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GP Commissioning

Integrated musculoskeletal service design
by GP consortia
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Question

How can GP consortia lead the development of
integrated musculoskeletal services?

Key messages

e Musculoskeletal conditions are common in pri-
mary care and are associated with significant co-
morbidity and impairment of quality of life.

e An integrated care approach, with most patients
being managed in primary care and community
settings, whilst providing clear and fast routes to
secondary care, provides an effective and cost-
effective solution compared with traditional
models.

e GP consortia, in conjunction with strong clinical
leadership, inbuilt organisational and professional
learning, and a GP champion, are well placed to
deliver service redesign by co-ordinating pri-
mary care development, local commissioning
of community services, and the acute commis-
sioning vehicles responsible for secondary care.

Why this matters to me

I authored the first review of musculoskeletal services
available for GPs in Ealing in 1994. Three reviews
and 16 years later, progress has been frustratingly
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slow. GP consortia put clinicians in the driving seat,
leading service design and steering a path to
improved services for patients. Back pain is the
leading single presentation of musculoskeletal prob-
lems in General Practice. The National Institute for
Health and Clinical Excellence (NICE) estimates
that about 50% of back pain patients, accounting
for 30% of the cost of back pain treatments, seek
private therapy (physiotherapy, osteopathy, chiro-
practic) because of inadequate NHS service provision.
Musculoskeletal disorders are the second highest
cause of time lost from work and have worse quality
of life scores than cancer, mental health, cardio-
vascular and respiratory diseases, visual and hearing
impairment, and renal disease, which makes this a
priority that needs championing.' The government
chose not to create a national clinical director for
musculoskeletal services and community services
were disconnected from acute services by the cre-
ation of acute commissioning vehicles. Only by
creating an integrated service, led by GP consortia,
can cohesive services and coherent pathways be
developed. In a time of financial constraint, such
service redesign will create extra capacity by the
virement of funds from secondary to primary and
community care. This will enable the patient to be
seen in the right place at the right time by the right
clinician.

Background Musculoskeletal conditions are com-
mon in primary care and are associated with signifi-
cant co-morbidity and impairment of quality of life.
Traditional care pathways combined community-
based physiotherapy with GP referral to hospital for
a consultant opinion. Locally, this model led to only
30% of hospital consultant orthopaedic referrals
being listed for surgery, with the majority being
referred for physiotherapy. The NHS musculoskeletal

framework proposed the use of interface services to
provide expertise in diagnosis, triage and manage-
ment of musculoskeletal problems not requiring
surgery. The White Paper Equity and Excellence:
Liberating the NHS has replaced PCT commission-
ing with GP consortia, who will lead future service
development.

Setting Primary and community care, integrated
with secondary care, in the NHS in England.
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Question How can GP consortia lead the develop-
ment of integrated musculoskeletal services?
Review: The Ealing experience We explore here
how Ealing implemented a ‘See and Treat’ interface
clinic model to improve surgical conversion rates,
reduce unnecessary hospital referrals and provide
community treatment more efficiently than a triage
model. A high-profile GP education programme
enabled GPs to triage in their practices and manage
patients without referral.

Conclusion In Ealing, we demonstrated that most
patients with musculoskeletal conditions can be
managed in primary care and community settings.
The integrated musculoskeletal service provides
clear and fast routes to secondary care. This is both

Background

Prevalence

In the UK, 16.5 million people have back pain,* 8.5
million people have peripheral joint pain,” 4.4 million
have moderate or severe osteoarthritis® and 650 000
have inflammatory arthritis.* Twenty percent of the
population present to GPs each year with a new onset
or recurrence of a musculoskeletal problem” and 10%
of the population are referred from General Practice
each year to community or secondary care with
musculoskeletal problems.®

Impact, quality of life and co-morbidity

In total, 11.2 million working days per year are lost
through musculoskeletal problems and these consti-
tute the second largest group of patients in receipt of
incapacity benefits (after mental ill-health).” Muscu-
loskeletal conditions were associated with the worst
quality of life scores when compared with a basket of
conditions in 15 000 people. The comparators in-
cluded: mental health, cardiovascular and respiratory
diseases, visual and hearing impairment, renal disease
and cancer.® Twenty-seven percent of patients in
primary care with chronic musculoskeletal pain have
major depressive symptoms, often unrecognised,” and
conversely, 41% of patients with major depression
have disabling chronic pain.'’

Cost

NHS expenditure on musculoskeletal disorders was
£4.2 billion in 2008-2009. This is the fifth highest area
of spend in the NHS, and has a separately identified
programme budget from the Department of Health.""

clinically effective and cost-effective, reserving hos-
pital referral for patients most likely to need surgery.
GP consortia, in conjunction with strong clinical
leadership, inbuilt organisational and professional
learning, and a GP champion, are well placed to
deliver service redesign by co-ordinating primary
care development, local commissioning of com-
munity services and the acute commissioning vehicles
responsible for secondary care. The immediate
priority for GP consortia is to develop a truly inte-
grated service by facilitating consultant opinions
within a community setting.

Keywords: delivery of health care, integrated,
musculoskeletal system, primary health care

Interface clinics

An Interface Service is ‘any service (excluding con-
sultant-led services) that incorporates any intermedi-
ate levels of triage, assessment and treatment between
traditional Primary Care and Secondary Care’.'* The
Musculoskeletal Services Framework (MSF) advised
that many patients with musculoskeletal problems
could receive faster and more appropriate care in the
community, with reduced waiting times to start active
management."> Equally important, by diverting patients
to community services, waiting times for those patients
requiring surgery would also be reduced. Interface
clinics were promoted to provide assessment, diag-
nosis and treatment in the community. Integrated
care pathways were suggested to allow referral back to
GPs, to other community services or on to secondary
care using locally agreed evidence-based guidelines.
The MSF stated the need for strong leadership, robust
clinical governance, accountability and integrated
collaboration with primary and secondary care clin-
icians. Some Primary Care Trusts (PCTs) in West
London adopted a community-based triage service
staffed by extended scope physiotherapists. Ealing
implemented a ‘See and Treat’ model with similar
aims, and with the potential to generate greater
efficiencies.

Shared leadership

Shared leadership is where leadership is not restricted
to people who hold designated leadership roles, and
where there is a shared sense of responsibility for the
success of the organization and its services.'* In Ealing,
the Musculoskeletal Core Strategy Group utilises shared
leadership for the benefit of the organisation by defining
goals, motivating musculoskeletal service staff and GPs,
inspiring change, mapping processes and maintaining
good communications.
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GP confidence and musculoskeletal
training

British undergraduate training in musculoskeletal
conditions has been meagre, resulting in poor confidence
among GPs in diagnosing and managing musculo-
skeletal conditions.'” This may be a significant factor
contributing to referrals to secondary care for patients
who could be managed conservatively in the com-
munity."” The Ealing postgraduate tutors supported a
rolling musculoskeletal education programme, delivered
by Ealing and Harrow Community Services, ensuring
funding for the programme and for training facilitators.

‘Equity and Excellence: Liberating the
NHS’

The government White Paper published in 2010
provides new opportunities for commissioning ser-
vices.'® The White Paper signals a shift in decision-
making to clinicians close to patients. ‘Commission-
ing by GP consortia will mean that the redesign of
patient pathways and local services is always clinically-
led and based on more effective dialogue and partner-
ship with hospital specialists.”'® In Ealing, these changes
will provide impetus to develop a fully integrated
musculoskeletal service, not least because of the high
prevalence of musculoskeletal conditions in primary
care.

The Appendix considers how the NHS Operating
Framework 2011/12,)” the NHS Outcomes Frame-
work 2011/12'® and the Quality, Innovation, Product-
ivity and Prevention (QIPP) Agenda'® pertain to
commissioning musculoskeletal services by GP
consortia. The Arthritis and Musculoskeletal Alliance
(ARMA) is concerned, however, that the direction of
the quality standards in the NHS Outcome Frame-
work will focus commissioners’ attention away from
musculoskeletal conditions, ‘... if it isn’t measured, it
won’t be managed’.”

Our experience in developing the Musculoskeletal
Interface Service in Ealing helps answer the question:
How can GP consortia lead the development of inte-
grated musculoskeletal services?

Setting

Primary and community care, integrated with sec-
ondary care, in the NHS in England.

In the ‘See and Treat’ model implemented in Ealing,
triage occurs at the point of GP referral. The referring
GP chooses either general physiotherapy, interface
clinics or secondary care. This decision is supported
by referral guidance distributed to all GPs and by the

musculoskeletal education programme described be-
low. For patients seen in the general physiotherapy or
interface clinics, there is no further triage other than a
paper-based triage for urgent referrals. Patients start
their definitive treatment with the first therapist they
see, reducing referral-to-treatment times. Patients can
be internally referred between any stream, or to classes
or secondary care.

The Ealing PCT central booking service handles
13 000 GP referrals per year for general physiotherapy
and 9000 for the interface services; a total of 22 000 GP
referrals per year to the community services. A further
11000 musculoskeletal referrals per year from GPs
directly to hospital are triaged by a separate GP-led
paper/electronic-based triage system: the Clinical As-
sessment Service (CAS). The CAS GPs have in-service
training provided by the musculoskeletal service and
they can request email advice. This maintains the GPs’
independence in the referral process. Currently, 15%
of CAS referrals to orthopaedics are discussed by fax
with referring GPs, with formative advice to consider
diversion to the community musculoskeletal service.

Current waiting times are: general physiotherapy,
11 weeks; interface clinics, 2—4 weeks; urgent referrals,
1-2 weeks. Using a cost per case model, interface clinic
treatments were 32—40% cheaper than secondary care
tariffs providing the same treatments.*' Full descrip-
tions of the musculoskeletal service’’ and referral
pathways>* have been published.

Methods

Audit reports and verification of outpatient attend-
ances and surgical conversion rates were performed
using CSE Servelec RiO™ Data Warehouse Reports
Manager and Dr Foster Intelligence, Practice and
Provider Monitor (PPM) Tool ™.

Evidence and review: the Ealing
experience

Core strategy group

The Musculoskeletal Core Strategy Group was formed
in Ealing in 2003. The core group consists of a com-
missioner with special responsibility for musculo-
skeletal service development, the clinical lead and
the associate director of the musculoskeletal provider
services, and the PCT musculoskeletal clinical advisor/
GP clinical champion for musculoskeletal conditions.
This is an informal group that generates ideas and
evaluates current and future service provision; focusing
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on improving outcomes for patients with muscu-
loskeletal conditions, within an ethical framework.'
This group worked with constituent GP practice-based
commissioning groups to adopt a single provider
across the PCT (2005), with accompanying economies
of scale; consolidated the interface clinic (2006); devel-
oped common referral guidelines (2009); and is
drafting unified patient pathways across primary
and secondary care.

Musculoskeletal service
commissioning

Input into commissioning local musculoskeletal ser-
vices occurs in five ‘layers’:

1 a dedicated musculoskeletal commissioner

2 the Musculoskeletal Core Strategy Group

3 the practice-based commissioning musculoskeletal
leads

4 Ealing PCT commissioning the community pro-
vider (Ealing and Harrow Community Services)

5 the North West London Acute Commissioning
Vehicle.

The Ealing PCT musculoskeletal clinical advisor liaises
with all the layers to ensure coherent commissioning
that is informed by national guidance and clinical
evidence. This liaison is essential because patient
pathways span primary care, community services
and secondary care.

Musculoskeletal service provider

Integrating musculoskeletal care across primary care,
community services and secondary care requires strong
clinical leadership. The community physiotherapy
and interface services are led by a consultant physio-
therapist. This therapist-led service inspires the thera-
pists to provide evidence-based care and improve
clinical and cost-effectiveness. The musculoskeletal
service provider has hosted network meetings with
public health, social services and service users. The
musculoskeletal interface service and mental health
services are developing pathways for patients with co-
morbidity and chronic pain.

Musculoskeletal education

Ealing and Harrow Community Services appointed an
education lead, who holds a postgraduate certificate
for teaching in primary care. The education lead
instigated the multidisciplinary education programme
for therapists and musculoskeletal physicians working
in the interface clinics. The education lead has re-
sponsibility for musculoskeletal education for GPs,
GP registrars and a new specialist training post in

musculoskeletal medicine. The education programme
is jointly funded by Ealing PCT, Ealing and Harrow
Community Services and the London Deanery (for GP
registrar teaching). A rolling programme of core skills
and advanced musculoskeletal topics helps to improve
GP confidence in diagnosis and in managing patients
who do not need referral. This is a vital component of
the ‘See and Treat’ model, which moves triage to GPs
in their practices.

The interface clinicians provide feedback to GPs in
discharge letters, emails or by telephone regarding the
appropriateness of the referrals and with suggestions
for further management, in accordance with local and
national clinical evidence. Trends in feedback are used
to inform the GP education programme and case
discussions.

Outcomes

Figure 1 shows the proportion of specialist muscu-
loskeletal opinions occurring in secondary care has
fallen from 100% in 2005 to 73% in 2010 as GPs have
referred to the interface service in preference to
hospital. A further shift should be achievable with direct
input from secondary care consultants in the interface
clinics, as suggested by the Musculoskeletal Service
Framework'? and the NHS Institute for Innovation
and Improvement.” The surgical conversion rate for
onward referral from the interface service is 70%,
compared with 30% for GP referral direct to second-
ary care (S Griffiths, personal communications: Ealing
and Harrow Community Services and M Nyadzayo,
Imperial College Healthcare NHS Trust). Data are
verified using NHS number tracking, as per the
Methods section.

The introduction of referral guidance coupled with
a high-profile GP education programme in 2009 led to
a sustained 10% reduction in GP referrals into the
musculoskeletal service, with inappropriate referrals
now accounting for just 1% of the total. Figure 2 shows
how GPs have referred or managed patients with
musculoskeletal conditions in general practice using
the ‘See and Treat’ model. The advantage of this model
is that patients start their definitive treatment earlier.
No further triage by the musculoskeletal service is
performed for non-urgent referrals because the patient
has been triaged by the GP before referral. The model
demonstrates successful demand management by
empowering GPs through education and feedback.

Table 1 shows how the Ealing PCT musculoskeletal
interface clinics have performed against the NHS
Institute for Innovation and Improvement musculo-
skeletal management indicators.” The cost-effectiveness
of the treatments offered meets the NICE threshold for
funding NHS intervention.**
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Figure 1 Proportion of first attendances: hospital orthopaedics and community musculoskeletal interface
clinics (percentages per financial year, all referral sources). Sources: CSE Servelec RiO®™ Data Warehouse
Reports Manager, Dr Foster Intelligence Practice and Provider Monitor Tool (PPM)®
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Figure 2 GP management and GP referrals for musculoskeletal conditions (percentages and annual rates per
100 000 Population, Ealing PCT, 2009). Sources: CSE Servelec RiO®™ Data Warehouse Reports Manager, Dr Foster
Intelligence Practice and Provider Monitor Tool (PPM)®, Ealing CAS Database, NICE Epidemiology Review

Musculoskeletal services are a low-cost, high-vol-
ume service accounting for a total expenditure of £45
per head of population compared with the total PCT
expenditure of £1413 per head.” This modest expen-
diture benefits 20 000 patients per year in Ealing.

Organisational learning

Clinicians from general practice, community physio-
therapy and interface services, and hospital consultants

have been in involved in organisational learning.
Multidisciplinary teams explored what needed to change
in different professional groups, particularly within
the interface service and in general practice. The dis-
cussions were informed by data about referral patterns,
treatments and outcomes. Clinicians collaborated to
develop local evidence-based referral and investi-
gation guidelines.”>*°
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Table 1 NHS Institute for Innovation and Improvement Musculoskeletal Interface
Performance Management Indicators (Ealing PCT interface clinic performance, December
2010). Source: CSE Servelec RiO® Data Warehouse Reports Manager

Interface performance indicator

Outcome

18 weeks Referral to Treatment
data

Appropriateness of referrals into
service

Did not attend (DNA) rates

Number of new attendances and
follow-ups

Treatments performed in the
service and outcomes

Appropriateness of referrals to
diagnostic tests such as MRI

Onward referral rates to secondary

care
Surgical intervention rates within

secondary care

Capacity and demand monitoring

Turnaround time for diagnostics.

Average referral to treatment time: 8 weeks (includes time for
investigations before staring treatment.)

99%

Initial appointment: 7%

Follow-up appointments: 15%

Initial DNAs reduced from10% in 2009 as waiting times have fallen.
Text reminder service being piloted to reduce DNAs further.

New patients: 4682
Follow-ups: 7053
Average 2.5 visits per episode

Specific postural, stretching and strengthening exercises,
manipulation, acupuncture, injections (soft tissue, joint and caudal
epidural), FP10 prescriptions.

Treatments offered are clinically and cost-effective in accordance
with NICE guidelines and NHS Evidence Clinical Knowledge
Summaries.

MYMOP2 outcome measure being piloted.

New patients seen: 4682
MRI scans requested: 551
MRI rate: 12%

Radiology audit in 2007 showed that MRI scans were being requested

in accordance with Royal College of Radiologists guidelines.
Further audit on clinical appropriateness planned.

New patients seen: 4682
Secondary care referrals: 455
Onward referral rate: 10%

70% *

Block contract

4682 patients/year (interface service)

6909 patients/year (general physiotherapy

Service at capacity.

Waiting times in steady state: interface clinics, 3 weeks; general
physiotherapy, 11 weeks. General physiotherapy stream demand fell
by 10% after introduction of referral guidelines in 2009.

Blood tests and X-rays, 1 week; MRI Alliance, 2.5 weeks; MRI
InHealth (spine) 2.5 weeks; MRI InHealth (peripheral) 3.5 weeks

T Audit, S Griffiths, personal communication, 2010.
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Conclusion

In Ealing, we have demonstrated that 86% of patients
presenting to GPs with musculoskeletal conditions
can managed in primary care and community settings.
The integrated musculoskeletal service provides clear
and fast routes to secondary care for about one-fifth of
the referrals received, with a surgical conversion rate
of 70%. This is both clinically effective and cost-
effective, reserving hospital referral for patients most
likely to need surgery.

The immediate focus for the GP consortium in Ealing
is to enable consultants from secondary care to work
in the interface clinics. The total savings from moving
work from secondary to primary care is small;
financial modelling estimates this at £1 million recur-
rent savings per year. However, the benefits of con-
sultant input into the interface clinics are significant:
it strengthens the confidence of GPs to refer to the
community clinics, there are educational benefits for
the extended scope physiotherapists, and clinical
governance is enhanced. Integrated care will facilitate
patients seeing the most appropriate clinician and
starting their definitive treatment sooner.

The boundaries for GP consortia, acute commis-
sioning vehicles, integrated care organisations, and
other providers are not co-terminus. GP consortia
should consider whether it would be more efficient for
one body to lead commissioning for integrated com-
munity and elective musculoskeletal care pathways on
behalf of all commissioners in a sector.

GP consortia are in a position to commission for
improving the quality of life for patients with muscu-
loskeletal conditions. The Ealing PCT musculoskeletal
service can offer transferrable experience to embry-
onic GP consortia. Two aspects of our current service
should be carried forwards. First, strong clinical lead-
ership, a core strategy group and a GP champion are
essential for service transformation by coordinating
primary care development, local commissioning of
community services and the acute commissioning
vehicles responsible for secondary care. Second, in-
built organisational and professional learning for
providers at every stage of the care pathway from
general practice, community general physiotherapy
and interface services to secondary care will be im-
portant to the longer term success of service redesign.
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Appendix

In 2010, the government White Paper Equity and Excellence: Liberating the NHS proposed the formation of GP
consortia to replace PCTs’ responsibilities for commissioning in the NHS in England.*! Three further documents
have been published by the Department of Health, which add operational detail to the reconfiguration of the NHS
outlined in the White Paper. This Appendix considers how The NHS Operating Framework 2011/12,** the NHS
Outcomes Framework 2011/12* and the Quality, Innovation, Productivity and Prevention (QIPP) Agendaa4
pertain to commissioning musculoskeletal services by GP consortia.

The NHS Operating Framework 2011/12

The NHS Operating Framework sets out how the NHS will improve quality for patients, by improving safety,
effectiveness and patient experience.”” The key national priorities for 2011/12 include maintaining performance
on key waiting times, continuing to reduce healthcare associated infections, and reducing emergency readmission
rates.

The operating framework measures that are relevant to commissioning musculoskeletal services (as distinct
from acute trauma services) are:

e to meet Referral to Treatment waits
e to maintain patient choice, within a framework of PCT clusters.

There are a number of ‘supporting measures’ that will be monitored:

people with long term conditions feeling independent and in control of their condition
community activity

outpatient activity

follow-up ratios.

The NHS Outcomes Framework for 2011/12

The Department of Health envisages that the Outcomes Framework will provide national accountability for NHS
performance, and will catalyse quality improvement through outcomes measurements.*> The Outcomes Frame-
work moves away from previous process targets, but is dependent on being able to define and then measure
outcomes of relevance. To this end, NICE is producing a set of 150 quality standards to support the main pathways
of patient care in the NHS. The Outcomes Framework also focuses on reducing health inequalities through the
chosen outcome indicators.

The structure of the NHS Outcomes Framework is based on five domains. The most relevant to musculoskeletal
conditions are:

e domain 2 — enhancing quality of life for people with long-term conditions
¢ domain 3 - helping people to recover from episodes of ill health or following injury.

Musculoskeletal conditions are heterogeneous. Most of these conditions affect quality of life, morbidity and loss of
productivity, rather than mortality. Therefore, in contrast to cancer services, cardiovascular and respiratory
conditions, mortality is a poor quality standard for musculoskeletal services. Specific outcome measures within
the domains are not yet defined for the majority of musculoskeletal conditions. In practice, this means that the
commissioning of musculoskeletal services will still be dependent on process measures as surrogates for
outcomes® and benchmarking against national data sets*™® until validated outcome measures have been
developed. The challenge will be to fund data collection for outcomes, from accredited sources, without
detracting clinicians from patient care.*

The domain most relevant to commissioning musculoskeletal conditions that do not require admission is:
domain 2 ‘Enhancing quality of life for people with long-term conditions’. The relevant indicators chosen for
domain 2 for 2011/12 are:

e the proportion of people feeling supported to manage their condition
e employment of people with long-term conditions.



Integrated Musculoskeletal Services | 25

Achieving these will require considerable cooperation between health, social and employment services. This will
require new, less insular ways of working for GP consortia and providers. However, contrasting with chronic
conditions, many acute and recurrent conditions will not be captured by these outcome measures.

For those patients admitted electively or as emergencies with musculoskeletal problems, the most relevant
domain is: domain 3 ‘Helping people to recover from episodes of ill health or following injury’. The relevant
indicators chosen for domain 3 for 2011/12 are:

emergency admissions for acute conditions that should not usually require hospital admission
emergency readmissions

patient reported outcomes measures

the proportion of fragility fracture patients recovering to their previous levels of mobility/walking ability.

In addition, there are patient experience, access and safety indicators in domains 4 and 5.

Quality, Innovation, Productivity and Prevention

The Operating Framework for the NHS in England 2011/12 outlines how GP consortia will need to oversee
management and implementation of Quality, Innovation, Productivity and Prevention (QIPP) plans, to deliver
change, and savings whilst maintaining quality and outcomes.*? The QIPP agenda aims to maintain quality care in
an era of financial constraint by increasing productivity and integrating services.*>** The QIPP Long-Term
Conditions workstream is the most closely allied to musculoskeletal service delivery, although it is less relevant for
acute and recurrent presentations of musculoskeletal disorders. Although the focus is on preventing (costly)
hospital admissions, the workstream promotes integrated care teams, which treat and supporting the person
rather than a condition. Perhaps the strongest contribution to musculoskeletal services is the strand of the
workstream that promotes patient self-care and management. This reflects current NICE advice about the
management of osteoarthritis, rheumatoid arthritis and low back pain.*'®"'* It has been difficult to secure funding
for these low-level interventions from the health budget, because of the lack of pump priming funding, and
because the musculoskeletal health—economic benefits from self-care, weight loss and cardiovascular exercise are
modest and take a long time to realise.*'*™

The challenge for GP consortia will be to liaise with social care to ensure the availability of affordable leisure
facilities and coaching as well as finding the pump priming funds for education programmes to continually
encourage patients to persevere with weight loss and exercise.
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