		11		0.3%		3		0.1%		11		0.3%		227		-		216		-		63		-		30		0.9%		223		-		0		-		652		-		22		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85052		DR ABU-NIJAILA		6,375		70		1.1%		37		0.6%		774		12.1%		169		-		54		0.8%		16		-		57		0.9%		47		0.7%		73		1.1%		246		3.9%		16		0.3%		8		0.1%		2		0.0%		7		0.1%		352		-		216		-		143		-		24		0.4%		538		-		6		-		1,082		-		85		1.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85125		DR BHATT		5,745		156		2.7%		76		1.3%		591		10.3%		226		-		114		2.0%		27		-		148		2.6%		50		0.9%		49		0.9%		227		4.0%		30		0.5%		13		0.2%		7		0.1%		20		0.3%		319		-		338		-		162		-		61		1.1%		598		-		15		-		1,020		-		23		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85623		DR BHATTI		7,252		104		1.4%		46		0.6%		587		8.1%		176		-		71		1.0%		37		-		103		1.4%		38		0.5%		62		0.9%		261		3.6%		34		0.5%		9		0.1%		1		0.0%		13		0.2%		477		-		260		-		104		-		51		0.7%		389		-		15		-		1,005		-		44		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85721		DR BRADFORD		6,331		121		1.9%		57		0.9%		669		10.6%		248		-		60		0.9%		26		-		70		1.1%		47		0.7%		68		1.1%		202		3.2%		15		0.2%		7		0.1%		6		0.1%		21		0.3%		507		-		333		-		100		-		29		0.5%		687		-		4		-		1,024		-		62		1.0%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85091		DR DEWJI		2,878		28		1.0%		10		0.3%		353		12.3%		85		-		9		0.3%		13		-		40		1.4%		28		1.0%		20		0.7%		64		2.2%		3		0.1%		2		0.1%		0		0.0%		3		0.1%		126		-		109		-		95		-		2		0.1%		247		-		2		-		457		-		22		0.8%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85681		DR DOHA		4,829		68		1.4%		26		0.5%		420		8.7%		154		-		34		0.7%		8		-		41		0.8%		28		0.6%		43		0.9%		126		2.6%		13		0.3%		0		0.0%		0		0.0%		2		0.0%		113		-		203		-		12		-		16		0.3%		263		-		4		-		675		-		7		0.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85719		DR LEE		955		4		0.4%		1		0.1%		72		7.5%		18		-		2		0.2%		1		-		2		0.2%		3		0.3%		4		0.4%		14		1.5%		2		0.2%		2		0.2%		1		0.1%		1		0.1%		9		-		22		-		1		-		1		0.1%		27		-		0		-		94		-		4		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85082		DR SINHA		3,294		76		2.3%		36		1.1%		415		12.6%		150		-		63		1.9%		7		-		45		1.4%		21		0.6%		35		1.1%		133		4.0%		23		0.7%		17		0.5%		4		0.1%		8		0.2%		124		-		203		-		109		-		24		0.7%		233		-		1		-		568		-		101		3.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85051		ELM LODGE SURGERY (DR LEDGER)		7,067		128		1.8%		79		1.1%		701		9.9%		169		-		49		0.7%		22		-		152		2.2%		77		1.1%		28		0.4%		320		4.5%		28		0.4%		14		0.2%		4		0.1%		13		0.2%		97		-		263		-		118		-		70		1.0%		117		-		3		-		1,133		-		35		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85029		FALMOUTH ROAD GROUP PRACTICE (DR RAANA)		10,547		164		1.6%		75		0.7%		849		8.0%		350		-		102		1.0%		40		-		139		1.3%		83		0.8%		86		0.8%		403		3.8%		54		0.5%		32		0.3%		12		0.1%		12		0.1%		632		-		470		-		132		-		58		0.5%		565		-		14		-		1,483		-		34		0.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85001		FOREST HILL GROUP PRACTICE (DR ROGERS)		14,660		283		1.9%		184		1.3%		1,346		9.2%		402		-		172		1.2%		72		-		321		2.2%		154		1.1%		140		1.0%		809		5.5%		63		0.4%		25		0.2%		14		0.1%		45		0.3%		774		-		604		-		149		-		133		0.9%		573		-		30		-		2,501		-		53		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85715		HURLEY GROUP PRACTICE (DR ASHWORTH)		3,377		64		1.9%		34		1.0%		498		14.7%		149		-		32		0.9%		14		-		35		1.0%		25		0.7%		44		1.3%		123		3.6%		20		0.6%		15		0.4%		11		0.3%		15		0.4%		170		-		195		-		47		-		30		0.9%		323		-		7		-		688		-		28		0.8%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85134		LISTER HEALTH CENTRE (ARU)		5,378		39		0.7%		20		0.4%		469		8.7%		186		-		58		1.1%		12		-		25		0.5%		27		0.5%		61		1.1%		180		3.3%		8		0.1%		5		0.1%		2		0.0%		5		0.1%		150		-		208		-		55		-		16		0.3%		564		-		8		-		772		-		56		1.0%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85095		MANOR PLACE SURGERY (DR HERZMARK)		10,559		160		1.5%		105		1.0%		1,001		9.5%		378		-		154		1.5%		46		-		154		1.5%		70		0.7%		116		1.1%		493		4.7%		45		0.4%		25		0.2%		10		0.1%		19		0.2%		491		-		504		-		170		-		76		0.7%		687		-		29		-		1,725		-		48		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85084		PENROSE SURGERY		4,421		59		1.3%		25		0.6%		595		13.5%		213		-		62		1.4%		22		-		64		1.4%		23		0.5%		42		1.0%		182		4.1%		13		0.3%		5		0.1%		2		0.0%		6		0.1%		212		-		245		-		101		-		20		0.5%		538		-		3		-		870		-		49		1.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85034		PRINCESS STREET GROUP PRACTICE		13,543		229		1.7%		116		0.9%		1,071		7.9%		469		-		210		1.6%		43		-		237		1.7%		112		0.8%		158		1.2%		592		4.4%		47		0.3%		24		0.2%		7		0.1%		26		0.2%		1,080		-		613		-		246		-		73		0.5%		677		-		32		-		2,058		-		53		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85040		QUEENS ROAD SURGERY		5,472		70		1.3%		51		0.9%		853		15.6%		301		-		40		0.7%		24		-		56		1.0%		32		0.6%		76		1.4%		201		3.7%		24		0.4%		14		0.3%		11		0.2%		9		0.2%		172		-		346		-		78		-		20		0.4%		646		-		15		-		1,161		-		38		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85050		SIR JOHN KIRK CLOSE SURGERY		3,373		57		1.7%		36		1.1%		536		15.9%		191		-		67		2.0%		16		-		42		1.2%		43		1.3%		48		1.4%		158		4.7%		32		0.9%		16		0.5%		5		0.1%		6		0.2%		318		-		228		-		79		-		24		0.7%		270		-		7		-		766		-		87		2.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85042		ST GILES SURGERY (DR VIRJI)		4,928		49		1.0%		36		0.7%		410		8.3%		186		-		44		0.9%		14		-		74		1.5%		42		0.9%		54		1.1%		190		3.9%		5		0.1%		3		0.1%		2		0.0%		6		0.1%		169		-		218		-		78		-		15		0.3%		329		-		5		-		750		-		28		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85009		ST JAMES SURGERY (DR ZIGMOND)		1,659		77		4.6%		31		1.9%		303		18.3%		73		-		64		3.9%		14		-		28		1.7%		24		1.4%		15		0.9%		68		4.1%		19		1.1%		7		0.4%		4		0.2%		4		0.2%		37		-		134		-		133		-		22		1.3%		236		-		3		-		446		-		16		1.0%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85726		ST. GILES SURGERY SE5 7RF (DR ROSEMEN)		6,550		91		1.4%		43		0.7%		702		10.7%		239		-		63		1.0%		29		-		82		1.3%		36		0.5%		61		0.9%		296		4.5%		19		0.3%		8		0.1%		6		0.1%		12		0.2%		352		-		304		-		86		-		16		0.2%		421		-		13		-		1,160		-		33		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85119		STERNHALL LANE SURGERY (DR MADAN)		5,000		72		1.4%		53		1.1%		547		10.9%		260		-		45		0.9%		27		-		69		1.4%		38		0.8%		51		1.0%		141		2.8%		18		0.4%		11		0.2%		18		0.4%		23		0.5%		220		-		307		-		50		-		23		0.5%		387		-		7		-		848		-		43		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85692		SURREY DOCKS HEALTH CENTRE (DR HOLDEN)		9,906		102		1.0%		57		0.6%		697		7.0%		205		-		103		1.0%		32		-		151		1.5%		79		0.8%		54		0.5%		400		4.0%		20		0.2%		15		0.2%		7		0.1%		4		0.0%		748		-		280		-		118		-		44		0.4%		614		-		14		-		1,203		-		48		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85006		THE ACORN SURGERY (DR SALAU)		12,008		143		1.2%		93		0.8%		1,087		9.1%		404		-		98		0.8%		36		-		95		0.8%		38		0.3%		188		1.6%		353		2.9%		40		0.3%		14		0.1%		3		0.0%		43		0.4%		613		-		495		-		182		-		46		0.4%		789		-		22		-		1,795		-		109		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85712		THE AVICENNA HEALTH CENTRE (DR KADHIM)		4,720		46		1.0%		23		0.5%		415		8.8%		152		-		49		1.0%		10		-		82		1.7%		18		0.4%		27		0.6%		130		2.8%		14		0.3%		8		0.2%		1		0.0%		2		0.0%		50		-		183		-		110		-		30		0.6%		359		-		6		-		658		-		44		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85013		THE CAMBERWELL GREEN SURGERY (DR DURSTON)		11,156		128		1.1%		89		0.8%		996		8.9%		364		-		117		1.0%		44		-		149		1.3%		95		0.9%		163		1.5%		417		3.7%		43		0.4%		25		0.2%		16		0.1%		18		0.2%		364		-		459		-		204		-		54		0.5%		1,182		-		19		-		1,717		-		43		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85651		THE DULWICH MEDICAL CENTRE (DR GUPTA)		11,782		136		1.2%		75		0.6%		801		6.8%		304		-		79		0.7%		47		-		161		1.4%		75		0.6%		108		0.9%		538		4.6%		38		0.3%		14		0.1%		5		0.0%		8		0.1%		955		-		400		-		64		-		36		0.3%		628		-		9		-		1,566		-		34		0.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85707		THE EAST DULWICH PRIMARY CARE CENTRE (DR SARMA)		2,599		49		1.9%		31		1.2%		420		16.2%		154		-		5		0.2%		9		-		29		1.1%		28		1.1%		20		0.8%		80		3.1%		13		0.5%		6		0.2%		0		0.0%		3		0.1%		68		-		183		-		97		-		19		0.7%		237		-		13		-		552		-		13		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85644		THE GARDENS SURGERY (DR CLIFFE)		6,463		112		1.7%		53		0.8%		683		10.6%		209		-		101		1.6%		30		-		129		2.0%		64		1.0%		90		1.4%		344		5.3%		20		0.3%		6		0.1%		9		0.1%		18		0.3%		598		-		287		-		104		-		57		0.9%		401		-		32		-		1,163		-		29		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85097		THE GRANGE ROAD PRACTICE (DR BROOKS)		6,697		114		1.7%		58		0.9%		580		8.7%		232		-		103		1.5%		28		-		151		2.3%		57		0.9%		77		1.1%		280		4.2%		29		0.4%		5		0.1%		4		0.1%		7		0.1%		387		-		316		-		109		-		39		0.6%		287		-		22		-		1,084		-		15		0.2%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85112		THE HAMBLEDEN CLINIC		3,983		48		1.2%		39		1.0%		384		9.6%		116		-		33		0.8%		5		-		34		0.9%		37		0.9%		34		0.9%		120		3.0%		14		0.4%		8		0.2%		3		0.1%		5		0.1%		185		-		143		-		66		-		24		0.6%		181		-		5		-		583		-		61		1.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85007		THE LISTER HEALTH CENTRE (DR ULLAH)		3,316		20		0.6%		16		0.5%		302		9.1%		93		-		3		0.1%		9		-		9		0.3%		19		0.6%		16		0.5%		61		1.8%		10		0.3%		6		0.2%		1		0.0%		1		0.0%		73		-		107		-		37		-		6		0.2%		272		-		3		-		407		-		41		1.2%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85723		THE LISTER HEALTH CENTRE (HOSSAIN)		3,917		50		1.3%		18		0.5%		456		11.6%		169		-		29		0.7%		12		-		30		0.8%		22		0.6%		40		1.0%		176		4.5%		19		0.5%		13		0.3%		14		0.4%		8		0.2%		102		-		205		-		85		-		12		0.3%		434		-		11		-		735		-		94		2.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85705		THE NEW MILL STREET SURGERY (DR CAMPION)		5,239		73		1.4%		42		0.8%		480		9.2%		111		-		50		1.0%		17		-		108		2.1%		55		1.0%		39		0.7%		216		4.1%		46		0.9%		6		0.1%		36		0.7%		87		1.7%		206		-		171		-		112		-		28		0.5%		348		-		2		-		770		-		45		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85685		THE NUNHEAD SURGERY (DR ROE)		7,240		166		2.3%		89		1.2%		863		11.9%		328		-		140		1.9%		25		-		127		1.8%		79		1.1%		116		1.6%		462		6.4%		46		0.6%		26		0.4%		10		0.1%		45		0.6%		725		-		442		-		203		-		61		0.8%		426		-		15		-		1,617		-		34		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85632		THE VILLA STREET MEDICAL CENTRE (DR DIFFLEY)		6,009		62		1.0%		45		0.7%		582		9.7%		187		-		90		1.5%		23		-		80		1.3%		41		0.7%		48		0.8%		213		3.5%		20		0.3%		11		0.2%		5		0.1%		8		0.1%		381		-		233		-		112		-		30		0.5%		365		-		19		-		929		-		30		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85019		TRAFALGAR SURGERY (DR SEKWEYAMA)		4,261		43		1.0%		18		0.4%		372		8.7%		142		-		29		0.7%		5		-		58		1.4%		32		0.8%		37		0.9%		138		3.2%		21		0.5%		12		0.3%		8		0.2%		2		0.0%		257		-		170		-		25		-		18		0.4%		390		-		9		-		579		-		46		1.1%
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Coronary Heart Disease Prevalence

CHD Prevalence

Coronary Heart Disease Prevalence, Southwark GP Practices, April 2009 - March 2010 (QOF)



Control hypertensionPCT

		Hypertension

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		BP01 Sum of Points		BP04 Sum of Points		BP04 Sum of Numerators		BP04 Sum of Denominators		BP04 Underlying achievement		BP05 Sum of Points		BP05 Sum of Numerators		BP05 Sum of Denominators		BP05 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY PCT		52		312		910.6		40,296		44,847		89.9%		2,933.1		33,426		43,654		76.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH PCT		52		312		915.9		29,581		32,460		91.1%		2,957.6		23,908		31,249		76.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM PCT		47		282		821.2		28,258		31,475		89.8%		2,617.3		22,290		30,321		73.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		NHS BEXLEY		30		180		536.6		27,752		30,399		91.3%		1,705.0		23,751		29,739		79.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		NHS GREENWICH		45		270		785.1		28,284		31,070		91.0%		2,517.1		23,577		30,098		78.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		47		282		816.0		27,194		30,250		89.9%		2,616.4		21,569		29,030		74.3%

		Hypertension

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		BP01 Sum of Points		BP04 Sum of Points		BP04 Sum of Numerators		BP04 Sum of Denominators		BP04 Underlying achievement		BP05 Sum of Points		BP05 Sum of Numerators		BP05 Sum of Denominators		BP05 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		9,072		26,628.4		855,158		940,562		90.9%		84,954.9		713,038		911,463		78.2%

		Hypertension

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group, England

		Total number of practices = 8,305

				(a)		(b)		(c)		(d)		(e)

		Indicator		Points available		Total points achieved		Total points achieved / Available %		Underlying achievement		Exception rate

		BP05		57		468,422.4		99.0%		78.7%		4.04%

								Area		BP 5. The percentage of patients with hypertension in whom the last blood pressure (measured in the previous 9 months) is 150/90 or less

								LAMBETH		76.5%

								SOUTHWARK		74.3%

								LEWISHAM		73.5%

								BEXLEY		79.9%

								BROMLEY		76.6%

								GREENWICH		78.3%

								LONDON		78.2%

								ENGLAND		78.7%





Control hypertensionPCT
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BP5 underlying achievement

The percentage of patients with hypertension in whom the last blood pressure (measured in the previous 9 months) is 150/90 or less (BP5)
April 2009 - March 2010 (QOF)



Control HBA1Cshowing exceptions

		Diabetes Mellitus

		Quality and Outcomes Framework (QOF) Exception Reporting for April 2009-March 2010, England

		Exception rate =  number of exceptions / (number of exceptions + denominator) * 100

		DM24, HBA1C < 8

		PCT Name		Practice Code		Practice Name		DM24 Points		DM24 Numerator		DM24 Denominator				DM24 Exceptions				controlled		not controlled		exceptions		total no of pts on diabetes register				controlled		not controlled		exceptions

		SOUTHWARK PCT		G85138		ALBION STREET HEALTH CENTRE (DR DONMALL)		8.0		219		290		G85138		46				219		71		46		336				65.2%		21.1%		13.7%		100.0%

		SOUTHWARK PCT		G85012		AYLESBURY MEDICAL CENTRE (DR KAY)		8.0		676		894		G85012		65				676		218		65		959				70.5%		22.7%		6.8%		100.0%

		SOUTHWARK PCT		G85094		BERMONDSEY & LANSDOWNE MEDICAL MISSION (DR TORRY)		8.0		309		350		G85094		19				309		41		19		369				83.7%		11.1%		5.1%		100.0%

		SOUTHWARK PCT		G85642		BLACKFRIARS MEDICAL PRACTICE		8.0		140		188		G85642		12				140		48		12		200				70.0%		24.0%		6.0%		100.0%

		SOUTHWARK PCT		G85106		BOROUGH MEDICAL CENTRE (DR MISRA)		7.3		102		151		G85106		20				102		49		20		171				59.6%		28.7%		11.7%		100.0%

		SOUTHWARK PCT		Y00454		BOROUGH MEDICAL CENTRE (SHARMA)		7.9		62		89		Y00454		2				62		27		2		91				68.1%		29.7%		2.2%		100.0%

		SOUTHWARK PCT		G85132		CONCORDIA MELBOURNE GROVE		8.0		116		154		G85132		21				116		38		21		175				66.3%		21.7%		12.0%		100.0%

		SOUTHWARK PCT		G85030		CONCORDIA PARKSIDE		8.0		126		160		G85030		96				126		34		96		256				49.2%		13.3%		37.5%		100.0%

		SOUTHWARK PCT		G85031		DMC CHADWICK ROAD		7.8		157		227		G85031		29				157		70		29		256				61.3%		27.3%		11.3%		100.0%

		SOUTHWARK PCT		G85087		DMC SILVERLOCK (DR GUPTA)		8.0		116		152		G85087		18				116		36		18		170				68.2%		21.2%		10.6%		100.0%

		SOUTHWARK PCT		G85052		DR ABU-NIJAILA		8.0		111		148		G85052		21				111		37		21		169				65.7%		21.9%		12.4%		100.0%

		SOUTHWARK PCT		G85125		DR BHATT		8.0		149		210		G85125		16				149		61		16		226				65.9%		27.0%		7.1%		100.0%

		SOUTHWARK PCT		G85623		DR BHATTI		8.0		117		164		G85623		12				117		47		12		176				66.5%		26.7%		6.8%		100.0%

		SOUTHWARK PCT		G85721		DR BRADFORD		8.0		175		200		G85721		48				175		25		48		248				70.6%		10.1%		19.4%		100.0%

		SOUTHWARK PCT		G85091		DR DEWJI		6.1		51		81		G85091		4				51		30		4		85				60.0%		35.3%		4.7%		100.0%

		SOUTHWARK PCT		G85681		DR DOHA		7.4		95		140		G85681		14				95		45		14		154				61.7%		29.2%		9.1%		100.0%

		SOUTHWARK PCT		G85719		DR LEE		4.3		9		16		G85719		2				9		7		2		18				50.0%		38.9%		11.1%		100.0%

		SOUTHWARK PCT		G85082		DR SINHA		3.7		76		141		G85082		9				76		65		9		150				50.7%		43.3%		6.0%		100.0%

		SOUTHWARK PCT		G85051		ELM LODGE SURGERY (DR LEDGER)		8.0		117		154		G85051		15				117		37		15		169				69.2%		21.9%		8.9%		100.0%

		SOUTHWARK PCT		G85029		FALMOUTH ROAD GROUP PRACTICE (DR RAANA)		8.0		229		326		G85029		24				229		97		24		350				65.4%		27.7%		6.9%		100.0%

		SOUTHWARK PCT		G85001		FOREST HILL GROUP PRACTICE (DR ROGERS)		8.0		241		341		G85001		61				241		100		61		402				60.0%		24.9%		15.2%		100.0%

		SOUTHWARK PCT		G85715		HURLEY GROUP PRACTICE (DR ASHWORTH)		8.0		92		117		G85715		32				92		25		32		149				61.7%		16.8%		21.5%		100.0%

		SOUTHWARK PCT		G85134		LISTER HEALTH CENTRE (ARU)		3.4		92		174		G85134		12				92		82		12		186				49.5%		44.1%		6.5%		100.0%

		SOUTHWARK PCT		G85095		MANOR PLACE SURGERY (DR HERZMARK)		8.0		254		328		G85095		50				254		74		50		378				67.2%		19.6%		13.2%		100.0%

		SOUTHWARK PCT		G85084		PENROSE SURGERY		8.0		148		196		G85084		17				148		48		17		213				69.5%		22.5%		8.0%		100.0%

		SOUTHWARK PCT		G85034		PRINCESS STREET GROUP PRACTICE		8.0		343		414		G85034		55				343		71		55		469				73.1%		15.1%		11.7%		100.0%

		SOUTHWARK PCT		G85040		QUEENS ROAD SURGERY		7.1		191		286		G85040		15				191		95		15		301				63.5%		31.6%		5.0%		100.0%

		SOUTHWARK PCT		G85050		SIR JOHN KIRK CLOSE SURGERY		6.1		111		177		G85050		14				111		66		14		191				58.1%		34.6%		7.3%		100.0%

		SOUTHWARK PCT		G85042		ST GILES SURGERY (DR VIRJI)		5.9		107		172		G85042		14				107		65		14		186				57.5%		34.9%		7.5%		100.0%

		SOUTHWARK PCT		G85009		ST JAMES SURGERY (DR ZIGMOND)		4.3		36		64		G85009		9				36		28		9		73				49.3%		38.4%		12.3%		100.0%

		SOUTHWARK PCT		G85726		ST. GILES SURGERY SE5 7RF (DR ROSEMEN)		6.6		146		226		G85726		13				146		80		13		239				61.1%		33.5%		5.4%		100.0%

		SOUTHWARK PCT		G85119		STERNHALL LANE SURGERY (DR MADAN)		8.0		161		222		G85119		38				161		61		38		260				61.9%		23.5%		14.6%		100.0%

		SOUTHWARK PCT		G85692		SURREY DOCKS HEALTH CENTRE (DR HOLDEN)		8.0		147		184		G85692		21				147		37		21		205				71.7%		18.0%		10.2%		100.0%

		SOUTHWARK PCT		G85006		THE ACORN SURGERY (DR SALAU)		2.4		181		370		G85006		34				181		189		34		404				44.8%		46.8%		8.4%		100.0%

		SOUTHWARK PCT		G85712		THE AVICENNA HEALTH CENTRE (DR KADHIM)		7.9		100		144		G85712		8				100		44		8		152				65.8%		28.9%		5.3%		100.0%

		SOUTHWARK PCT		G85013		THE CAMBERWELL GREEN SURGERY (DR DURSTON)		8.0		255		350		G85013		14				255		95		14		364				70.1%		26.1%		3.8%		100.0%

		SOUTHWARK PCT		G85651		THE DULWICH MEDICAL CENTRE (DR GUPTA)		8.0		183		261		G85651		43				183		78		43		304				60.2%		25.7%		14.1%		100.0%

		SOUTHWARK PCT		G85707		THE EAST DULWICH PRIMARY CARE CENTRE (DR SARMA)		3.9		78		143		G85707		11				78		65		11		154				50.6%		42.2%		7.1%		100.0%

		SOUTHWARK PCT		G85644		THE GARDENS SURGERY (DR CLIFFE)		8.0		142		196		G85644		13				142		54		13		209				67.9%		25.8%		6.2%		100.0%

		SOUTHWARK PCT		G85097		THE GRANGE ROAD PRACTICE (DR BROOKS)		7.2		135		202		G85097		30				135		67		30		232				58.2%		28.9%		12.9%		100.0%

		SOUTHWARK PCT		G85112		THE HAMBLEDEN CLINIC		6.4		66		103		G85112		13				66		37		13		116				56.9%		31.9%		11.2%		100.0%

		SOUTHWARK PCT		G85007		THE LISTER HEALTH CENTRE (DR ULLAH)		4.2		49		88		G85007		5				49		39		5		93				52.7%		41.9%		5.4%		100.0%

		SOUTHWARK PCT		G85723		THE LISTER HEALTH CENTRE (HOSSAIN)		3.2		77		148		G85723		21				77		71		21		169				45.6%		42.0%		12.4%		100.0%

		SOUTHWARK PCT		G85705		THE NEW MILL STREET SURGERY (DR CAMPION)		8.0		76		99		G85705		12				76		23		12		111				68.5%		20.7%		10.8%		100.0%

		SOUTHWARK PCT		G85685		THE NUNHEAD SURGERY (DR ROE)		7.1		175		263		G85685		65				175		88		65		328				53.4%		26.8%		19.8%		100.0%

		SOUTHWARK PCT		G85632		THE VILLA STREET MEDICAL CENTRE (DR DIFFLEY)		8.0		127		159		G85632		28				127		32		28		187				67.9%		17.1%		15.0%		100.0%

		SOUTHWARK PCT		G85019		TRAFALGAR SURGERY (DR SEKWEYAMA)		6.8		87		133		G85019		9				87		46		9		142				61.3%		32.4%		6.3%		100.0%

						SOUTHWARK				6,952		9,795								6,952		2,843		1,150		10,945				63.5%		26.0%		10.5%		100.0%

						LONDON		11,414.3		239,988		323,266								239,988		83,278		34929		358,195				67.0%		23.2%		9.8%		100.0%

						ENGLAND				1641193		2119824								1641193		478,631		218639		2,338,463				70.2%		20.5%		9.36%		100.0%





Control HBA1Cshowing exceptions
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not controlled

exceptions

The percentage of patients with diabetes in whom the last HbA1c is 8 or less inthe previous 15 months



QoF Mental Illness register

								For PMS practices participating in the national QOF, achieved points shown are prior to PMS points deductions.
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		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH		52		375,797		5,138		1.4%		3,113		0.8%		32,730		8.7%		12,474		-		3,150		0.8%		1,490		-		5,340		1.4%		3,175		0.8%		4,196		1.1%		17,008		4.5%		1,440		0.4%		706		0.2%		421		0.1%		903		0.2%		24,232		-		15,972		-		5,595		-		2,039		0.5%		25,135		-		855		-		57,641		-		2,455		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK		47		316,613		4,729		1.5%		2,641		0.8%		30,827		9.7%		10,945		-		3,649		1.2%		1,211		-		4,581		1.4%		2,443		0.8%		3,234		1.0%		12,790		4.0%		1,273		0.4%		634		0.2%		314		0.1%		698		0.2%		17,765		-		14,236		-		5,262		-		1,813		0.6%		23,045		-		555		-		51,034		-		2,181		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM		47		301,234		5,658		1.9%		3,197		1.1%		31,799		10.6%		12,607		-		3,149		1.0%		1,361		-		5,277		1.8%		2,889		1.0%		3,307		1.1%		17,047		5.7%		1,507		0.5%		777		0.3%		248		0.1%		868		0.3%		22,747		-		16,545		-		5,001		-		2,014		0.7%		22,180		-		763		-		56,380		-		2,246		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		BEXLEY		30		228,417		6,886		3.0%		3,421		1.5%		30,678		13.4%		10,559		-		3,312		1.4%		1,227		-		7,265		3.2%		3,134		1.4%		1,444		0.6%		11,630		5.1%		1,541		0.7%		668		0.3%		915		0.4%		908		0.4%		11,787		-		15,792		-		7,160		-		2,925		1.3%		22,805		-		516		-		50,689		-		1,301		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY		52		324,225		9,984		3.1%		5,184		1.6%		45,209		13.9%		12,509		-		4,143		1.3%		1,617		-		8,900		2.7%		5,134		1.6%		2,389		0.7%		17,526		5.4%		2,226		0.7%		1,064		0.3%		330		0.1%		1,499		0.5%		28,428		-		20,295		-		10,868		-		4,740		1.5%		23,591		-		741		-		72,545		-		2,346		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		GREENWICH		45		264,861		6,070		2.3%		2,794		1.1%		31,273		11.8%		10,033		-		3,388		1.3%		1,305		-		6,034		2.3%		2,753		1.0%		2,635		1.0%		12,955		4.9%		1,310		0.5%		682		0.3%		445		0.2%		959		0.4%		14,824		-		14,553		-		7,427		-		2,226		0.8%		28,583		-		705		-		50,996		-		2,134		0.8%

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		8,703,385		192,226		2.2%		91,507		1.1%		949,636		10.9%		358,400		-		86,643		1.0%		38,305		-		188,961		2.2%		90,715		1.0%		83,405		1.0%		413,972		4.8%		43,474		0.5%		20,714		0.2%		9,376		0.1%		26,745		0.3%		514,626		-		494,550		-		181,575		-		73,014		0.8%		657,741		-		20,483		-		1,598,376		-		58,138		0.7%
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		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates, England

		Total number of practices = 8,305

		Sum of list sizes for all practices = 54,836,561

						Area		Mental Health Prevalence

						LAMBETH		1.1%

						SOUTHWARK		1.0%

						LEWISHAM		1.1%

						BEXLEY		0.6%

						BROMLEY		0.7%

						GREENWICH		1.0%

						LONDON		1.0%

						ENGLAND		0.8%
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Mental health admissions

		NHS COMPARATORS

		Mental Health Admissions per 1,000 Population

		The rate in terms of activity per 1000 practice for all admissions to Mental Health Specialities

		Denominator data: Population based on GP list data

		Numerator data: Count of  completed spells for Mental Health specialities (treatment speciality in range 710-724)

		2008/09

		Type		Code		Organisation		Crude Rate		Standardised Rate		Lower Confidence Limit		Upper Confidence Limit		Population		Total Count		Expected Count		Count Difference		% Difference

		National				National		2.06		2.06		2.1		2.1		54460158		112036		112036		0		0

		SHA		Q36		London SHA		2.13		2.16		2.1		2.2		8569779		18246		17392		854		4.9

		PCT		5A7		Bromley PCT		1.32		1.31		1.2		1.4		323721		428		673		-245		-36.4

		PCT		5AT		Hillingdon PCT		1.36		1.4		1.3		1.6		268150		366		538		-172		-32

		PCT		5M6		Richmond and Twickenham PCT		1.47		1.46		1.3		1.6		197124		289		407		-118		-29

		PCT		5K5		Brent Teaching PCT		1.47		1.48		1.4		1.6		351780		516		717		-201		-28.1

		PCT		TAK		Bexley CT		1.51		1.52		1.4		1.7		226703		342		462		-120		-26

		PCT		5K6		Harrow PCT		1.53		1.54		1.4		1.7		233669		357		477		-120		-25.2

		PCT		5A9		Barnet PCT		1.61		1.64		1.5		1.8		362330		585		732		-147		-20.1

		PCT		5K9		Croydon PCT		1.61		1.65		1.5		1.8		379359		611		762		-151		-19.8

		PCT		5M7		Sutton and Merton PCT		1.69		1.7		1.6		1.8		409583		694		842		-148		-17.6

		PCT		5H1		Hammersmith and Fulham PCT		1.8		1.81		1.6		2		191065		344		392		-48		-12.2

		PCT		5A5		Kingston PCT		1.85		1.85		1.7		2.1		190418		352		392		-40		-10.1

		PCT		5C1		Enfield PCT		1.8		1.87		1.7		2		297335		534		589		-55		-9.3

		PCT		5LG		Wandsworth PCT		1.98		1.92		1.8		2.1		334302		662		710		-48		-6.7

		PCT		5LC		Westminster PCT		2.05		1.96		1.8		2.1		243112		499		524		-25		-4.9

		PCT		5HX		Ealing PCT		1.92		1.98		1.8		2.1		354237		680		707		-27		-3.9

		PCT		5LE		Southwark PCT		2.08		2.09		1.9		2.3		308588		641		630		11		1.7

		PCT		5A4		Havering PCT		2.13		2.1		1.9		2.3		251686		535		525		10		1.9

		PCT		5LA		Kensington and Chelsea PCT		2.2		2.11		1.9		2.3		184414		406		396		10		2.5

		PCT		5C4		Tower Hamlets PCT		2.08		2.16		2		2.4		243547		506		481		25		5.2

		PCT		5C5		Newham PCT		2.14		2.3		2.1		2.5		332563		712		637		75		11.8

		PCT		5HY		Hounslow PCT		2.25		2.32		2.1		2.5		253372		569		505		64		12.6

		PCT		5A8		Greenwich Teaching PCT		2.26		2.34		2.2		2.5		265385		601		527		74		14

		PCT		5LD		Lambeth PCT		2.44		2.41		2.3		2.6		365542		891		761		130		17.1

		PCT		5NA		Redbridge PCT		2.36		2.44		2.3		2.6		265005		625		526		99		18.8

		PCT		5LF		Lewisham PCT		2.42		2.47		2.3		2.7		296045		716		597		119		19.9

		PCT		5C9		Haringey Teaching PCT		2.58		2.68		2.5		2.9		273956		707		543		164		30.1

		PCT		5C3		City and Hackney Teaching PCT		2.63		2.75		2.6		3		272598		716		536		180		33.6

		PCT		5C2		Barking and Dagenham PCT		3.2		3.44		3.2		3.7		181761		582		349		233		67

		PCT		5NC		Waltham Forest PCT		3.51		3.64		3.4		3.9		275098		965		545		420		77

		PCT		5K8		Islington PCT		4.08		4.04		3.8		4.3		207298		846		431		415		96.3

		PCT		5K7		Camden PCT		4.21		4.17		3.9		4.4		230033		969		478		491		102.8

						Area		Standardised Rate

						LAMBETH		2.41

						SOUTHWARK		2.09

						LEWISHAM		2.47

						BEXLEY		1.52						WARNING: Data can be incomplete with not all Mental Health providers submitting data each quarter

						BROMLEY		1.31						There is data for 2009/10 (see below) but I question if all data has yet been submitted…needs further investiagion.

						GREENWICH		2.34

						LONDON		2.16

						ENGLAND		2.06

		2009/10

		Type		Code		Organisation		Crude Rate		Standardised Rate		Lower Confidence Limit		Upper Confidence Limit		Population		Total Count		Expected Count		Count Difference		% Difference

		National				National		1.92		1.92		1.9		1.9		54881133		105361		105361		0		0

		SHA		Q36		London SHA		2.19		2.22		2.2		2.3		8694640		19009		16462		2547		15.5

		PCT		5K9		Croydon PCT		1.12		1.15		1		1.3		381704		429		717		-288		-40.2

		PCT		5A4		Havering PCT		1.45		1.44		1.3		1.6		253195		368		492		-124		-25.2

		PCT		5LE		Southwark PCT		1.49		1.5		1.4		1.6		314117		469		601		-132		-22

		PCT		5K5		Brent Teaching PCT		1.63		1.65		1.5		1.8		354616		579		674		-95		-14.1

		PCT		5LD		Lambeth PCT		1.72		1.69		1.6		1.8		372967		641		727		-86		-11.8

		PCT		5NA		Redbridge PCT		1.63		1.7		1.6		1.9		271313		442		499		-57		-11.4

		PCT		5A7		Bromley PCT		1.75		1.73		1.6		1.9		325218		569		630		-61		-9.7

		PCT		5LF		Lewisham PCT		1.72		1.75		1.6		1.9		300517		516		567		-51		-9

		PCT		5H1		Hammersmith and Fulham PCT		1.84		1.84		1.7		2		189256		348		363		-15		-4.3

		PCT		5HX		Ealing PCT		1.79		1.85		1.7		2		367184		659		685		-26		-3.7

		PCT		TAK		Bexley CT		1.93		1.95		1.8		2.1		227762		439		433		6		1.4

		PCT		5A9		Barnet PCT		1.94		1.97		1.8		2.1		366131		709		690		19		2.8

		PCT		5AT		Hillingdon PCT		1.92		1.97		1.8		2.2		272944		523		510		13		2.6

		PCT		5A5		Kingston PCT		2		2		1.8		2.2		190105		380		364		16		4.4

		PCT		5M6		Richmond and Twickenham PCT		2.03		2.02		1.8		2.2		198841		403		383		20		5.3

		PCT		5K6		Harrow PCT		2.03		2.04		1.9		2.2		235358		477		448		29		6.4

		PCT		5LG		Wandsworth PCT		2.13		2.07		1.9		2.2		371271		792		736		56		7.7

		PCT		5HY		Hounslow PCT		2.1		2.17		2		2.4		257443		541		478		63		13.1

		PCT		5M7		Sutton and Merton PCT		2.17		2.18		2		2.3		390442		849		748		101		13.5

		PCT		5NC		Waltham Forest PCT		2.21		2.3		2.1		2.5		275898		611		509		102		20

		PCT		5C1		Enfield PCT		2.3		2.41		2.2		2.6		295883		681		542		139		25.7

		PCT		5C2		Barking and Dagenham PCT		2.24		2.43		2.2		2.7		185512		416		329		87		26.5

		PCT		5C4		Tower Hamlets PCT		2.41		2.52		2.3		2.7		250148		604		461		143		31.1

		PCT		5C9		Haringey Teaching PCT		2.48		2.56		2.4		2.8		278759		691		518		173		33.3

		PCT		5LA		Kensington and Chelsea PCT		2.7		2.58		2.4		2.8		187660		506		377		129		34.4

		PCT		5LC		Westminster PCT		2.79		2.66		2.5		2.9		246105		686		495		191		38.5

		PCT		5A8		Greenwich Teaching PCT		3.02		3.13		2.9		3.4		265066		800		491		309		63

		PCT		5C5		Newham PCT		3.05		3.29		3.1		3.5		338920		1035		604		431		71.4

		PCT		5K8		Islington PCT		3.72		3.67		3.4		3.9		212604		791		414		377		91

		PCT		5C3		City and Hackney Teaching PCT		3.66		3.83		3.6		4.1		273541		1002		503		499		99.3

		PCT		5K7		Camden PCT		4.31		4.26		4		4.5		244160		1053		475		578		121.7

						Area		Standardised Rate

						LAMBETH		1.69

						SOUTHWARK		1.5

						LEWISHAM		1.75

						BEXLEY		1.95

						BROMLEY		1.73

						GREENWICH		3.13

						LONDON		2.22

						ENGLAND		1.92
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Prevalence

Chronic Obstructive Pulmonary Disease Register Prevalence, April 2009 - March 2010, (QOF)
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								Data source: QMAS database - 2009/10 data as at end of July 2010

								SHA and PCT codes are used for administrative purposes in local and national databases; practice names are as held on QMAS

								For PMS practices participating in the national QOF, achieved points shown are prior to PMS points deductions.

								This work remains the sole and exclusive property of the Health and Social Care Information Centre and may only be reproduced where

								there is explicit reference to the ownership of the Health and Social Care Information Centre.

								This work may be re-used by NHS and government organisations without permission.

								This work is subject to the Re-Use of Public Sector Information Regulations and permission for commercial use must be obtained from the copyright holder.

								Copyright © 2010, The Health and Social Care Information Centre, Prescribing and Primary Care Services. All rights reserved.

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH		52		375,797		5,138		1.4%		3,113		0.8%		32,730		8.7%		12,474		-		3,150		0.8%		1,490		-		5,340		1.4%		3,175		0.8%		4,196		1.1%		17,008		4.5%		1,440		0.4%		706		0.2%		421		0.1%		903		0.2%		24,232		-		15,972		-		5,595		-		2,039		0.5%		25,135		-		855		-		57,641		-		2,455		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK		47		316,613		4,729		1.5%		2,641		0.8%		30,827		9.7%		10,945		-		3,649		1.2%		1,211		-		4,581		1.4%		2,443		0.8%		3,234		1.0%		12,790		4.0%		1,273		0.4%		634		0.2%		314		0.1%		698		0.2%		17,765		-		14,236		-		5,262		-		1,813		0.6%		23,045		-		555		-		51,034		-		2,181		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM		47		301,234		5,658		1.9%		3,197		1.1%		31,799		10.6%		12,607		-		3,149		1.0%		1,361		-		5,277		1.8%		2,889		1.0%		3,307		1.1%		17,047		5.7%		1,507		0.5%		777		0.3%		248		0.1%		868		0.3%		22,747		-		16,545		-		5,001		-		2,014		0.7%		22,180		-		763		-		56,380		-		2,246		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		BEXLEY		30		228,417		6,886		3.0%		3,421		1.5%		30,678		13.4%		10,559		-		3,312		1.4%		1,227		-		7,265		3.2%		3,134		1.4%		1,444		0.6%		11,630		5.1%		1,541		0.7%		668		0.3%		915		0.4%		908		0.4%		11,787		-		15,792		-		7,160		-		2,925		1.3%		22,805		-		516		-		50,689		-		1,301		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY		52		324,225		9,984		3.1%		5,184		1.6%		45,209		13.9%		12,509		-		4,143		1.3%		1,617		-		8,900		2.7%		5,134		1.6%		2,389		0.7%		17,526		5.4%		2,226		0.7%		1,064		0.3%		330		0.1%		1,499		0.5%		28,428		-		20,295		-		10,868		-		4,740		1.5%		23,591		-		741		-		72,545		-		2,346		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		GREENWICH		45		264,861		6,070		2.3%		2,794		1.1%		31,273		11.8%		10,033		-		3,388		1.3%		1,305		-		6,034		2.3%		2,753		1.0%		2,635		1.0%		12,955		4.9%		1,310		0.5%		682		0.3%		445		0.2%		959		0.4%		14,824		-		14,553		-		7,427		-		2,226		0.8%		28,583		-		705		-		50,996		-		2,134		0.8%

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		8,703,385		192,226		2.2%		91,507		1.1%		949,636		10.9%		358,400		-		86,643		1.0%		38,305		-		188,961		2.2%		90,715		1.0%		83,405		1.0%		413,972		4.8%		43,474		0.5%		20,714		0.2%		9,376		0.1%		26,745		0.3%		514,626		-		494,550		-		181,575		-		73,014		0.8%		657,741		-		20,483		-		1,598,376		-		58,138		0.7%

		Prevalence						Copyright © 2010, The Health and Social Care Information Centre, Prescribing and Primary Care Services. All rights reserved.

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates, England

		Total number of practices = 8,305

		Sum of list sizes for all practices = 54,836,561

				(a)		(b)		(c)

		Clinical Area		Sum of Register Counts		Prevalence		QOF Register Description

		Chronic Obstructive Pulmonary Disease		861,341		1.6%		Patients with COPD

								Area		Chronic Obstructive Pulmonary Disease Prevalence

								LAMBETH		0.8%

								SOUTHWARK		1.2%

								LEWISHAM		1.0%

								BEXLEY		1.4%

								BROMLEY		1.3%

								GREENWICH		1.3%

								LONDON		1.0%

								ENGLAND		1.6%
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Prevalence

Chronic Obstructive Pulmonary Disease Register Prevalence, April 2009 - March 2010, (QOF)



COPD10 PCT

		

		Chronic Obstructive Pulmonary Disease

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		COPD01 Sum of Points		COPD08 Sum of Points		COPD08 Sum of Numerators		COPD08 Sum of Denominators		COPD08 Underlying achievement		COPD10 Sum of Points		COPD10 Sum of Numerators		COPD10 Sum of Denominators		COPD10 Underlying achievement		COPD12 Sum of Points		COPD12 Sum of Numerators		COPD12 Sum of Denominators		COPD12 Underlying achievement		COPD13 Sum of Points		COPD13 Sum of Numerators		COPD13 Sum of Denominators		COPD13 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY PCT		52		156		311.6		3,288		3,516		93.5%		359.0		3,201		3,673		87.1%		245.0		693		770		90.0%		437.3		3,223		3,611		89.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH PCT		52		156		303.8		2,503		2,726		91.8%		349.6		2,396		2,805		85.4%		243.8		500		569		87.9%		422.5		2,483		2,769		89.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM PCT		47		141		269.3		2,427		2,701		89.9%		310.1		2,452		2,897		84.6%		217.6		567		638		88.9%		362.6		2,490		2,849		87.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		NHS BEXLEY		30		90		177.0		2,595		2,816		92.2%		202.7		2,580		2,932		88.0%		145.0		581		639		90.9%		236.5		2,561		2,887		88.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		NHS GREENWICH		45		135		264.8		2,679		2,872		93.3%		299.8		2,756		3,191		86.4%		212.1		607		666		91.1%		333.5		2,690		3,125		86.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		47		141		278.1		2,780		3,017		92.1%		301.6		2,708		3,212		84.3%		208.0		594		673		88.3%		337.4		2,710		3,163		85.7%

		Chronic Obstructive Pulmonary Disease

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		COPD01 Sum of Points		COPD08 Sum of Points		COPD08 Sum of Numerators		COPD08 Sum of Denominators		COPD08 Underlying achievement		COPD10 Sum of Points		COPD10 Sum of Numerators		COPD10 Sum of Denominators		COPD10 Underlying achievement		COPD12 Sum of Points		COPD12 Sum of Numerators		COPD12 Sum of Denominators		COPD12 Underlying achievement		COPD13 Sum of Points		COPD13 Sum of Numerators		COPD13 Sum of Denominators		COPD13 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		4,524		8,933.8		69,684		74,991		92.9%		10,123.2		68,971		78,816		87.5%		6,919.4		14,982		16,753		89.4%		12,272.0		69,723		77,778		89.6%

		Chronic Obstructive Pulmonary Disease

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group, England

		Total number of practices = 8,305

				(a)		(b)		(c)		(d)		(e)

		Indicator		Points available		Total points achieved		Total points achieved / Available %		Underlying achievement		Exception rate

		COPD10		7		56,606.9		97.4%		88.5%		11.76%

						Area		The percentage of patients with COPD with a record of FeV1 in the previous 15 months

						LAMBETH		85.4%

						SOUTHWARK		84.3%

						LEWISHAM		84.6%

						BEXLEY		88.0%

						BROMLEY		87.1%

						GREENWICH		86.4%

						LONDON		87.5%

						ENGLAND		88.5%





COPD10 PCT

		0

		0

		0

		0

		0

		0

		0

		0



COPD10 Underlying achievement

Patients with COPD with a Record of FeV1 in the Previous 15 Months (COPD10), 
April 2009 - March 2010, (QOF)



CHD Practice

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by Practice

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Practice Code		Practice Name		List size		Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Hypertension Register		Hypertension Prevalence		Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Epilepsy Register (ages 18+)		Epilepsy Prevalence		Hypothyroidism Register		Hypothyroidism Prevalence		Cancer Register		Cancer Prevalence		Mental Health Register		Mental Health Prevalence		Asthma Register		Asthma Prevalence		Heart Failure Register		Heart Failure Prevalence		Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Palliative Care Register		Palliative Care Prevalence		Dementia Register		Dementia Prevalence		Depression Register		Depression Prevalence		Register for Depression1 Indicator		Depression1 Indicator Prevalence		Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Obesity Register (ages 18+)		Obesity Prevalence		Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Register for Smoking Indicators		Smoking Prevalence		Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85138		ALBION STREET HEALTH CENTRE (DR DONMALL)		10,445		188		1.8%		111		1.1%		848		8.1%		336		-		156		1.5%		48		-		166		1.6%		115		1.1%		122		1.2%		476		4.6%		52		0.5%		25		0.2%		11		0.1%		28		0.3%		865		-		463		-		178		-		78		0.7%		573		-		22		-		1,625		-		50		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85012		AYLESBURY MEDICAL CENTRE (DR KAY)		23,524		356		1.5%		192		0.8%		2,672		11.4%		959		-		378		1.6%		104		-		352		1.5%		177		0.8%		241		1.0%		878		3.7%		104		0.4%		98		0.4%		21		0.1%		57		0.2%		1,798		-		1,204		-		496		-		140		0.6%		3,132		-		54		-		4,155		-		132		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85094		BERMONDSEY & LANSDOWNE MEDICAL MISSION (DR TORRY)		12,989		141		1.1%		98		0.8%		1,035		8.0%		369		-		119		0.9%		55		-		193		1.5%		62		0.5%		117		0.9%		609		4.7%		40		0.3%		10		0.1%		10		0.1%		18		0.1%		209		-		456		-		214		-		72		0.6%		928		-		11		-		1,858		-		81		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85642		BLACKFRIARS MEDICAL PRACTICE		5,296		99		1.9%		62		1.2%		461		8.7%		200		-		102		1.9%		15		-		113		2.1%		61		1.2%		43		0.8%		185		3.5%		22		0.4%		4		0.1%		7		0.1%		5		0.1%		489		-		264		-		100		-		51		1.0%		333		-		2		-		818		-		25		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85106		BOROUGH MEDICAL CENTRE (DR MISRA)		2,762		76		2.8%		33		1.2%		330		11.9%		171		-		29		1.0%		9		-		45		1.6%		25		0.9%		29		1.0%		105		3.8%		10		0.4%		7		0.3%		1		0.0%		7		0.3%		151		-		219		-		82		-		17		0.6%		168		-		5		-		542		-		6		0.2%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		Y00454		BOROUGH MEDICAL CENTRE (SHARMA)		2,555		40		1.6%		4		0.2%		188		7.4%		91		-		20		0.8%		9		-		27		1.1%		16		0.6%		24		0.9%		87		3.4%		9		0.4%		1		0.0%		0		0.0%		1		0.0%		152		-		117		-		29		-		9		0.4%		154		-		3		-		351		-		13		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85132		CONCORDIA MELBOURNE GROVE		8,038		89		1.1%		47		0.6%		592		7.4%		175		-		54		0.7%		33		-		85		1.1%		55		0.7%		68		0.8%		383		4.8%		20		0.2%		8		0.1%		1		0.0%		9		0.1%		377		-		239		-		49		-		31		0.4%		395		-		12		-		1,081		-		118		1.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85030		CONCORDIA PARKSIDE		6,858		83		1.2%		55		0.8%		594		8.7%		256		-		62		0.9%		24		-		60		0.9%		37		0.5%		81		1.2%		153		2.2%		33		0.5%		13		0.2%		6		0.1%		14		0.2%		338		-		316		-		65		-		34		0.5%		390		-		7		-		951		-		57		0.8%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85031		DMC CHADWICK ROAD		7,136		122		1.7%		76		1.1%		786		11.0%		256		-		75		1.1%		37		-		103		1.4%		68		1.0%		86		1.2%		430		6.0%		35		0.5%		20		0.3%		3		0.0%		13		0.2%		546		-		345		-		110		-		43		0.6%		521		-		15		-		1,357		-		42		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85087		DMC SILVERLOCK (DR GUPTA)		3,521		74		2.1%		40		1.1%		441		12.5%		170		-		56		1.6%		15		-		60		1.7%		40		1.1%		32		0.9%		127		3.6%		24		0.7%		11		0.3%		3		0.1%		11		0.3%		227		-		216		-		63		-		30		0.9%		223		-		0		-		652		-		22		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85052		DR ABU-NIJAILA		6,375		70		1.1%		37		0.6%		774		12.1%		169		-		54		0.8%		16		-		57		0.9%		47		0.7%		73		1.1%		246		3.9%		16		0.3%		8		0.1%		2		0.0%		7		0.1%		352		-		216		-		143		-		24		0.4%		538		-		6		-		1,082		-		85		1.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85125		DR BHATT		5,745		156		2.7%		76		1.3%		591		10.3%		226		-		114		2.0%		27		-		148		2.6%		50		0.9%		49		0.9%		227		4.0%		30		0.5%		13		0.2%		7		0.1%		20		0.3%		319		-		338		-		162		-		61		1.1%		598		-		15		-		1,020		-		23		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85623		DR BHATTI		7,252		104		1.4%		46		0.6%		587		8.1%		176		-		71		1.0%		37		-		103		1.4%		38		0.5%		62		0.9%		261		3.6%		34		0.5%		9		0.1%		1		0.0%		13		0.2%		477		-		260		-		104		-		51		0.7%		389		-		15		-		1,005		-		44		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85721		DR BRADFORD		6,331		121		1.9%		57		0.9%		669		10.6%		248		-		60		0.9%		26		-		70		1.1%		47		0.7%		68		1.1%		202		3.2%		15		0.2%		7		0.1%		6		0.1%		21		0.3%		507		-		333		-		100		-		29		0.5%		687		-		4		-		1,024		-		62		1.0%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85091		DR DEWJI		2,878		28		1.0%		10		0.3%		353		12.3%		85		-		9		0.3%		13		-		40		1.4%		28		1.0%		20		0.7%		64		2.2%		3		0.1%		2		0.1%		0		0.0%		3		0.1%		126		-		109		-		95		-		2		0.1%		247		-		2		-		457		-		22		0.8%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85681		DR DOHA		4,829		68		1.4%		26		0.5%		420		8.7%		154		-		34		0.7%		8		-		41		0.8%		28		0.6%		43		0.9%		126		2.6%		13		0.3%		0		0.0%		0		0.0%		2		0.0%		113		-		203		-		12		-		16		0.3%		263		-		4		-		675		-		7		0.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85719		DR LEE		955		4		0.4%		1		0.1%		72		7.5%		18		-		2		0.2%		1		-		2		0.2%		3		0.3%		4		0.4%		14		1.5%		2		0.2%		2		0.2%		1		0.1%		1		0.1%		9		-		22		-		1		-		1		0.1%		27		-		0		-		94		-		4		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85082		DR SINHA		3,294		76		2.3%		36		1.1%		415		12.6%		150		-		63		1.9%		7		-		45		1.4%		21		0.6%		35		1.1%		133		4.0%		23		0.7%		17		0.5%		4		0.1%		8		0.2%		124		-		203		-		109		-		24		0.7%		233		-		1		-		568		-		101		3.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85051		ELM LODGE SURGERY (DR LEDGER)		7,067		128		1.8%		79		1.1%		701		9.9%		169		-		49		0.7%		22		-		152		2.2%		77		1.1%		28		0.4%		320		4.5%		28		0.4%		14		0.2%		4		0.1%		13		0.2%		97		-		263		-		118		-		70		1.0%		117		-		3		-		1,133		-		35		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85029		FALMOUTH ROAD GROUP PRACTICE (DR RAANA)		10,547		164		1.6%		75		0.7%		849		8.0%		350		-		102		1.0%		40		-		139		1.3%		83		0.8%		86		0.8%		403		3.8%		54		0.5%		32		0.3%		12		0.1%		12		0.1%		632		-		470		-		132		-		58		0.5%		565		-		14		-		1,483		-		34		0.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85001		FOREST HILL GROUP PRACTICE (DR ROGERS)		14,660		283		1.9%		184		1.3%		1,346		9.2%		402		-		172		1.2%		72		-		321		2.2%		154		1.1%		140		1.0%		809		5.5%		63		0.4%		25		0.2%		14		0.1%		45		0.3%		774		-		604		-		149		-		133		0.9%		573		-		30		-		2,501		-		53		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85715		HURLEY GROUP PRACTICE (DR ASHWORTH)		3,377		64		1.9%		34		1.0%		498		14.7%		149		-		32		0.9%		14		-		35		1.0%		25		0.7%		44		1.3%		123		3.6%		20		0.6%		15		0.4%		11		0.3%		15		0.4%		170		-		195		-		47		-		30		0.9%		323		-		7		-		688		-		28		0.8%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85134		LISTER HEALTH CENTRE (ARU)		5,378		39		0.7%		20		0.4%		469		8.7%		186		-		58		1.1%		12		-		25		0.5%		27		0.5%		61		1.1%		180		3.3%		8		0.1%		5		0.1%		2		0.0%		5		0.1%		150		-		208		-		55		-		16		0.3%		564		-		8		-		772		-		56		1.0%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85095		MANOR PLACE SURGERY (DR HERZMARK)		10,559		160		1.5%		105		1.0%		1,001		9.5%		378		-		154		1.5%		46		-		154		1.5%		70		0.7%		116		1.1%		493		4.7%		45		0.4%		25		0.2%		10		0.1%		19		0.2%		491		-		504		-		170		-		76		0.7%		687		-		29		-		1,725		-		48		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85084		PENROSE SURGERY		4,421		59		1.3%		25		0.6%		595		13.5%		213		-		62		1.4%		22		-		64		1.4%		23		0.5%		42		1.0%		182		4.1%		13		0.3%		5		0.1%		2		0.0%		6		0.1%		212		-		245		-		101		-		20		0.5%		538		-		3		-		870		-		49		1.1%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85034		PRINCESS STREET GROUP PRACTICE		13,543		229		1.7%		116		0.9%		1,071		7.9%		469		-		210		1.6%		43		-		237		1.7%		112		0.8%		158		1.2%		592		4.4%		47		0.3%		24		0.2%		7		0.1%		26		0.2%		1,080		-		613		-		246		-		73		0.5%		677		-		32		-		2,058		-		53		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85040		QUEENS ROAD SURGERY		5,472		70		1.3%		51		0.9%		853		15.6%		301		-		40		0.7%		24		-		56		1.0%		32		0.6%		76		1.4%		201		3.7%		24		0.4%		14		0.3%		11		0.2%		9		0.2%		172		-		346		-		78		-		20		0.4%		646		-		15		-		1,161		-		38		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85050		SIR JOHN KIRK CLOSE SURGERY		3,373		57		1.7%		36		1.1%		536		15.9%		191		-		67		2.0%		16		-		42		1.2%		43		1.3%		48		1.4%		158		4.7%		32		0.9%		16		0.5%		5		0.1%		6		0.2%		318		-		228		-		79		-		24		0.7%		270		-		7		-		766		-		87		2.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85042		ST GILES SURGERY (DR VIRJI)		4,928		49		1.0%		36		0.7%		410		8.3%		186		-		44		0.9%		14		-		74		1.5%		42		0.9%		54		1.1%		190		3.9%		5		0.1%		3		0.1%		2		0.0%		6		0.1%		169		-		218		-		78		-		15		0.3%		329		-		5		-		750		-		28		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85009		ST JAMES SURGERY (DR ZIGMOND)		1,659		77		4.6%		31		1.9%		303		18.3%		73		-		64		3.9%		14		-		28		1.7%		24		1.4%		15		0.9%		68		4.1%		19		1.1%		7		0.4%		4		0.2%		4		0.2%		37		-		134		-		133		-		22		1.3%		236		-		3		-		446		-		16		1.0%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85726		ST. GILES SURGERY SE5 7RF (DR ROSEMEN)		6,550		91		1.4%		43		0.7%		702		10.7%		239		-		63		1.0%		29		-		82		1.3%		36		0.5%		61		0.9%		296		4.5%		19		0.3%		8		0.1%		6		0.1%		12		0.2%		352		-		304		-		86		-		16		0.2%		421		-		13		-		1,160		-		33		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85119		STERNHALL LANE SURGERY (DR MADAN)		5,000		72		1.4%		53		1.1%		547		10.9%		260		-		45		0.9%		27		-		69		1.4%		38		0.8%		51		1.0%		141		2.8%		18		0.4%		11		0.2%		18		0.4%		23		0.5%		220		-		307		-		50		-		23		0.5%		387		-		7		-		848		-		43		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85692		SURREY DOCKS HEALTH CENTRE (DR HOLDEN)		9,906		102		1.0%		57		0.6%		697		7.0%		205		-		103		1.0%		32		-		151		1.5%		79		0.8%		54		0.5%		400		4.0%		20		0.2%		15		0.2%		7		0.1%		4		0.0%		748		-		280		-		118		-		44		0.4%		614		-		14		-		1,203		-		48		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85006		THE ACORN SURGERY (DR SALAU)		12,008		143		1.2%		93		0.8%		1,087		9.1%		404		-		98		0.8%		36		-		95		0.8%		38		0.3%		188		1.6%		353		2.9%		40		0.3%		14		0.1%		3		0.0%		43		0.4%		613		-		495		-		182		-		46		0.4%		789		-		22		-		1,795		-		109		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85712		THE AVICENNA HEALTH CENTRE (DR KADHIM)		4,720		46		1.0%		23		0.5%		415		8.8%		152		-		49		1.0%		10		-		82		1.7%		18		0.4%		27		0.6%		130		2.8%		14		0.3%		8		0.2%		1		0.0%		2		0.0%		50		-		183		-		110		-		30		0.6%		359		-		6		-		658		-		44		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85013		THE CAMBERWELL GREEN SURGERY (DR DURSTON)		11,156		128		1.1%		89		0.8%		996		8.9%		364		-		117		1.0%		44		-		149		1.3%		95		0.9%		163		1.5%		417		3.7%		43		0.4%		25		0.2%		16		0.1%		18		0.2%		364		-		459		-		204		-		54		0.5%		1,182		-		19		-		1,717		-		43		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85651		THE DULWICH MEDICAL CENTRE (DR GUPTA)		11,782		136		1.2%		75		0.6%		801		6.8%		304		-		79		0.7%		47		-		161		1.4%		75		0.6%		108		0.9%		538		4.6%		38		0.3%		14		0.1%		5		0.0%		8		0.1%		955		-		400		-		64		-		36		0.3%		628		-		9		-		1,566		-		34		0.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85707		THE EAST DULWICH PRIMARY CARE CENTRE (DR SARMA)		2,599		49		1.9%		31		1.2%		420		16.2%		154		-		5		0.2%		9		-		29		1.1%		28		1.1%		20		0.8%		80		3.1%		13		0.5%		6		0.2%		0		0.0%		3		0.1%		68		-		183		-		97		-		19		0.7%		237		-		13		-		552		-		13		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85644		THE GARDENS SURGERY (DR CLIFFE)		6,463		112		1.7%		53		0.8%		683		10.6%		209		-		101		1.6%		30		-		129		2.0%		64		1.0%		90		1.4%		344		5.3%		20		0.3%		6		0.1%		9		0.1%		18		0.3%		598		-		287		-		104		-		57		0.9%		401		-		32		-		1,163		-		29		0.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85097		THE GRANGE ROAD PRACTICE (DR BROOKS)		6,697		114		1.7%		58		0.9%		580		8.7%		232		-		103		1.5%		28		-		151		2.3%		57		0.9%		77		1.1%		280		4.2%		29		0.4%		5		0.1%		4		0.1%		7		0.1%		387		-		316		-		109		-		39		0.6%		287		-		22		-		1,084		-		15		0.2%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85112		THE HAMBLEDEN CLINIC		3,983		48		1.2%		39		1.0%		384		9.6%		116		-		33		0.8%		5		-		34		0.9%		37		0.9%		34		0.9%		120		3.0%		14		0.4%		8		0.2%		3		0.1%		5		0.1%		185		-		143		-		66		-		24		0.6%		181		-		5		-		583		-		61		1.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85007		THE LISTER HEALTH CENTRE (DR ULLAH)		3,316		20		0.6%		16		0.5%		302		9.1%		93		-		3		0.1%		9		-		9		0.3%		19		0.6%		16		0.5%		61		1.8%		10		0.3%		6		0.2%		1		0.0%		1		0.0%		73		-		107		-		37		-		6		0.2%		272		-		3		-		407		-		41		1.2%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85723		THE LISTER HEALTH CENTRE (HOSSAIN)		3,917		50		1.3%		18		0.5%		456		11.6%		169		-		29		0.7%		12		-		30		0.8%		22		0.6%		40		1.0%		176		4.5%		19		0.5%		13		0.3%		14		0.4%		8		0.2%		102		-		205		-		85		-		12		0.3%		434		-		11		-		735		-		94		2.4%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85705		THE NEW MILL STREET SURGERY (DR CAMPION)		5,239		73		1.4%		42		0.8%		480		9.2%		111		-		50		1.0%		17		-		108		2.1%		55		1.0%		39		0.7%		216		4.1%		46		0.9%		6		0.1%		36		0.7%		87		1.7%		206		-		171		-		112		-		28		0.5%		348		-		2		-		770		-		45		0.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85685		THE NUNHEAD SURGERY (DR ROE)		7,240		166		2.3%		89		1.2%		863		11.9%		328		-		140		1.9%		25		-		127		1.8%		79		1.1%		116		1.6%		462		6.4%		46		0.6%		26		0.4%		10		0.1%		45		0.6%		725		-		442		-		203		-		61		0.8%		426		-		15		-		1,617		-		34		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85632		THE VILLA STREET MEDICAL CENTRE (DR DIFFLEY)		6,009		62		1.0%		45		0.7%		582		9.7%		187		-		90		1.5%		23		-		80		1.3%		41		0.7%		48		0.8%		213		3.5%		20		0.3%		11		0.2%		5		0.1%		8		0.1%		381		-		233		-		112		-		30		0.5%		365		-		19		-		929		-		30		0.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		G85019		TRAFALGAR SURGERY (DR SEKWEYAMA)		4,261		43		1.0%		18		0.4%		372		8.7%		142		-		29		0.7%		5		-		58		1.4%		32		0.8%		37		0.9%		138		3.2%		21		0.5%		12		0.3%		8		0.2%		2		0.0%		257		-		170		-		25		-		18		0.4%		390		-		9		-		579		-		46		1.1%
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Coronary Heart Disease Prevalence

CHD Prevalence

Coronary Heart Disease Prevalence, Southwark GP Practices, April 2009 - March 2010 (QOF)



Control hypertensionPCT

		Hypertension

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		BP01 Sum of Points		BP04 Sum of Points		BP04 Sum of Numerators		BP04 Sum of Denominators		BP04 Underlying achievement		BP05 Sum of Points		BP05 Sum of Numerators		BP05 Sum of Denominators		BP05 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY PCT		52		312		910.6		40,296		44,847		89.9%		2,933.1		33,426		43,654		76.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH PCT		52		312		915.9		29,581		32,460		91.1%		2,957.6		23,908		31,249		76.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM PCT		47		282		821.2		28,258		31,475		89.8%		2,617.3		22,290		30,321		73.5%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		NHS BEXLEY		30		180		536.6		27,752		30,399		91.3%		1,705.0		23,751		29,739		79.9%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		NHS GREENWICH		45		270		785.1		28,284		31,070		91.0%		2,517.1		23,577		30,098		78.3%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK PCT		47		282		816.0		27,194		30,250		89.9%		2,616.4		21,569		29,030		74.3%

		Hypertension

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		BP01 Sum of Points		BP04 Sum of Points		BP04 Sum of Numerators		BP04 Sum of Denominators		BP04 Underlying achievement		BP05 Sum of Points		BP05 Sum of Numerators		BP05 Sum of Denominators		BP05 Underlying achievement

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		9,072		26,628.4		855,158		940,562		90.9%		84,954.9		713,038		911,463		78.2%

		Hypertension

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Achievement by indicator within this group, England

		Total number of practices = 8,305

				(a)		(b)		(c)		(d)		(e)

		Indicator		Points available		Total points achieved		Total points achieved / Available %		Underlying achievement		Exception rate

		BP05		57		468,422.4		99.0%		78.7%		4.04%

								Area		BP 5. The percentage of patients with hypertension in whom the last blood pressure (measured in the previous 9 months) is 150/90 or less

								LAMBETH		76.5%

								SOUTHWARK		74.3%

								LEWISHAM		73.5%

								BEXLEY		79.9%

								BROMLEY		76.6%

								GREENWICH		78.3%

								LONDON		78.2%

								ENGLAND		78.7%





Control hypertensionPCT

		0
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		0

		0

		0



BP5 underlying achievement

The percentage of patients with hypertension in whom the last blood pressure (measured in the previous 9 months) is 150/90 or less (BP5)
April 2009 - March 2010 (QOF)



Control HBA1Cshowing exceptions

		Diabetes Mellitus

		Quality and Outcomes Framework (QOF) Exception Reporting for April 2009-March 2010, England

		Exception rate =  number of exceptions / (number of exceptions + denominator) * 100

		DM24, HBA1C < 8

		PCT Name		Practice Code		Practice Name		DM24 Points		DM24 Numerator		DM24 Denominator				DM24 Exceptions				controlled		not controlled		exceptions		total no of pts on diabetes register				controlled		not controlled		exceptions

		SOUTHWARK PCT		G85138		ALBION STREET HEALTH CENTRE (DR DONMALL)		8.0		219		290		G85138		46				219		71		46		336				65.2%		21.1%		13.7%		100.0%

		SOUTHWARK PCT		G85012		AYLESBURY MEDICAL CENTRE (DR KAY)		8.0		676		894		G85012		65				676		218		65		959				70.5%		22.7%		6.8%		100.0%

		SOUTHWARK PCT		G85094		BERMONDSEY & LANSDOWNE MEDICAL MISSION (DR TORRY)		8.0		309		350		G85094		19				309		41		19		369				83.7%		11.1%		5.1%		100.0%

		SOUTHWARK PCT		G85642		BLACKFRIARS MEDICAL PRACTICE		8.0		140		188		G85642		12				140		48		12		200				70.0%		24.0%		6.0%		100.0%

		SOUTHWARK PCT		G85106		BOROUGH MEDICAL CENTRE (DR MISRA)		7.3		102		151		G85106		20				102		49		20		171				59.6%		28.7%		11.7%		100.0%

		SOUTHWARK PCT		Y00454		BOROUGH MEDICAL CENTRE (SHARMA)		7.9		62		89		Y00454		2				62		27		2		91				68.1%		29.7%		2.2%		100.0%

		SOUTHWARK PCT		G85132		CONCORDIA MELBOURNE GROVE		8.0		116		154		G85132		21				116		38		21		175				66.3%		21.7%		12.0%		100.0%

		SOUTHWARK PCT		G85030		CONCORDIA PARKSIDE		8.0		126		160		G85030		96				126		34		96		256				49.2%		13.3%		37.5%		100.0%

		SOUTHWARK PCT		G85031		DMC CHADWICK ROAD		7.8		157		227		G85031		29				157		70		29		256				61.3%		27.3%		11.3%		100.0%

		SOUTHWARK PCT		G85087		DMC SILVERLOCK (DR GUPTA)		8.0		116		152		G85087		18				116		36		18		170				68.2%		21.2%		10.6%		100.0%

		SOUTHWARK PCT		G85052		DR ABU-NIJAILA		8.0		111		148		G85052		21				111		37		21		169				65.7%		21.9%		12.4%		100.0%

		SOUTHWARK PCT		G85125		DR BHATT		8.0		149		210		G85125		16				149		61		16		226				65.9%		27.0%		7.1%		100.0%

		SOUTHWARK PCT		G85623		DR BHATTI		8.0		117		164		G85623		12				117		47		12		176				66.5%		26.7%		6.8%		100.0%

		SOUTHWARK PCT		G85721		DR BRADFORD		8.0		175		200		G85721		48				175		25		48		248				70.6%		10.1%		19.4%		100.0%

		SOUTHWARK PCT		G85091		DR DEWJI		6.1		51		81		G85091		4				51		30		4		85				60.0%		35.3%		4.7%		100.0%

		SOUTHWARK PCT		G85681		DR DOHA		7.4		95		140		G85681		14				95		45		14		154				61.7%		29.2%		9.1%		100.0%

		SOUTHWARK PCT		G85719		DR LEE		4.3		9		16		G85719		2				9		7		2		18				50.0%		38.9%		11.1%		100.0%

		SOUTHWARK PCT		G85082		DR SINHA		3.7		76		141		G85082		9				76		65		9		150				50.7%		43.3%		6.0%		100.0%

		SOUTHWARK PCT		G85051		ELM LODGE SURGERY (DR LEDGER)		8.0		117		154		G85051		15				117		37		15		169				69.2%		21.9%		8.9%		100.0%

		SOUTHWARK PCT		G85029		FALMOUTH ROAD GROUP PRACTICE (DR RAANA)		8.0		229		326		G85029		24				229		97		24		350				65.4%		27.7%		6.9%		100.0%

		SOUTHWARK PCT		G85001		FOREST HILL GROUP PRACTICE (DR ROGERS)		8.0		241		341		G85001		61				241		100		61		402				60.0%		24.9%		15.2%		100.0%

		SOUTHWARK PCT		G85715		HURLEY GROUP PRACTICE (DR ASHWORTH)		8.0		92		117		G85715		32				92		25		32		149				61.7%		16.8%		21.5%		100.0%

		SOUTHWARK PCT		G85134		LISTER HEALTH CENTRE (ARU)		3.4		92		174		G85134		12				92		82		12		186				49.5%		44.1%		6.5%		100.0%

		SOUTHWARK PCT		G85095		MANOR PLACE SURGERY (DR HERZMARK)		8.0		254		328		G85095		50				254		74		50		378				67.2%		19.6%		13.2%		100.0%

		SOUTHWARK PCT		G85084		PENROSE SURGERY		8.0		148		196		G85084		17				148		48		17		213				69.5%		22.5%		8.0%		100.0%

		SOUTHWARK PCT		G85034		PRINCESS STREET GROUP PRACTICE		8.0		343		414		G85034		55				343		71		55		469				73.1%		15.1%		11.7%		100.0%

		SOUTHWARK PCT		G85040		QUEENS ROAD SURGERY		7.1		191		286		G85040		15				191		95		15		301				63.5%		31.6%		5.0%		100.0%

		SOUTHWARK PCT		G85050		SIR JOHN KIRK CLOSE SURGERY		6.1		111		177		G85050		14				111		66		14		191				58.1%		34.6%		7.3%		100.0%

		SOUTHWARK PCT		G85042		ST GILES SURGERY (DR VIRJI)		5.9		107		172		G85042		14				107		65		14		186				57.5%		34.9%		7.5%		100.0%

		SOUTHWARK PCT		G85009		ST JAMES SURGERY (DR ZIGMOND)		4.3		36		64		G85009		9				36		28		9		73				49.3%		38.4%		12.3%		100.0%

		SOUTHWARK PCT		G85726		ST. GILES SURGERY SE5 7RF (DR ROSEMEN)		6.6		146		226		G85726		13				146		80		13		239				61.1%		33.5%		5.4%		100.0%

		SOUTHWARK PCT		G85119		STERNHALL LANE SURGERY (DR MADAN)		8.0		161		222		G85119		38				161		61		38		260				61.9%		23.5%		14.6%		100.0%

		SOUTHWARK PCT		G85692		SURREY DOCKS HEALTH CENTRE (DR HOLDEN)		8.0		147		184		G85692		21				147		37		21		205				71.7%		18.0%		10.2%		100.0%

		SOUTHWARK PCT		G85006		THE ACORN SURGERY (DR SALAU)		2.4		181		370		G85006		34				181		189		34		404				44.8%		46.8%		8.4%		100.0%

		SOUTHWARK PCT		G85712		THE AVICENNA HEALTH CENTRE (DR KADHIM)		7.9		100		144		G85712		8				100		44		8		152				65.8%		28.9%		5.3%		100.0%

		SOUTHWARK PCT		G85013		THE CAMBERWELL GREEN SURGERY (DR DURSTON)		8.0		255		350		G85013		14				255		95		14		364				70.1%		26.1%		3.8%		100.0%

		SOUTHWARK PCT		G85651		THE DULWICH MEDICAL CENTRE (DR GUPTA)		8.0		183		261		G85651		43				183		78		43		304				60.2%		25.7%		14.1%		100.0%

		SOUTHWARK PCT		G85707		THE EAST DULWICH PRIMARY CARE CENTRE (DR SARMA)		3.9		78		143		G85707		11				78		65		11		154				50.6%		42.2%		7.1%		100.0%

		SOUTHWARK PCT		G85644		THE GARDENS SURGERY (DR CLIFFE)		8.0		142		196		G85644		13				142		54		13		209				67.9%		25.8%		6.2%		100.0%

		SOUTHWARK PCT		G85097		THE GRANGE ROAD PRACTICE (DR BROOKS)		7.2		135		202		G85097		30				135		67		30		232				58.2%		28.9%		12.9%		100.0%

		SOUTHWARK PCT		G85112		THE HAMBLEDEN CLINIC		6.4		66		103		G85112		13				66		37		13		116				56.9%		31.9%		11.2%		100.0%

		SOUTHWARK PCT		G85007		THE LISTER HEALTH CENTRE (DR ULLAH)		4.2		49		88		G85007		5				49		39		5		93				52.7%		41.9%		5.4%		100.0%

		SOUTHWARK PCT		G85723		THE LISTER HEALTH CENTRE (HOSSAIN)		3.2		77		148		G85723		21				77		71		21		169				45.6%		42.0%		12.4%		100.0%

		SOUTHWARK PCT		G85705		THE NEW MILL STREET SURGERY (DR CAMPION)		8.0		76		99		G85705		12				76		23		12		111				68.5%		20.7%		10.8%		100.0%

		SOUTHWARK PCT		G85685		THE NUNHEAD SURGERY (DR ROE)		7.1		175		263		G85685		65				175		88		65		328				53.4%		26.8%		19.8%		100.0%

		SOUTHWARK PCT		G85632		THE VILLA STREET MEDICAL CENTRE (DR DIFFLEY)		8.0		127		159		G85632		28				127		32		28		187				67.9%		17.1%		15.0%		100.0%

		SOUTHWARK PCT		G85019		TRAFALGAR SURGERY (DR SEKWEYAMA)		6.8		87		133		G85019		9				87		46		9		142				61.3%		32.4%		6.3%		100.0%

						SOUTHWARK				6,952		9,795								6,952		2,843		1,150		10,945				63.5%		26.0%		10.5%		100.0%

						LONDON		11,414.3		239,988		323,266								239,988		83,278		34929		358,195				67.0%		23.2%		9.8%		100.0%

						ENGLAND				1641193		2119824								1641193		478,631		218639		2,338,463				70.2%		20.5%		9.36%		100.0%
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controlled

not controlled
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The percentage of patients with diabetes in whom the last HbA1c is 8 or less inthe previous 15 months



QoF Mental Illness register
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		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by PCT

		SHA Code		Strategic Health Authority Name		PCT Code		PCT Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LD		LAMBETH		52		375,797		5,138		1.4%		3,113		0.8%		32,730		8.7%		12,474		-		3,150		0.8%		1,490		-		5,340		1.4%		3,175		0.8%		4,196		1.1%		17,008		4.5%		1,440		0.4%		706		0.2%		421		0.1%		903		0.2%		24,232		-		15,972		-		5,595		-		2,039		0.5%		25,135		-		855		-		57,641		-		2,455		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LE		SOUTHWARK		47		316,613		4,729		1.5%		2,641		0.8%		30,827		9.7%		10,945		-		3,649		1.2%		1,211		-		4,581		1.4%		2,443		0.8%		3,234		1.0%		12,790		4.0%		1,273		0.4%		634		0.2%		314		0.1%		698		0.2%		17,765		-		14,236		-		5,262		-		1,813		0.6%		23,045		-		555		-		51,034		-		2,181		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5LF		LEWISHAM		47		301,234		5,658		1.9%		3,197		1.1%		31,799		10.6%		12,607		-		3,149		1.0%		1,361		-		5,277		1.8%		2,889		1.0%		3,307		1.1%		17,047		5.7%		1,507		0.5%		777		0.3%		248		0.1%		868		0.3%		22,747		-		16,545		-		5,001		-		2,014		0.7%		22,180		-		763		-		56,380		-		2,246		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		TAK		BEXLEY		30		228,417		6,886		3.0%		3,421		1.5%		30,678		13.4%		10,559		-		3,312		1.4%		1,227		-		7,265		3.2%		3,134		1.4%		1,444		0.6%		11,630		5.1%		1,541		0.7%		668		0.3%		915		0.4%		908		0.4%		11,787		-		15,792		-		7,160		-		2,925		1.3%		22,805		-		516		-		50,689		-		1,301		0.6%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A7		BROMLEY		52		324,225		9,984		3.1%		5,184		1.6%		45,209		13.9%		12,509		-		4,143		1.3%		1,617		-		8,900		2.7%		5,134		1.6%		2,389		0.7%		17,526		5.4%		2,226		0.7%		1,064		0.3%		330		0.1%		1,499		0.5%		28,428		-		20,295		-		10,868		-		4,740		1.5%		23,591		-		741		-		72,545		-		2,346		0.7%

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		5A8		GREENWICH		45		264,861		6,070		2.3%		2,794		1.1%		31,273		11.8%		10,033		-		3,388		1.3%		1,305		-		6,034		2.3%		2,753		1.0%		2,635		1.0%		12,955		4.9%		1,310		0.5%		682		0.3%		445		0.2%		959		0.4%		14,824		-		14,553		-		7,427		-		2,226		0.8%		28,583		-		705		-		50,996		-		2,134		0.8%

		Disease prevalence

		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates by SHA

		SHA Code		Strategic Health Authority Name		Number of Practices		Sum of List Sizes		Sum of Coronary Heart Disease Register		Coronary Heart Disease Prevalence		Sum of Stroke or Transient Ischaemic Attacks (TIA) Register		Stroke or Transient Ischaemic Attacks (TIA) Prevalence		Sum of Hypertension Register		Hypertension Prevalence		Sum of Diabetes Mellitus (Diabetes) Register (ages 17+)		Diabetes Mellitus (Diabetes) Prevalence		Sum of Chronic Obstructive Pulmonary Disease Register		Chronic Obstructive Pulmonary Disease Prevalence		Sum of Epilepsy Register (ages 18+)		Epilepsy Prevalence		Sum of Hypothyroidism Register		Hypothyroidism Prevalence		Sum of Cancer Register		Cancer Prevalence		Sum of Mental Health Register		Mental Health Prevalence		Sum of Asthma Register		Asthma Prevalence		Sum of Heart Failure Register		Heart Failure Prevalence		Sum of Heart Failure Due to LVD Register		Heart Failure Due to LVD Prevalence		Sum of Palliative Care Register		Palliative Care Prevalence		Sum of Dementia Register		Dementia Prevalence		Sum of Depression Register		Depression Prevalence		Sum of Register for Depression1 Indicator		Depression1 Indicator Prevalence		Sum of Chronic Kidney Disease Register (ages 18+)		Chronic Kidney Disease Prevalence		Sum of Atrial Fibrillation Register		Atrial Fibrillation Prevalence		Sum of Obesity Register (ages 18+)		Obesity Prevalence		Sum of Learning Disabilities Register (ages 18+)		Learning Disabilities Prevalence		Sum of Register for Smoking Indicators		Smoking Prevalence		Sum of Cardiovascular Disease Primary Prevention Register		Cardiovascular Disease Primary Prevention Prevalence

		Q36		LONDON STRATEGIC HEALTH AUTHORITY		1,512		8,703,385		192,226		2.2%		91,507		1.1%		949,636		10.9%		358,400		-		86,643		1.0%		38,305		-		188,961		2.2%		90,715		1.0%		83,405		1.0%		413,972		4.8%		43,474		0.5%		20,714		0.2%		9,376		0.1%		26,745		0.3%		514,626		-		494,550		-		181,575		-		73,014		0.8%		657,741		-		20,483		-		1,598,376		-		58,138		0.7%
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		Quality and Outcomes Framework (QOF) for April 2009 - March 2010, England

		Numbers on QOF disease registers and raw prevalence rates, England

		Total number of practices = 8,305

		Sum of list sizes for all practices = 54,836,561

						Area		Mental Health Prevalence

						LAMBETH		1.1%

						SOUTHWARK		1.0%

						LEWISHAM		1.1%

						BEXLEY		0.6%

						BROMLEY		0.7%

						GREENWICH		1.0%

						LONDON		1.0%

						ENGLAND		0.8%
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Mental health admissions

		NHS COMPARATORS

		Mental Health Admissions per 1,000 Population

		The rate in terms of activity per 1000 practice for all admissions to Mental Health Specialities

		Denominator data: Population based on GP list data

		Numerator data: Count of  completed spells for Mental Health specialities (treatment speciality in range 710-724)

		2008/09

		Type		Code		Organisation		Crude Rate		Standardised Rate		Lower Confidence Limit		Upper Confidence Limit		Population		Total Count		Expected Count		Count Difference		% Difference

		National				National		2.06		2.06		2.1		2.1		54460158		112036		112036		0		0

		SHA		Q36		London SHA		2.13		2.16		2.1		2.2		8569779		18246		17392		854		4.9

		PCT		5A7		Bromley PCT		1.32		1.31		1.2		1.4		323721		428		673		-245		-36.4

		PCT		5AT		Hillingdon PCT		1.36		1.4		1.3		1.6		268150		366		538		-172		-32

		PCT		5M6		Richmond and Twickenham PCT		1.47		1.46		1.3		1.6		197124		289		407		-118		-29

		PCT		5K5		Brent Teaching PCT		1.47		1.48		1.4		1.6		351780		516		717		-201		-28.1

		PCT		TAK		Bexley CT		1.51		1.52		1.4		1.7		226703		342		462		-120		-26

		PCT		5K6		Harrow PCT		1.53		1.54		1.4		1.7		233669		357		477		-120		-25.2

		PCT		5A9		Barnet PCT		1.61		1.64		1.5		1.8		362330		585		732		-147		-20.1

		PCT		5K9		Croydon PCT		1.61		1.65		1.5		1.8		379359		611		762		-151		-19.8

		PCT		5M7		Sutton and Merton PCT		1.69		1.7		1.6		1.8		409583		694		842		-148		-17.6

		PCT		5H1		Hammersmith and Fulham PCT		1.8		1.81		1.6		2		191065		344		392		-48		-12.2

		PCT		5A5		Kingston PCT		1.85		1.85		1.7		2.1		190418		352		392		-40		-10.1

		PCT		5C1		Enfield PCT		1.8		1.87		1.7		2		297335		534		589		-55		-9.3

		PCT		5LG		Wandsworth PCT		1.98		1.92		1.8		2.1		334302		662		710		-48		-6.7

		PCT		5LC		Westminster PCT		2.05		1.96		1.8		2.1		243112		499		524		-25		-4.9

		PCT		5HX		Ealing PCT		1.92		1.98		1.8		2.1		354237		680		707		-27		-3.9

		PCT		5LE		Southwark PCT		2.08		2.09		1.9		2.3		308588		641		630		11		1.7

		PCT		5A4		Havering PCT		2.13		2.1		1.9		2.3		251686		535		525		10		1.9

		PCT		5LA		Kensington and Chelsea PCT		2.2		2.11		1.9		2.3		184414		406		396		10		2.5

		PCT		5C4		Tower Hamlets PCT		2.08		2.16		2		2.4		243547		506		481		25		5.2

		PCT		5C5		Newham PCT		2.14		2.3		2.1		2.5		332563		712		637		75		11.8

		PCT		5HY		Hounslow PCT		2.25		2.32		2.1		2.5		253372		569		505		64		12.6

		PCT		5A8		Greenwich Teaching PCT		2.26		2.34		2.2		2.5		265385		601		527		74		14

		PCT		5LD		Lambeth PCT		2.44		2.41		2.3		2.6		365542		891		761		130		17.1

		PCT		5NA		Redbridge PCT		2.36		2.44		2.3		2.6		265005		625		526		99		18.8

		PCT		5LF		Lewisham PCT		2.42		2.47		2.3		2.7		296045		716		597		119		19.9

		PCT		5C9		Haringey Teaching PCT		2.58		2.68		2.5		2.9		273956		707		543		164		30.1

		PCT		5C3		City and Hackney Teaching PCT		2.63		2.75		2.6		3		272598		716		536		180		33.6

		PCT		5C2		Barking and Dagenham PCT		3.2		3.44		3.2		3.7		181761		582		349		233		67

		PCT		5NC		Waltham Forest PCT		3.51		3.64		3.4		3.9		275098		965		545		420		77

		PCT		5K8		Islington PCT		4.08		4.04		3.8		4.3		207298		846		431		415		96.3

		PCT		5K7		Camden PCT		4.21		4.17		3.9		4.4		230033		969		478		491		102.8

						Area		Standardised Rate

						LAMBETH		2.41

						SOUTHWARK		2.09

						LEWISHAM		2.47

						BEXLEY		1.52						WARNING: Data can be incomplete with not all Mental Health providers submitting data each quarter

						BROMLEY		1.31						There is data for 2009/10 (see below) but I question if all data has yet been submitted…needs further investiagion.

						GREENWICH		2.34

						LONDON		2.16

						ENGLAND		2.06

		2009/10

		Type		Code		Organisation		Crude Rate		Standardised Rate		Lower Confidence Limit		Upper Confidence Limit		Population		Total Count		Expected Count		Count Difference		% Difference

		National				National		1.92		1.92		1.9		1.9		54881133		105361		105361		0		0

		SHA		Q36		London SHA		2.19		2.22		2.2		2.3		8694640		19009		16462		2547		15.5

		PCT		5K9		Croydon PCT		1.12		1.15		1		1.3		381704		429		717		-288		-40.2

		PCT		5A4		Havering PCT		1.45		1.44		1.3		1.6		253195		368		492		-124		-25.2

		PCT		5LE		Southwark PCT		1.49		1.5		1.4		1.6		314117		469		601		-132		-22

		PCT		5K5		Brent Teaching PCT		1.63		1.65		1.5		1.8		354616		579		674		-95		-14.1

		PCT		5LD		Lambeth PCT		1.72		1.69		1.6		1.8		372967		641		727		-86		-11.8

		PCT		5NA		Redbridge PCT		1.63		1.7		1.6		1.9		271313		442		499		-57		-11.4

		PCT		5A7		Bromley PCT		1.75		1.73		1.6		1.9		325218		569		630		-61		-9.7

		PCT		5LF		Lewisham PCT		1.72		1.75		1.6		1.9		300517		516		567		-51		-9

		PCT		5H1		Hammersmith and Fulham PCT		1.84		1.84		1.7		2		189256		348		363		-15		-4.3

		PCT		5HX		Ealing PCT		1.79		1.85		1.7		2		367184		659		685		-26		-3.7

		PCT		TAK		Bexley CT		1.93		1.95		1.8		2.1		227762		439		433		6		1.4

		PCT		5A9		Barnet PCT		1.94		1.97		1.8		2.1		366131		709		690		19		2.8

		PCT		5AT		Hillingdon PCT		1.92		1.97		1.8		2.2		272944		523		510		13		2.6

		PCT		5A5		Kingston PCT		2		2		1.8		2.2		190105		380		364		16		4.4

		PCT		5M6		Richmond and Twickenham PCT		2.03		2.02		1.8		2.2		198841		403		383		20		5.3

		PCT		5K6		Harrow PCT		2.03		2.04		1.9		2.2		235358		477		448		29		6.4

		PCT		5LG		Wandsworth PCT		2.13		2.07		1.9		2.2		371271		792		736		56		7.7

		PCT		5HY		Hounslow PCT		2.1		2.17		2		2.4		257443		541		478		63		13.1

		PCT		5M7		Sutton and Merton PCT		2.17		2.18		2		2.3		390442		849		748		101		13.5

		PCT		5NC		Waltham Forest PCT		2.21		2.3		2.1		2.5		275898		611		509		102		20

		PCT		5C1		Enfield PCT		2.3		2.41		2.2		2.6		295883		681		542		139		25.7

		PCT		5C2		Barking and Dagenham PCT		2.24		2.43		2.2		2.7		185512		416		329		87		26.5

		PCT		5C4		Tower Hamlets PCT		2.41		2.52		2.3		2.7		250148		604		461		143		31.1

		PCT		5C9		Haringey Teaching PCT		2.48		2.56		2.4		2.8		278759		691		518		173		33.3

		PCT		5LA		Kensington and Chelsea PCT		2.7		2.58		2.4		2.8		187660		506		377		129		34.4

		PCT		5LC		Westminster PCT		2.79		2.66		2.5		2.9		246105		686		495		191		38.5

		PCT		5A8		Greenwich Teaching PCT		3.02		3.13		2.9		3.4		265066		800		491		309		63

		PCT		5C5		Newham PCT		3.05		3.29		3.1		3.5		338920		1035		604		431		71.4

		PCT		5K8		Islington PCT		3.72		3.67		3.4		3.9		212604		791		414		377		91

		PCT		5C3		City and Hackney Teaching PCT		3.66		3.83		3.6		4.1		273541		1002		503		499		99.3

		PCT		5K7		Camden PCT		4.31		4.26		4		4.5		244160		1053		475		578		121.7

						Area		Standardised Rate

						LAMBETH		1.69

						SOUTHWARK		1.5

						LEWISHAM		1.75

						BEXLEY		1.95

						BROMLEY		1.73

						GREENWICH		3.13

						LONDON		2.22

						ENGLAND		1.92
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