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Summary of UCC Service Spec Board version

1. Document Purpose
The purpose of this document is to provide a summary of the draft service specification for the proposed Urgent Care Centre at Central Middlesex Hospital. This summary will support the Business Case submitted to the Investment Panel and Board for approval in March 2009.
2. Background
The delivery model for the Urgent Care Centre is based on the service model identified by the Brent and Harrow Urgent Care Network and developed over a period of time by clinicians, operational managers and commissioners from NHS Brent and Harrow PCT, North West London Hospitals Trust and the London Ambulance Service.
Patients upon arrival will be streamed through a single booking system and from that point triaged to the most appropriate healthcare professional. Patients will be seen in the UCC where clinically appropriate, or offered alternative primary/community care as appropriate.  
Through one integrated reception, the Urgent Care Centre will provide a means of front-ending emergency and urgent care services with a non-appointment primary care service. The UCC will serve as the patient’s point of access to the Emergency Department at Central Middlesex Hospital. Whilst operating in this integrated way, the UCC must also retain the distinctive culture and approach of a primary care service.
3. Key Requirements
· Providing the right care, by the most appropriate person, in the right setting ensuring consistent responses at the first point of contact

· Streaming non-urgent cases back to primary care

· Primary care clinicians front-ending A&E

· Facilitating non- registered patients to register with a GP practices

· Providing health promotion and self management education

· Managing further assessment required within A&E and refer if necessary to a hospital specialist
· Seeing and treating all patients within 4 hours of their arrival at the service
· ‘Blue light’ patients requiring emergency treatment will be referred directly to acute care without requirements for moving through the gateway
4. Aims and Intended Service Outcomes
· The service model is based upon the need to provide improved access to urgent, unplanned care while ensuring that patient’s ongoing healthcare needs are met in the most appropriate setting within the community or primary care, streaming patients back into planned services to meet their future needs. I.e. GP practices.  

· The CMH Urgent Care Centre (UCC) will operate ‘over twenty four hours, seven days a week, through a single reception The UCC will provide a means of front ending emergency and urgent care services.
· The UCC will integrate current service provision but will develop the distinctive culture and approach of a primary care service, with experienced primary care clinicians leading the service, working alongside other healthcare professionals undertaking assessments and seeing and treating patients.  

· The UCC will not constitute a further access point for routine NHS care in the health economy; neither will it allow duplication of existing services commissioned by the PCT or by primary medical services contractors.  Patients attending the centre with routine or out of hours primary care needs will be appropriately and actively navigated back into core primary /community services.

· Service providers of the UCC and the A&E Department (NWLHT) will be required to work together to ensure integrated and seamless care pathways.  

· The UCC should ensure patients receive a consistent and rigorous assessment of the urgency of their needs and an appropriate and prompt response. The particular clinical discipline of the professionals that do the streaming and triage will not be important as long as these protocols are carried out consistently and rapidly by professionals with appropriate competencies.

5. Patient Flow









6. Financial Responsibility
As part of the care pathway, patients may move between the UCC and A&E and vice-versa, and any contract awarded to a successful bidder will provide a fair and equitable basis for payment. The following payment rules will apply.
	Patient Movement
	Payment to

	A&E Majors moved to and treated at UCC
	UCC

	UCC patients transferred without prior treatment to A&E via Clinical Navigator
	Acute trust at A&E tariff

	Patient treated in UCC but condition worsens and then transferred to A&E for further treatment 
	UCC and acute trust at A&E tariff, subject to audit by the Joint Clinical Group*


When any patient is treated in the A&E department and it is deemed by the Joint Clinical Group that the patient could have been treated at the UCC, the commissioner will not pay an A&E tariff for that particular patient episode, or if already paid will recoup the payment retrospectively. 

Patient case mixes will be reviewed regularly by the Joint Clinical Group to assure clinical governance and standards and retain confidence in both services. 

7. Re-direction
In line with the requirements of the service specification, patients will be re-directed from the centre as follows.
· Provided with self-care/pharmacy advice

· Provided with advice and referred back to their GP (Depending on clinical need presentation)

· Provided with advice and referred back to community based services
8. GP Referred patients (Paediatric)

Children under the age of 2 years presenting with minor illness/ailment (excluding those on the exclusion list) would be seen by a GP as the next patient. On this basis, this group of patients would be seen in approximately 10 minutes. Children over the age of 2 will be seen within one hour unless the clinical streamer decides otherwise.

The provider must deliver appropriate and responsive care to all children.  This must be in accordance with the standards set out in the Children Act 2004, National service Framework for children and any local protocol within North West London Health economy.

9. Access to Diagnostics

Better access to diagnostics within the Urgent Care set up would speed up care, reduce steps in the patient journey and cut down on duplication of episodes of care.

No diagnostic action will be initiated for those patients deemed non-urgent and it is not therefore anticipated that the level of diagnostics provided will be increased beyond that provided in a standard GP surgery via Direct Access agreements.  Requests for diagnostic testing will be audited on a monthly basis initially. 
Urgent patients presenting to the centre may require access to diagnostics where this would assist the clinician in a decision regarding either the patient’s immediate treatment or for a decision or requirement for admission.  All diagnostic intervention will be undertaken via protocol and will be audited regularly.  Primary Care clinicians will be required to complete these consultations unless an admission is made.  

10. Discharge

Patients will be discharged from the UCC IT system at the end of their episode of care. It is anticipated that a small number of patients may need to be redirected to the majors during an episode of care in the UCC. In this case the patient will be discharged from the UCC IT system and reregistered in the Majors system.

Discharge summaries will be issued daily for UCC attendances to GP practices and their Out Of Hours Provider providing relevant clinical and treatment information, medication and any necessary follow-up care.

11. Pharmacy & PGDs

Non-urgent patients will be given pre-pack medications and in exceptional circumstances patient will be offered an A&E prescription ie insulin.  If community arrangements are unavailable and to delay the start of treatment would have an adverse effect on the patients welfare a full course of treatment will be dispensed. The policies will comply with the DH guidance on the supply of medicines out of hours. 

Patients that are not eligible for free prescriptions will be charged at the current prescription rate for any administered pre-pack.  The provider will make available all means for payment i.e. cash/ debit card/ credit card.

Non-prescribing nurses in the Urgent Care Centre will work under Patient Group Directives (PGDs) to supply and administer medicines until such a time that they will complete a nurse-prescribing course.

12. Management of Waiting Times 

Waiting times will be managed as part of the visual assessment function but responsibility for waiting times will be discharged jointly with triage staff and the Clinical Lead for Majors.   The streamer will work in partnership with all parties to ensure compliance with targets and will escalate within procedures as appropriate.
The provider will also liaise with PCT Commissioners and Managers to ensure DH standards for Out of Hours Care are also adhered to. 

13. Overall Activity Levels

The activities for 2006/07 and 2007/08 for CMH are shown below.

	A&E tariff payment
	2007/08
	2008/09

	No Code
	0
	0

	High Cost
	13106
	17221

	Minor A&E and Minor Injuries Unit
	45726
	42020

	No payment
	1076
	0

	Standard
	14536
	18253

	Total
	74444
	77494


The percentage of activities to be undertaken in the UCC will include the non admitted standard and Minors admissions and these activities have been used for the costing model.

The data used for this specification is the NWLHT (CMH site) data taken for 2007-2008 and the first 10 months 2008/09 pro rata to show full year effect. This is based on a set of presenting conditions which determines a patient’s suitability for the Urgent Care Services.  
14. Staffing

The establishment of the UCC provides a significant opportunity to develop and enhance the skills and competence of health care professionals across the local health economy. 

The planned establishment recognises the need for a strong primary care presence both in the care navigator role and in the assessment, diagnosis and treatment role. It is anticipated that the skill mix will change and include a wider range of practitioners with varying competencies as the UCC becomes established and protocols implemented and reviewed.

The distribution of staff over the 24 hour period that the UCC will be open is based upon analyses of average hourly throughput within A&E at CMH as per the example chart below. This chart shows the presentation of minor activity by arrival hour in 2007/08.
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The clinical model recognises that outside of rota planning there will still be peaks and troughs of activity within both the UCC and the Emergency Department and the need to agree escalation policies between the two services. 

Management of the UCC will be undertaken by the UCC provider. The future provider will be solely responsible for the employment of staff, payment of benefits and any disputes arising from employment-related matters. 

The UCC provider will be expected to provide clinical leadership via a clinical group and clinical management of the service.  In addition a local designated Clinical Director will be provided as the first point of contact at the Centre. 

As part of the development of an integrated service the UCC provider will work closely with partner organisations to develop an appropriate skill mix of staff to ensure patients are seen treated and redirected back to primary care core services for ongoing care. It is expected that the UCC will demonstrate a work force that can competently demonstrate either skills in / integration with, providers of:

· Emergency Care

· Mental Health

· Social Care

· Midwifery

In the initial phase GPs will be used to stream patients but this will be phased across to senior primary care nurses as the provider is able to recruit these accordingly in the numbers necessary to cope with demand.  The provider should also seek to work closely with local PCT provider services to realise any potential for collaborative working or innovative staffing models.  

15. IT and Telephony  

The provider will be required to fulfil the minimum requirements which must be satisfied by potential providers as a precondition to establishing robust IT processes and the establishment of a whole system response to patients with both primary care and out-of-hours care needs. 
16. Quality Standards and Clinical Governance 

The PCT will wish to ensure that the quality of the service to be provided is of a consistently high standard and all professionals abide by the guidance of the professional self-regulatory body. The service would be expected to outline its clinical governance mechanisms that would be applied when concerns about the quality of the service is raised.

The provider will be expected to comply with the clinical governance framework of NHS Brent and to function under agreed operational and clinical policies.

The provider will make arrangements to carry out patient satisfaction surveys in relation to the Service and will co-operate with such surveys that may be carried out by the Commissioner.

The service provider would ensure that risk management is an integral part of daily management. The organisation will use risk management to improve decision-making and encourage the continued improvement of service delivery and the best use of resources.

The service provider would be accountable to the PCT Director of Commissioning and ultimately the PCT Board. The provider would be responsible for performance management of the service.

All incidents clinical and non-clinical must be reported. The service would ensure that there are appropriate reporting mechanisms for all incidents and these reports feed into the relevant monitoring and reporting systems already set up by the PCT and DOH.

The service would be required to handle all complaints using the NHS complaints procedure and timeframes. A quarterly complaints report would be submitted to the BSU including evidence of change of practice, based on complaints and patient satisfaction survey.

All services would be required to have in place policies and procedures which comply with general legislation and any relevant NHS guidance affecting the service.
The provider will use up to date tools to target health promotion services. Hard to reach groups will be targeted to register with practices in the community. The provider will identify and proactively screen and manage patients at-risk of developing long term conditions and sexually transmitted infections.

The provider will use language line of community interpreting, translation and access service to provide a professional translation service during all consultations when required.

17. Outcome Measures

The service would be expected to provide written or electronic monthly reports within ten working days of the end of each month detailing:

For new patients:

· Demographic breakdown: Age, Sex, Postcode, Ethnicity

· The total number of new patients referred into the service

· Number of referrals returned to Practice after triage

· The number of patients seen face-to-face

· The number of patients referred for surgical intervention.

· The number patients referred to other hospital consultants independent of the service.

· Number of investigations requested: x-rays, MRI etc

· Access and waiting times

· Frequent Attendees to the service

In addition, the provider would submit quarterly financial reports to the PCT director of commissioning of expenditure against the contract price, including current position, year-end forecast within ten working days of the end of each quarter. The service would also be expected to submit a year to date financial report on its full accounts

18. Data Completeness

The following standards should be achieved for completeness of data.

· Service Level Agreement Identifier* 100%

· Intended Management 100%

· Primary Diagnosis 100%

· Referring Clinician 100%

· Registered GP Code 100% (valid codes)

· Code of GP Practice 100%

· Patient NHS Number 95%

· Patient DOB 100%

· Patient Ethnicity 100%

· Patient Postcode 100%
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Sexual Health Care


Health Outcomes


Tertiary Centre – i.e. Willesden


Voluntary/Third Sector





Pharmacies


Drug Action Team


Social Services


Care Pathways – COPD, Diabetes 
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Hospital








Diagnostics

















A&E / AAU


(Acute Assessment Unit)





Jointly working


Short stays for observation


Rapid Discharge or transfer


Admission Avoidance - Link to UCC for assistance with discharge/transfer 








Community Primary Care





GPs	


Discharge Teams


District Nursing


OOH GP








Navigator





Records Patient Name, DoB, Presenting Complaint and Outcome


Directs patients to most appropriate care


This could be outside of the UCC i.e. local pharmacy, local GP


Identify patients without GP – direct to HCA if appropriate whilst waiting, for registration health assessment














UCC


Open 24/7


Staffed by GPs, nurses,  emergency care practitioners, Physiotherapists


Community Liaison


See and treat within 4hrs


Assist Unregistered patients living in Brent to identify GP Practice – complete health assessment


Refer direct to specialities for unreg. patients meeting 2week Cancer Wait Criteria


Refer direct to A&E if patients condition worsens


Liase with ward staff and GP on course of action for patients in AAU








GP Referral


Can refer direct to UCC and AAU.








Self-Referral


Self-referral to UCC only








Ambulance


Can deliver patients�direct to UCC and A&E
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