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How did we start?

Drivers:

• Escalating Elective Demand
• No ownership of the issue

Levers:

• Practice Based Commissioning
• Clinical Leadership
• Support from NHS Plymouth as a strategic commissioner



Control and ownershipControl and ownership
of costsof costs

by a united clinicalby a united clinical
communitycommunity

Brought demand to 
a single point

Via C+B in a single
format

LEADERSHIPLEADERSHIP
Clinically led engagement
of GPs resulted in them 

taking ownership 
and responsibility for

managing the
escalating demand by 

developing a CAS provided
by their newly formed CIC

Sentinel

Results over the first year
••Clarity of Clarity of ““actualactual””demanddemand
••Improvements in DOSImprovements in DOS
••Reduced wasteReduced waste
••TargettedTargetted commissioningcommissioning
of additional servicesof additional services

••Clinical buyClinical buy--inin
••Improved referral qualityImproved referral quality
••Freed up resourcesFreed up resources

The Beginning

Redesigned Services
QIPP

ReducedReduced
wastewaste

SUSTAINABLE  SUSTAINABLE  
COSTCOST

GP ownership
of demand

IntegratedIntegrated
Clinical AssessmentClinical Assessment

Service Service 

Reducing Reducing 
waiting timeswaiting times

LESS 
reliance on 
face2face

Prevention Prevention 
and Maintenanceand Maintenance

Treating IllnessTreating Illness

More More 
PlannedPlanned
CareCare

UnplannedUnplanned
CareCare

I.T. to deliverI.T. to deliver ::
••MoMMoM pathwayspathways
••““LiveLive”” data on demanddata on demand
and capacityand capacity

••Real business Real business 
intelligenceintelligence

Acute Care
Pool

ACTIVITY = COSTSACTIVITY = COSTS……NOT DEMANDNOT DEMAND
••rainfall = referral demandrainfall = referral demand
••type of precipitation = case mix type of precipitation = case mix 
••rate of draining of the pool = activityrate of draining of the pool = activity
••waste = inefficiencieswaste = inefficiencies

“Removals other 
than treatment”

WASTEWASTE

WaitingWaiting
timestimes

18w

0w

Unmanaged 
Elective Demand
•No ownership
•“Hand off” mindset in 1ry 
care

The New Healthy System

Sentinel CAS
Providing peer to peer review

Single PointSingle Point
for electivefor elective

C+B ReferralsC+B Referrals

MOVING BEYOND PBC TOMOVING BEYOND PBC TO
CLINICAL COMMISSIONINGCLINICAL COMMISSIONING
We started to realise that if we
created the right environment
we could liberate all KDMs* to use
their skills at this point and 
ensure that care was always
received…
“at the right time,in the right place,
by the right person….every time”
regardless of organisational 
boundaries”
•Clinicians 1RY/2RY
•AHPs
•Social Services
•Others                 *key decision makers

WHAT WILL THIS MEAN:
KDMS INNOVATING TO DELIVERKDMS INNOVATING TO DELIVER--
••NEW PATHWAYS 1RY/2RY/SS etcNEW PATHWAYS 1RY/2RY/SS etc
••IMPROVED PRODUCTIVITYIMPROVED PRODUCTIVITY
••IMPROVED QUALITYIMPROVED QUALITY
••IMPROVED ALLOCATIVE IMPROVED ALLOCATIVE 
EFFICIENCYEFFICIENCY
••PARTNERSHIP WORKINGPARTNERSHIP WORKING-- socialsocial
Services/Services/AHPsAHPs/Acute /Acute PrioviderPriovider/PCT provider/PCT provider
Mental Mental HealthsHealths services/services/AHPsAHPs
••REFLECTIVE PRACTICE TO REFLECTIVE PRACTICE TO 
SUPPORT PRIMARY CARESUPPORT PRIMARY CARE

With patients and public at
the centre of the redesign
process…facilitated by our
health programme team

Developing a Healthy System

The Health Programmes:The Health Programmes:

9 work streams (acute/planned/LTC/EoLC/MH/LD/Children/Maternity/staying healthy)

Each supported by a programme manager and clinical champion

Roles:

•To pull in and generate wider commissioning resources 
•Support the work with the KDMs especially through clinical dialogue
•Help prioritise areas of work
•Pull projects together
•Feed into the annual planning cycle
•Report to PEC- progress and business plans
•Over time to expand their competencies to manage the
total spend in each of their areas of expertise through
programme budgetting



Early Learning Points



Outcomes- Referrals
Demand is Relatively Stable



Outcomes- Referrals
Demand can be reduced



Outcomes-Referrals
Alternatives can be provided in primary care



Financial Outcomes:
Primary care services can be cheaper



BUT……..

• Whilst new services can be provided in different settings 
that are cheaper to deliver - is this the right thing to do in 
the longterm………?

• How do we really reduce system cost?

• How do we collaborate to do this?



Thinking about the “system”
The real challenge



Defining a new health service



The Primary Care – Secondary
Gap



The Waste



Bridging the “GAP”

http://upload.wikimedia.org/wikipedia/commons/thumb/f/fb/Znak_A-13.svg/513px-Znak_A-13.svg.png


Closing the primary-secondary 
care gap

Two Main Strategies:Two Main Strategies:

1.1. A new perspective on PBCA new perspective on PBC-- ““clinical commissioningclinical commissioning””

2.2. Transforming the system by uniting the clinical communityTransforming the system by uniting the clinical community

• Creating a bridge – technical efficiencies- Sentinel CATS
• Crossing the bridge – transformational  efficiencies- Sentinel 

CiC as an Integrated Care Organisation



The “System” overview- simplified

Primary Care
££

Secondary Care
£££

Single Envelope Single Envelope 
of Fundingof Funding



A “No Gap” Unified Health System

Community based care                Hospital based care

Integrated
Clinical Community

££

Patient Led
CiC



Sustainability- costs

Hospital
Based care

Self Care

Primary Prevention

Secondary 
Prevention/Maintenance

COSTS
Shift of 

resources
Money+/- People



Sustainability- knowledge

The Public, Patient and Carers

First Points of Contact

COSTS
Shift of 

knowledgeClinicians



How Big Could it Be?



The Policy Challenges- The White 
Paper

• The ideology of the “internal market” persists- despite lack 
of evidence that its application in the NHS has reduced 
cost and driven up quality ( Wanless 2007 )

• Integrated care delivery systems talked about instead of 
true ICOs

• Loss of the sense of the NHS “family”- one organisation, 
one vision….to a franchise model

• Retaining a sense of common purpose
• Ensuring NHS employees continue to invest huge 

amounts of discretionary effort in delivering care



Finally- Never forget  the “real” challenge

Work to leave a legacy that benefits future generations
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