Emergency and Out of Hours Care in Bristol.

Part ONE

Joint Meeting of the Bristol Medico-Chirurgical Sodety and the
Bristol Division of the BMA held on April 1. 2008.

Chairman Sir Alexander Macara.

Session 1

Chairman It's half-past two so | propose that we makeaatstven as people are
still coming in. May | welcome you warmly on behaffboth the Medico-Chirurgical
Society and the BMA. | have an advantage over sohy®u in that | can look back
nearly fifty years to coming to Bristol and finditigat the Med-Chi thought the BMA
was just those unspeakable politicians, and the BMAight the Med-Chi were these
ghastly elitist academics, They didn’t even spwadach other, but you had to belong
to both organizations! Now, most people don’t s@ernave any particular allegiance
to either, unfortunately, which is why we thoughseénsible to join forces. Richard
Langton Hewer had this very bright idea, not owlyatdress this subject but to do so
on an afternoon, which might be more congeniapfwple than an evening meeting.
So welcome to the meeting on Emergency and Outafrg$icare in Bristol which
affects us, all whether as patients or professgaaldifferent times in one or other
capacity. It's my particular pleasure to set thenscand to tell you at the very
beginning that the intention is that we close flrig session at twenty past three so
that we have a ten minute comfort break beforesdw®nd session, and that we finish
certainly not later than six o’clock, which will b&te enough.

Now it's my particular pleasure to introduce touysomebody who it's
customary to say needs no introduction, maybeguostor two people have been on
the other side of the world in the last ten yeard don’t know who George is, but
Professor Sir George Alberti has of course donetrmbshe prestigious things in
medicine; he’s been professor and dean of the gebest medical school in the
country, Newcastle — Glasgow of course being thst, beell it was — but George has
been dean of Newcastle which is quite somethind, taen president of the Royal
College of Physicians, and now he’s the tsar, wincthe political shorthand for the
National Director — | don’t know how you direct #tlis George, but you'll tell us — of
Emergency Care. | was glad to see on the intereerge — | look up my friends to
see what calumnies are being expressed against thénfound that you were
described George as being a crusader with a sédsermur, which one might have
thought was an oxymoron, but it's not a bad tribdted it is my pleasure to thank
you for coming and to invite you to tell us howai@anise our emergency care.



Urgent and emergency care, are we making progress?

Professor Sir George Alberti (GA)— Thank you very much, and hello everyone.
Sadly I'm not sure how much the BMA has changedesihat original description of
yours.

AM - Only for the better.

GA — Yes. That would be good. Well it is a pleaswebé here, for two or three
reasons. One that one of my earlier visits in tiei life as a government apparatchik,
which is what | am, was to Bristol when there waseaain amount of disarray in
some of the services, quite a long time ago now,iaterestingly Bristol has not been
on our worry list in the Department of Health for laast four years now. So
something must have changed. And also it's alwaysca excuse to get out of
London, which is an abysmal place to live and bpscwhenever | can. Also because,
hopefully, | can get some ideas, | depend on thagehround the country to get ideas
from people including the other speakers. I'm ingkforward to getting some today
and | hope some of them are good ones. Right noat, isn't meant to put you to
sleep!

So, are we making progress in urgent and emergesrey? Well let me just take you
back a little historically first, because it alaged with this, which some of you will
still remember. Sandy, were you a signatory?

AM — Sadly yes, | had my battle with Alan Milburn.
GA -

| start with the NHS Plan, which in fact in manyyg was a very clever plan,
whatever you think of the content, because it was first attempt to get the
professions involved in devising a plan for healthwas also the first attempt for
many, many years to move away from an eleven mamdhthirty day planning cycle
to a much longer look at what was needed. As fawaswere concerned it was
interesting in that it had a very short sectioneomergency care in there, and it said
quite simply that by 2004 no one should be waitingre than four hours in A&E
from arrival to admission, transfer or dischargegrage waiting times will fall as a
result to 75 minutes. And you might well ask, wheig four hours come from? Well
as we were discussing before, you know, it wasima icothe air, five seemed a long
time and three didn’t seem practical, so four houremember as well that this was at
a time when if you went into a nameless hospita Mhipps Cross in East London
that you went in with a suitcase, couple of frignbisttle of gin, pyjamas, and you
were ready for a twenty-four, thirty-six, forty-éig seventy-two hour wait, in A&E,
and that's before you were seen, and it was awiod | think the record for four
hours was 18% of people under four hours in anddast London hospital, so it was
an abysmal situation and something had to be done.

| did say to Alan Milburn when we wrote the planyas involved along with Sandy,
that with the setting of such a high standard,emeeyinvolved was a hostage to
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fortune and really you needed it to be a bit lowean that. There will always be
someone who infarcts three hours, forty-five misuater they’ve come in, and you
need to put them into resusci$tation or whateude. wouldn’t listen, and | thought,

“what the hell, this is someone else’s problemhire¢ or four years time, not mine”.
But then come 2003 | suddenly realised it was nopl@m, so | tried to see Milburn

to argue the point again; he wouldn’'t see me, wauldven discuss it. So he then
disappeared and that other Scotsman, who was vagmatic about these things,
John Reid, took over. He agreed that 98% was a&rbigure to argue. Some of my
colleagues wanted every exception to be recordediteel and looked at, and |
pointed out that this was hundreds of thousangseople and you couldn’t do that, so
that’'s where we were.

So having said that and done that, where are we?idargot to look up the Bristol
figures this morning before | left the office, blin sure they're superb. But in
general there’s been a massive improvement all theecountry, and it’s driven all
sorts of different initiatives. The first thingdid was insist that chief executives paid
attention to the front door of the hospital, andttivas a good start. It brought
resources in, which was good. We've increasedistafAnd all sorts of imaginative
things have happened in terms of processes of calere was a very expensive
initiative, which you’ll probably remember, the Ergency Care Collaborative, which
cost about £25 million and when 1 first looked histit seemed to be a series of
meetings in poncy hotels at great expense, butibdng people together, and each
place, each acute hospital, had its own little Eyaecy Care Committee. It got
emergency care physicians talking to GPs, talkinghysicians, talking to others, and
really did produce some very good ideas about impgoprocesses. There’s one
other thing, which I think if I'd known then whatkhow now, | wouldn’t necessarily
have supported. Starting at the front door ofhhspital was perhaps a mistake. In
retrospect, I'd have started at the back door Hiuddme back to that.

So we've got this massive improvement but theresallesome problems. And one of
the problems that was engendered by the target pudtsng all the focus on
emergency departments. | can remember arguingeaety on that we should at least
have the whole emergency process involved so tledlical assessment units, which
were beginning to spring up, should have the saeo$ sense of urgency. Some of
them do, some of them don’t, and that’'s been ataaoh®attle. And getting some of
my physician colleagues in the rest of the hospitafeel thatyou can discharge
patients maybe every day of the week. Dischargesdidédhave to wait for yourbi-
weekly ward round All the things that | happily did as a physiciduyt which, on
looking back, are not very good things. So, too Imdocus on emergency
departments.

Well what's the size of the problen?

Just to remind you of this: about 14 million peoptew attend emergency
departments annually. And it goes up and up eveay,\and it's been doing this ever
since | first started looking at numbers which wihe late 70s, and everyone’s
surprised. 2.5 to 3 million are admitted to hodpMaout 4 million people are seen at
what | now call Urgent Care Centres, that's Walk&entres which are a new
development, relatively, and totally misnamed Mitigjury Units. But | think it's

also worth saying that 80 million people attend GRshours with urgent or

3



unscheduled needs, they may not be urgent to uhibyimay be to them, and that's a
remarkable achievement when you think of the ogehwurs, getting all those people
through the surgery. So that is still the bulk. Aadmall shift in that number either
way can have a massive effect on the rest of tlseesy Another point, 25% are
children who attend A&E, and then there’s a smatipprtion about which a great
deal of noise is made, which is 1-2% needing astearto tertiary care.So that is the
size of the problem.

What about other aspects of the problem?

Well, disjointed working and that is something which | think is in our é&ano do
something about.These are all the different pladesre you can go to to have your
urgent needs dealt with: General Practice, commsaitvices, A&E obviously, NHS
Direct if you're patient enough to be triaged, WalkCentres, Minor Injury units,
chemists. One of my favourite pastimes of a weekevidch | spend in Keswick
whenever | can up in Cumbria, is | have my cofiest having walked the three miles
into town and feeling very virtuous and healthy dawghed at the people who can’t
park their cars, | then go to Boots and | stand tieacounter in Boots and pretend to
look at something, just listening to the advicenigegiven for urgent needs and
unscheduled needs.

We then have ousut of hours servicesve have ambulance services, social services,
crisis resolution teams, so there’s really a besviltg array of different places you
can go and they are not really joined up togethkat is one of the messages | want
to leave you with. We really do need to join thesevices together, and also to make
the public more aware of the different serviceslalte. A few years ago | woke up
in the middle of the night with a terrible gut aciMy wife was away, | didn’t know
what to do, | thought I'll ring my GP, couldn’t reamber his name in the heat of the
moment or where I'd put his number. | thought tilg NHS Direct. | dismissed that
with a hoarse laugh or two because | didn’t warttédriaged. So | thought, I'll go to
our Urgent Care Centre. I'd visited so many at gtage | couldn’t remember if we
actually had one, and my wife had the card, andgraliup going to A&E. | couldn’t
do that because she had the car. So | was lefttwihchoices: 999 or ring my wife,
and the former seemed safer, and | then fell aslHegt is a health professional!! We
really haven’'t got these messages across to peefietively enough. So a
bewildering array of services.

Staff.

We still don’'t have enough staff. If we're going be serious, which | think we
should, about experienced clinicians seeing illiguas then we need an A&E
consultant on the floor in A&E — well, standingeferably — who is there at least 8am
till midnight with another experienced clinicianetle, maybe associate specialist or
whatever they're going to be called now, overnightd that means we need
somewhere between eight and twelve consultantsdpeent size of department.
There are probably no more than three or four enabuntry who have that. We've
just gone through yet another workforce exerciskvagive got about half the number
of consultants we should have

But it's not just there. You can say the same thaimput acute medicine.The
traditional thing that | grew up with was that samme really acutely ill was sent in by
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a GP who wasn’t sure what to do or required theigpst’s opinion. So who saw the
patient? A pimply faced SHO in the third week ofs hiob.Then he would
painstakingly clerk the patient. Eventually theisemegistrar or registrar would have
a look and next morning you’d have a look. And i sdill remember being ticked off
by the College of Physicians for doing two take dvaounds a day, morning and
evening. They said how would my senior registrareggerience if | was interfering
all the time? Now there is general realisatiort thlaen an experienced GPs sends in
a sick patient, he should be seen by an expenedoetor. Again, staffing is still a
problem.

Beds

We don’t use them well enough even now and we've &ecrisis recently. The
number of beds have gone down over the last yeavidisly people were coping but
then all of a sudden you have yet another goverhitaeget. This was the eighteen
weeks proposal. In my own hospital, at Mary’s ytheg-fenced twenty beds which
had been our expansion space for surges in emeegefitiese were ring-fenced for
eighteen week patients, and it causes a majoitgarob

| don’t know what the situation is like here in &ol. Do you discharge the same
number of patients on a Saturday and Sunday asManaay and Friday? And I'll
lay odds you don’t. A very good document came fitbim College of Physicians and
College of Surgeons, | think now four years agavds very good because | wrote it,
he said modestly! It said thhay eleven in the morning every patient in the haspi
should be reviewed to see whether they could go @d@mnot And | said this to my
wife,who is a physician at King’'s and she said, IMé&n not going in every
weekend.’ | said, ‘Well you do anyway. But get arfeyour colleagues.’ ‘Don’t trust
them,” she said. | said, ‘Well break the habit ofifatime, write something in the
notes on Friday.” | mean there are ways of dealuityy this and that in itself will
increase your bed stock by between 15% and 18%he&e are still lots of ways we
can be much more efficient about using beds. AmdigHine, you know, discharge
patients on a Sunday but are community facilitelable on a Sunday? Will social
services accept someone? So it's got to be a vaystem approach.

Competing policiesand Payment by Results

Things likeFoundation Trust statuslook on as really an unnecessary impediment to
clean care. | look opayment by resultas an interesting way of ensuring you have
conflict between a PCT and Acute Trust, and onthefdiscussions I've been having
within the last week has been about whether wedodtutharge the same rate for
someone with the same problem wherever they ane. $egou did that then the
hospitals would go bankrupt because they dependionr (so-called) subsidising
majors which means we have to pay properly for nsajso someone’s got the prices
wrong, and | think we could start getting aroundnsoof those problems. But the
problems are there to be got round.

So, where next?

Well to me one of the very good white papers, ot the only one | can think of since
the NHS Plan, from the government, wasr Health, Our CareOur Saypublished
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just over two years ago. The principles in thergylbe not the detail, but the
principles | think were right. And that wakelivering care closer to homeyhich is
fairly obvious when you think about it but is nainsething we’ve been very good at.
And these are the sorts of things that came intdake access simpler instead of this
bewildering array of servicedlake sure people get treated in the right placestf
time rather than oscillating around the systerhmean we will always have patients
who go to their GP, get a diagnosis or a commaattttiey didn’t like much, pop into
A&E to make sure it's all right, and then ring upiS Direct, and that does happen,
but we still have quite a few people who aren’tessarily going to the right place.
High quality out of hours services, a consistesposse, urgent care networks — I'll
come back to that — and integration of servicesuginimproved commissioningl
think that's where we as professionals can readlyehan impact through our PCTs.
Our GPs who are involved with the PCT making sheg they are commissioning in
a way which will benefit patients. And | think atlof this stems from that white
paper. perhappathways of care rather than little pieces of car@nd driving the
service And to me the other thing that came througi it is start with the patient,
and if you start with the patient and look at patfig/of care you then get away from
some of these boundary disputes.| have a son, ok Bheep of the family, who
became a GP, and we used to argue endlessly bevausszs responsible for primary
care diabetes in his patch, | was doing tertiarng chabetes in Newcastle, and in the
end we wrote a letter to the BMJ basically sayii'g, not about primary care or
secondary care, it's about patient care, and getttnall to think in those terms | think
could be very helpful indeed.

The World of Darzi.

So having got the white paper, where next? Wellreveito the world of Darzi, and
there’s what | call Little Darzi, which is the Loowl plan, and Big Darzi which is the
national plan. And what have these said? Well d.ifblarzi has preceded Big Darzi
and has come out with a consultation document wha$ now finished consulting,
whatever that means, and these are the sortsngfstiinat Darzi promoted in his plan.
And that was care closer to home, which to me isitie certainly consistent in terms
of people only using acute hospitals if they nedeel flacilities or expertise that are
there, and for us as professionals to treat patietiere they need to be treated, not
necessarily in the buildings that we love so wBllt it's not totally consistent with
this concept of poly-clinics, and there are somedgdeas in that but | think it's been
rather crudely portrayed as you bung 200 GPs ir&rge building and lots of other
services and that’s a poly-clinic. It has that sfrEastern European flavour to it, and
certainly if we put 200 GPs into a poly-clinic iru@bria you'd have to import them
from Newcastle and Yorkshire to get the numbersliupn the other hand it means
you have what we are now calling a Community He@lémtre, and the word poly-
clinic politically is about to disappear, which i bad thing, and we have a
Community Health Centre where you have facilitieattcan be delivered safely, at
good quality, closer to people’s homes. It makeseseertainly in London where for
example in South-east London Sidcup Hospital wallonger be an acute hospital but
it will be a Community Health Centre into which two three practices, and probably
about fifteen to twenty GPs, will be moving becatlssr current facilities are really,
really crappy, and there will be nice new facibti®©ther GPs will use the facilities
that are available, so that you can get diagngstios can run your long-term
condition clinics, you can have rehab, you’'ll hatep down care for people who have
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moved out of the area etc. So | think there areri@s of things you can do.

The London plan also encompasaesingle phone numberNow there’s a great big

argument going on: should this be the same phomdbeuEngland-wide or even UK-
wide but that's unlikely — like 222, the number veeplaying with at the moment — or
should it be a different one in each geographicah.al personally prefer the one
number which gets answered locally wherever youReeple migrate around. If you
look at London half the people who work there ddiné in London, they come from

York and Bristol and Southampton. So you have alsimumber, and that is
beginning to come through.

We don’t need as many acute hospitals as we ha¥we ahoment. One of my jobs at
the moment is wandering around advising peopleegsonfigurations, and it's a very
good way of getting to know the local populationsl getting a large amount of hate
mail. But one of the questions | ask each acutepitadsis: can you produce an
experienced clinician in A&E, acute medicine, irdie care, radiology, surgery,
coronary care, 24-7? And there are not many pleaesio that even now. And some
are so far away from it that you can't help but that service would be a lot safer if
people travelled a bit further and you have a bettiéical mass. And that’s true both
in London where it’s fairly obvious, but also innse of our outlying areas as well. So
fewer acute hospitals in London, local hospitalatgker that means, | think it means
Community Health Centres with some beds for relzain, then focusing speciality
services so that you do get expert service whenguehappen to go.

There are other issues. Obviously we warfiair service | don’t know what they're
like in this part of the world but they are stilvfl in other parts, and one of the
things that we’re trying to do to help for exampieLondon is to make sure we get
some of these Community Health Centres, poly-dingted in the middle of the
most deprived areas, but then you'll have to worithwhe population to get them to
use them, because the take-up isn’'t that good, taack are quite a few good
examples there.

Safety is enormously importaniAll the fuss recently has been on MRSA and other
infections, and | think that is a potential big Ipleim, but it's the day-to-day care that
is such a major problem. We did a survey of deathmedical emergencies while |
was at the College of Physicians. 20% of deaths dwadething in retrospect you
could say, there was a mistake and 10% lookedrassthke(s) had contributed to the
death. The most consistent finding was that themi@lly avoidable deaths correlated
with time of day, i.e. if you came in during theght when there are less experienced
staff available and less facilities available itnere likely that a mistake will be
made. So it’s getting all that bit sorted too.

Where are we now?

Now what has happened most recently is that eveld Bas had working groups in
each of eight different areas. The one bit | thials got sadly missed out of this was
care of the elderly. It got sort of sucked intogeterm conditions but for me there’s a
major difference between someone with a single itimmgd congestive failure or
asthma or diabetes, compared with people of myagmtwho are just gently
deteriorating on a daily basis with multiple probhke We are now trying to get the
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groups to focus more on them. But quite a few goeds coming from the different
SHAs although fewer | think than we had hoped Burt the important point about all
this is that clinicians are actively involved. Rbee last eighteen months clinicians
have been encouraged to lead, to take part iralldiscussions we’ve had on what
the Health Service should be, and we ought to trabopportunity.

The other basic principle for urgent care, jusfacus on this for a moment, is that
we work out the geography of the population wetayieg to look after. In London,
for example, taking chunks of about 800,000 to Bionipeople and trying to design
services. In more rural areas obviously you getheye near those numbers but you
still have to do your planning. Everyone needs ¢b igvolved. We used to have
things called urgent care networks, and these haeea on the go for six/seven years
but no one took much notice, and they’ve sort dhened a bit. What we’re trying to
suggest now is that we have an urgent care boad the commissioners will
effectively commission to produce a planned versiboare for the whole patch. So
you'll get your social services, ambulances, Acufeusts, voluntary sector,
pharmacists, GPs, out of hours, NHS Direct, atirgitdown together and saying,
“OK, what is the best we can do for this half noifli people?”. And presenting that
plan to the commissioners who of course then hawedrk out how to pay for it.
Focus on pathways rather than pieces of pathwass if it's an old person you go to
with a fall there are a whole series of differegéacies going to be involved but you
commission a pathway of care and then fund it gmmtely. And | think that will get
us working together much better and start brealmgn some of the barriers.

Other basic principles — these are “Our Health, Caire Our Say” really start with
the patient, care as close to home as safely asiptes a network of urgent care
centres with integrated care teams for long-termnditions, elderly and other
things, and twenty-four hour services.

You then move onto what is an urgent care centfe There has been a lot of
semantic difficulty over this. We've included walk-centres and minor injury units
in this. We reckon on probably one per hundred $had population, that's a
guestimate based on the sort of workload you woukbine, but again in rural areas
you would have a much smaller population; thergis on the Eden Valley which is
run by two nurses on the ward of the little locahununity hospital and they see
about eight patients a day and one at night. Argkiives a very good function in
stopping people travelling fifty miles, but most thfem obviously will be bigger.
Fronting up an acute hospital, and again what weimphasising i® single front
door to the hospitaland you go in there and then a senior primary pareon will
triage the patient and there are about four diffeteings that can happen: you'll get
the primary care nurse, you can go straight intppreaf you look critically ill, or to
minors, or you get told to bog off and look afteuyself.

There are different ways of dealing with a patiend that is beginning to work quite
well. But | think it needs to be run as an integdatvhole rather than, here is the PCT
bit and a bloody great concrete wall, and here&& Abecause | think quite a lot of
the staff can work across the two fronts. You tkert out how to pay for it, which is
one of the big bugbears here. Nurse-led, out offhoo-located, and then easy access
to other services, and one of the things which ® ismasine qua nons having
diagnostics available all the time you're open.yEa$ien you're on a hospital site,
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less easy in other places. In Keswick, my favourdspital, if you go in at five-thirty
on a Monday with a queried fractured ankle, you garto Carlisle for an X-ray or
wait until Thursday when the radiographer comesnadghyou get in an hour earlier
you’re in and out and dealt with in an hour. And getting those services to match
up with the needs that is the problem.

So, what about local and community hospitals, oatwke are actually beginning to
call poly-clinics, an urgent care centre? And wesaging one of the things you can
do, and we've done this in Sidcup, is we will haveonsultant deliver eight till late
service for older people, it will be an assessnsemvice, not an admission service,
but for GP phone-ins, and quite a lot of the peopesee in A&E, and | hope you’d
agree with this, are older people who need asseddo¢ don’'t necessarily need to
come in. And the same goes for children. You cawmehautpatient services,
diagnostics, a base for long-term conditions, rebatvices etc. And then the poly-
clinic is basically the same thing without bed#)ihk, and again we’re into semantics
here and hopefullwhen the final Darzi Report comes out we’ll havertm that out
because it’'s causing unutterable confusion at th@ment.

What about the hospital? Well every hospital catt everything. Experienced
clinicians, support services for more serious 8keertiary services where you may
need to travel further, and then this concept &,as consultants — and this takes me
back to when | started as a consultant | used tedearound Hampshire in a beaten
up old minibus doing diabetes clinics wherever uldofind a few people with
diabetes, the odd street corner, Lymington Hospatgleneral practice in Romsey, etc.
and it was lovely medicine to practice for me beegpatients came in smiling, more
or less, you didn’t spend the first ten of youtddn minutes apologising for the car
parking or the queue etc. and it really was a |lseavice. We've got to get back to
that as well. The acute hospital, well we’ll haviEant door urgent care centre, single
access, A&E led by experienced clinicians, and glbast delivered, not supervised,
consultant delivered acute specialities — and $hgding to be quite challenging — and
then proper diagnostics on a 24-7 basis.

Tertiary Services

Acute Cardiac Events If you have a heart attack in Edmonton in Ndr¢éimdon you
go to the London Chest Hospital somewhere in theidhaj | still haven’'t worked out
where it is but you drive past at least four adubspitals on your way there. The
ambulance service has driven this effectively. €hare twenty-seven cardiologists
on-call from all the local hospitals but they adlrform in one place. And one of the
big arguments I'm having in North-east Yorkshiretia¢ moment is people from
Bridlington want to have their heart attack in Bindton where there’'s one
cardiologist, a four bed at so-called coronary aamé, no laboratory, no intensive
care, no anaesthetist, and lack of safety is vewownis. They should go to Hull in fact
to have their primary angioplasty and they’ll speard hour in the ambulance but
worth it when they get there.

Stroke: how many stroke centres are you going to haverist@®? One? Two? Five?

In South-East London we’re saying we’ll have on@dryacute stroke centre where
we have guaranteed CTs on the spot, neurologisthespot 24-7, and much more
important therapy services which work around trecklfor the hyper acute phase,
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and then people will move back to their own hospaacontinuing rehab.

Major trauma . Perhaps we need what, twenty major trauma cefdrabe country?
Three in London is the proposed, | think five isrendikely, instead of thirty-one
which we have at the moment. Vascular surgery, iptréd emergencies and so it
goes on. And it's getting all of this into focudapned, and this can all be driven by
the commissioners, and | think that is absolutely. k

Just two final points.
Integrated primary and secondary care. This igp& tve been going on about ever
since | got involved. The barriers didn't exist tile same way before the Health

Service. It was one of the problems the Health iSersreated.

And clinician power, and that we need to use amdhasd and fast. | don’t know how
long we’ll have but make the most of it. Thank yweaury much

AM — Well thank you very much George. | think you éalready answered quite
substantially a number of the questions which wekihanind that we should address.
You've done jolly well, and we’ve got ten minutes fjuestions. | wonder if we could
have questions to be addressed directly to thetp@meorge has made, rather than
anticipating the details that we’ll get down tatie next session, please.

ANO. Thank you very much for your thoughts. | gebiaiconcerned in that you're
pushing hard for integration of primary and secondare forgetting, it seems, that
actually the reason why the whole division and rierral system of patients only
being allowed to attend the casualty ward by rafeftom their GP, was actually
because hospitals were totally inundated. You gadrself that the demand is
actually irrevocably escalating all the time, and van't do anything about that. If
you go backwards to the days when GPs did all¢ferning and patients didn’t have
this open access to urgent care, you actually begiget some control. You said
yourself that lots of urgent care is dealt with®s and actually we do it extremely
well. We actually risk manage without doing all tinestigations. | think you will
just open the floodgates to increase demand ifdgonot recognise that.

GA - Yes, | don't think anything I've said doesn’trecognise that. What we've
said though is that patients go where it's convenig for them, and part of the

problem is that many of them do not find going to he GP particularly

convenient. Obviously an awful lot do, but there ag frustrations, and people
have choices. And what we’ve done in a way to getund that is to put primary

care in control, or general practitioners to be moe precise and primary care
nurses, at the front end of our A&E service so thegan continue to deal expertly
with those patients as they turn up, | don’t think that's necessarily inconsistent
with what we’re talking about. Whatever you say or do, you’re not going to stop
people going to what they consider to be a convenieplace where they know
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they’'ll get attention, In which case we move ourseés around and you move
yourselves around, and the Urgent Care Centre wilbe a mixture. This is where
the shared expertise really helps. You're not acbving it at the moment; What
are you going to do about it? Shut down all the A&Edepartments so people
don’t show up?

ANO | wouldn’'t have opened Urgent Care Centres intie first place, or Minor
Injury units or Walk-In Centres.

GA — Well they've been open now. The so-called Mimpury Units have provided a
local need for many, many decades.

ANO My understanding is that the statistics dostow that they’ve been meeting a
need. They may have increased a need, but theyhaetually met the need..

GA — Well it depends where you are. In some part®fcountry they were meeting
a need and preventing people having to travel &omdjinconvenient distances. It was
interesting, when | talked to people in South Biigor example, | asked them why
they had come to the centre there, it had somettundo with having three other
children in tow and two bus rides to an inconvensgte in the middle of the city.

Dr. Morris. I'm an ordinary GP as it were, with no speciaknasts, but my concerns
are that these huge changes that we see comingd®ws could wipe out very good
primary care, and the Poly-Clinics and the Darfnmas could lead to the wholesale
fragmentation and privatisation of the services Waprovide.

GA - OK, well there are those of us in the Departnasnivell as a rather large
number outside who are saying, “let’'s be sensibtathis”. If it means getting
decent premises for some general practices | flimko bad thing, but | personally
have no liking for the concept of moving GPs awayT patients. The other point is
that perhaps three or more practices will be insémae building. This happens
already in other parts of the country. My son wokswas working, in a building
which housed four different practices. They wdasemte practices and what they did
was share resources. You still had your own doetad, that was in a densely
populated area, which Sidcup is. | certainly ddik# the idea of wholesale shifting
of GPs into a single mega-practice. It's up to y@stop that.

Morris. But how?

AM - And of course the intention of this meeting isettable us to think how best to
address these needs in Bristol, so that we’ll ba position to advise the BMA, the
Colleges, the Department of Health, and the PCTat wie think should be done.
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GA — Just a short of comment on that. This is somgthisuggest everywhere | go
and I'll suggest it to you too. You've got a bunaghclinicians together here today
from different parts of the service. If you comewith what you think is a good plan
for your health economy that's very powerful. Th@ren we do that rather than
wishing for yesteryear, which certainly some of oolleagues in other parts of the
country Be as proactive as you can while we stlleha voice that is allowed to be
heard. do, the better. Saying “why doesn't itgdl away” doesn’t work any more.
But if you really get a head of steam up and produe your own plan, you will
then be in a position to present it to your PCT ando talk meaningfully to your
commissioners.

ANO from the BRI. Thank you very much for yourkalVe're about to be asked to
treat all our minors within two hours, within thecdte Trust, and the majors will
follow on, so that's going to create quite a lotattraction to visit the acute hospital.
So it would seem to be a fairly major challengeiimary care in order to keep the
patients within the Primary Care sphere. My conegthat you've been talking about
having an acute centre at the front door of thepitas but we haven’t succeeded in
doing that. Where would you send me to look atlteést example in England of that
set-up so that we can actually triage the patiantee front door of the hospital, and
why have they succeeded?

GA. I'd suggest you go to somewhere that | insultedvgusly earlier and that’s

Whipps Cross. The key there is a nurse, a veryosenirse, who is God’s gift to

urgent care, who oversees the whole thing. Eatibrjiagets a card. He is triaged by
a nurse, and then handed a card. One card wiidye' get yourself registered with a
GP”, a second card will say “see the nurse”, aitbard “see the GP”, a fourth card is
the red one meaning, “why don’t you go that way aed the chemist tomorrow” and
that sort of thing. And it works remarkably wellcamas taken a lot of heat off.

Hillingdon is another place. | just happen to berkimgy a lot around London so |

know the London examples. Charing Cross has songeshimilar.

ANO This is 24-77?
GA —This is 24-7. Yes.
AM — Now the last question in this session please?

ANO (Craig). I'm a GP and also involved with the @Bt of hours service. My
guestion is about the idea of telephone access]| #ndk the idea of single number
access on the surface sounds very attractive, puiighworry about that is that if 80
million cases of urgent care are currently goingtlgh GP practices at the moment,
if we create a single number which takes that vatrkam away from normal general
practices, for example during the day where a gmogortion of it happens, then it's
unlikely that will come back to us . In other word#though there may well be a route
that says, you've dialled 222 and the person thratages that call will say, ‘Ah, what
you need to do is go back to your GP,’ in realityatvhappens once you start triaging
on the telephone in that way is that problems genlked up to the next level not
cranked down a level, and that actually what we2k is that of those 80 million we
were currently managing, maybe it will now be 20lion because the 60 million will
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now be actually cranking up into high level carettier up the pyramid. And that for
me that’s the biggest danger of that model.

GA - OK, a very fair point. People are hugely awafrbecause you end up double
paying for every patient in a way, and it become®gry costly exercise. | think there
will be as much emphasis placed on the public d@dutaide of this. If it's during
working hours go to your GP. It means | think thioutpat your general practice
locally has to be known as a place where you cdk imaand have your problems
dealt with if it is an urgent problem, and thatsribly patchy. Some practices are
much more difficult to access than others. I'vensbeth sorts. So | think we would
have to work on that hard.

ANO. | hear that, but | think in this day and age wairea situation where people
generally do like to do their own thing, They like go on the phone first, because
they’re not sure what to do. They don’t know whuw wait is like if they do walk into
their GPs’ surgery, The first thing they'll normaltlo is phone us, and in general
practice now by far the majority of our traffictise telephone enquiry. It begins with
a telephone enquiry.

GA - Yes. | think we're going to have to educate lowse grounds. | think there is a
very strong case in addition to that of people iggttto the wrong place, of
inappropriate use of services If we can handle #rad having a decent IT system will
help this enormously, if you can patch the calbtigh after a short conversation. You
patch it through to that person’s general pracfidet is one of the options | had in
mind. Take the person with an obvious mental problély son’s gone off hihead
again,” as they would say in Newcastle. You woudd tiprough to the mental health
crisis team straight off rather than by a very wit@us route. This could improve
things a lot. Instead of ending up waiting for thiae-to-five mental health liaison
service when they arrive at six o’clock on a Friageght. Getting people to the right
place quickly is the objective. We'll have to watlall out. Your concerns obviously
are real and we’ll take them on board. | hand nebshis stuff over to David who is
my GP equivalent in the Department. We do mosthd together and we unload
anything we can’t cope with on the other one.

AM — Well now it's the chairman’s unpopular duty teep an eye on the clock. | am
been doing that without wanting to curtail a veglevant discussion. Could | just say
that the next session, you'll be relieved to knasvgoing to be chaired by Richard
Langton-Hewer. Thank you George for a marvelloes ikote address.

13



Session 2

Chairman: Professor Langton Hewer

RLH - We now come onto the second session. Wethage outstanding speakers,
all of whom work locally and all of whom are coiiting to the issue of an evidence
base for emergency care. So that’s really good namgit's excellent that we're able
to have them here today.

Now the first speaker is Sarah Purdy, who hasrénb@ Bristol very long. She is
going to talk on the epidemiology of emergency c&@ke is a consultant senior
lecturer in the Primary Care Academic Unit, and'slaeGP at the Sea Mills practice
with Hugh Silvey.. She is also very distinguishedthat she is an MRC clinical
scientist fellow. and there aren’t many of thodesla real honour that she got that.
Many of you will have seen her recent BMJ leadeRexucing Hospital Admissions.
So without further ado I'll ask Sarah to speak$o u

The Epidemiology of Emergency Care.
Dr. Sarah Purdy.

SP — Thank you Richard. It's an honour to be herdoWing Sir George, at this
meeting. What I'm going to talk about is the epidaglogy of emergency care in
Bristol. | thought that was the most useful anckresting thing for people to hear
about this afternoon. We've heard a little from $&eorge about the numbers
nationally so | thought if | focused on local numbedhat would give you the
information we need when we’re talking later andnig to come to some decisions.

| want you to visualise a pyramid as containedhi@ local joint PCT’s urgent care
documents and plan. The pyramid represents dengeasimber of patients as we go
up through the system in terms of intensity anduese use. And what I'm going to
endeavour to do is put some numbers on the diffexections of the pyramid so we
get a feel for the way our local pyramid looks. S'may help us with some decision-
making.

So first of all, talking about primary care it wiaseresting that there were quite a few
guestions about primary care after Sir George spdke Bristol PCT population,
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which is what I'm going to focus on for this padiar talk, | recognise our local

services are used by people from South Gloucester$torth Somerset and some of
the other surrounding PCTs but in order to preskatnumbers in a meaningful
fashion I've focused on the Bristol PCT populatmwe get a feel for comparative
numbers using services. Our local population i2ua860,000. They have around 1.8
million consultations with GPs a year. Less thandf%hese consultations result in an
emergency admission.

If we go on to looking at GP out of hours, whichvalusly is the selected population
of people who feel they need an urgent opinion wiheir GP isn’'t available, we've
got the two local out of hours organisations. | \krnithere are people here who work
closely with them and are involved with organisthngm. They run four centres and
they run about 48,000 consultations a year. Now flapulation actually is slightly
wider than the Bristol PCT. | wasn’t able to idéntivhich patients came from the
Bristol PCT area so there are some South Glousksterpatients in here. Those
consultations break down roughly into about halftleé patients are seen in the
primary care centres, a third dealt with on thenghand the rest are by home visit. Of
those patients about 8% are admitted a year.

NHS Direct. They took about 44,000 calls from thes®! PCT population during the
last calendar year, about 3,700 a month. Theralacethe online contacts with NHS
Direct. Nationally these run at about five timee telephone call level but | was not
able to get local data for that. There are alsoespeople who are accessing NHS
Direct through digital TV but that’s a relativelynall number at the moment.

So who's calling from the Bristol PCT area to NH8ebt? It's the young adults. The
group aged 16-44 years. Those of us who are GPistrnegquite surprised by that.
The 0-4 year group, obviously are not calling, Tipairents are calling, unless they're
very advanced, maybe there are some parts of Bugtere that's happening. It's
quite low numbers. Less than 5% of calls are fos¢hyoung children, whereas often
it seems you get a mum who says, ‘| phoned NHSdDiaad they said to come in
about this.” So this is the group who are using NbBigect locally. And when are
people calling NHS Direct? Well it's pretty quieveynight. This is again just the
Bristol PCT area. There are around a hundred eallfour or under overnight. It
starts to hot up at about seven in the morning goes right through until eleven
o’clock at night, so they're pretty busy during rhokthe daytime hours. The national
call profile, is pretty similar to our local caligdile.

A couple of other things about NHS Direct that nidpe interesting. They advise
people to call other services or access others\as most of us will know. About
4% of those advice messages relate to the ambulaapgace, so calling an
ambulance, about 10% are to go to A&E, and abot afe to access primary care,
either in hours general practice or out of hoursegal practice. Those figures are
estimates, but they’re probably in about the riggdt park.

What about the walk-in centre® There are two centres in Bristol as you will know
Now these again are Bristol PCT data so they dacognise the workload done by
the centres on people who are not local resid@isy have different opening hours,
which | discovered only on looking at the websitehich | thought was quite
interesting, and may confuse some people. That& m non-epidemiological
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comment, a comment as a potential user. The Citg @@endances did fall off a bit

last year and | gather that moving the centre, theyed to the BRI and then back
again, that had implications for the numbers ofpbeavho were using it. Perhaps
during the year? Well there’s about a 10% variationng the year from month on

month in the number of people accessing the cenifes goes up in February,

March, but there are no good data from the yeasrbeb really see whether that’s an
annual pattern. As | say, the City Gate numbeitféfor last year and appears to be
still going down; | don’t know whether it has pickap again over the last year. They
weren’t able to give me those data for the mostntygear.

The ambulance servicehave a real issue with numbers of people accesbem,
which | think is very common knowledge. Their aigated rise is 6% nationally. We
don’t have local data for that but it's probablytbat order. And they make around
47,500 responses a year to Bristol PCT residertsy Take slightly more calls than
that but some of the calls are dealt with by trepdicher without having to send an
ambulance.

And what sort of calls are they handling? The didper has a number of codes which
are put on calls before he sends out the ambula@=sgory A are the ones they
have to answer within eight minutes, and the cated® | think within nineteen
minutes. And then category C are the ones conslderebe not serious or life
threatening. At least a third of calls they’re takiare the category A, life threatening
call. About a fifth are not serious. Around justden 70% are actually taken
somewhere. So about 30% are dealt with on thelsptite crews. They may go on to
further care locally but they do that under theimosteam. Just under 70% are taken
somewhere for further care. The seasonal varidgionthe ambulance service is
slightly wider than the walk-in centres. It's araub5%. We see a peak in December
and another one in May which | can’'t explain butnsone in the audience may be
able to talk about that later. Obviously a 15% aton on around 4,000 calls a month
is a huge amount of variation for the service todie.

So to go back to our pyramid. We've sort of deathwhe bits at the bottom. NHS
Direct, the ambulance service etc. We should bengetarrower as we get further up
the pyramid. Well does this actually happen? Weildfraid it doesn’t, which | don’t
think will be news to many of you. Again these gust figures for Bristol PCT
population, there are 76,000 of them using the UBXE service a year, and over
36,000 using North Bristol. Now just to set thegpifes in context for the general
workload of those departments, | understand the UBYE handle about 85,000
patients a year and NPT around 107,000 a year,bsmwsly North Bristol are
handling the South Gloucestershire patients aswiadl are coming into the city.

ANO. Are you including the minor injuries unit A& E?

SP- Where those data are reported as A&E attendarides.data that we get that
comes out is just A&E attendances. Jonathan mighalidde to comment on that, or
Lisa later, but the data that comes out is as ak A&iendance. OK, we can see some
seasonal variation there around 10-15% month ontmaevhich obviously has huge
implications for delivering that service. Who’s ngithe A&E? Well, young children,
which is something we know, Sir George alludedhte fact that 25% of users of
urgent care are young children. There’s also algrgup of young adults.
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Deprivation. Deprivation is probably the biggest driver aftgeaf the use of any
urgent care service. We know it's a big driver ofbalance care, there’s just been a
study from East Midlands so we know it's a driver liospital admissions It's
definitely a driver of A&E attendance. And there aignificant differences between
each of the deprivation groups. The worse the dafon the more the use of urgent
care services.

The reasons for admission So if we move onto admissions: 36,700 admissfons
Bristol PCT residents in the last financial yeaenTconditions comprise about a
quarter of those admissions, and the top forty tmms$ comprise nearly 80% of
those admissions. Like A&E attendance admissiorsvary age-related. Again we
see the young children and we see the elderly.oNally there is probably not as
much use in this middle age group as we see iridBris

If you look at national emergency admissions | khive’re seeing higher numbers in
these age groups in Bristol than we would do natlgnbut there are one or two
clues to that we might allude to later. Again, degtion is a huge driver of
admission, as is distance to the local A&E depantmihe closer you live the more
likely you are to have an emergency admission, @ggrolling for deprivation. So
why are people coming in? These are the top tegndses for emergency admissions.
This is diagnosis on discharge so it's not whay thalked through the door with, it's
discharge diagnosis. Pain in the throat and claéstominal and pelvic pain. COPD,
pneumonia, urinary system problems which are ugudlll, kidney or urinary tract
infection, lower respiratory tract infection, sypedcollapse, asthma, head injury, and
poisoning by, basically, over the counter drugsvéf were able to extend the graph
we’'d find fractured femur, fractured forearm, anthey sorts of trauma and
orthopaedics problems.

So how does Bristol compare nationally on theseirég? Well if we look at
admissions for ambulatory care sensitive conditidhese are the conditions that
should be able to be treated outside hospital, amx ©1 out of 151 PCTs in the
country. So our age and sex adjusted admissionisafeur, just over four per
thousand, compared with the lowest which is 2.6 theusand, and the highest of
6.54. So on a graph there’s Bristol in the midddeéddlesbrough at the top and
Kensington and Chelsea with the lowest rate.

Now we can drill down into that a bit more. Whainddions are driving some of
these high rates of admissions? If we compare emeygadmissions to Bristol
hospitals or for patients who live in Bristol PCrea to Bristol hospitals with the top
10% performing PCTs in the country, so we're conmgaourselves with the best in
the country, what admissions should we avoid? Aedcan look at this standardised
for age, sex, unfortunately not for deprivationgd dar case mix and PCT population
size. So looking at a quarter’s data, this is far first quarter of 2007-8, this is actual
data, it's not hypothetical data, if we looked dtatvadmissions we could have saved
compared with the top ten PCTs in the country, a@d have saved 222 admissions
for influenza and pneumonia, 388 for abdominal fewis etc.etc. So over that
guarter we could have saved a million pounds aB@80Ladmissions. For the sake of
brevity | hav’nt given the whole list.
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The PCT has put in place, along with other orgdinsa, some admission avoidance
initiatives locally. I'll give you a ball park fige for how many admissions these kind
of schemes reduce. Our overall emergency admissiten is over 36,000. These
schemes in total are estimated to save around 330800 admissions. These avoided
admissions are based on the opinion of the commumatrons and the rapid response
teams themselves, as to admissions they feel tbegtwided by interventions they
have provided. I'm not sure whether there’s somegbtiocounting in here. | haven't
got the actual data to look at which individualigats there were. So it may well be
that somebody who was seen by a community nurselder people was also seen by
the rapid response team. So totalling around 3,8(EDO on the teams’ own estimates
for one year.

So back to our pyramid. Do our figures actuallyitito the model? No not really.
We've got a long way to go to move these individuairther down the system. So
my take on it is this. The pyramid at the momengsidt apply. There are twice as
many people using A&E as any other provider. Degifon is strongly correlated
with emergency care use. And anything that we pytlace needs to take that into
account. Adults of working age are using A&E aridihk they’re also being admitted
at a higher rate than they are in certain otheasacé the country, and our emergency
admission rates are higher than average.

Thank you very much Sarah. Various people havelmtpme with data. | want to
acknowledge their input.

RLH — Well thank you very much. There are some vegfuldasic data there. Now
we’re going to have the questions at the beginning§ession 3, to the three speakers
in this session, so you will then have a chan@stoSarah questions.

The next speaker is Chris Salisbury who's well kndwhink to probably everybody
here. He is Professor of Primary Healthcare inRhimary Care Academic Unit, He
has written extensively on various issues includwagticularly, just recently in the
BMJ, on the role of private companies in the NH8.Hds done a lot of work on NHS
Direct and other initiatives designed to keep peanit of hospital. They're critical
papers and it's very good to have him here todkyngrabout some of his work.
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