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1. Executive Summary

Prescribing of medicines has traditionally been a doctor dominated activity within the English
National Health Service (NHZ). However, since 1994, UK government policy has focused on
expanding the prescribing remit to include nurses, pharmacists, pad radiographers
(supplementay), optometristsand physiotherapists?|. The prescribingright might soon also be
given to radiographergindependent) paramedicsand dieticians Such practice is known as Non
Medical Prescribing or NMP in England [3]. There isconsiderableevidence thatNMP notonly

has a very strong safety recoldit provides significant advantages to patients and the NHS as a
whole.

Despite the evidencdor the aboveand the fact hat the legal boundaries are being regularly
extended, the adoption of NMP within the NHS is still at a relatively slow pace. One of the reasons
put forward is that little evidence exists ame actual economic impact of NMPNHS Health
EducationNorth West asked i5 Health to undertake data research and analysisveduate that
impact. The North West of England has a longstanding history in the use of mirae®acistsand

other professionals who areot doctorsor dentiststo prescribe and manage medies for the
benefit of patients and organisation§]. The gualitative and quantitative impacts on patient
outcomes aretested through the use of an annualidit in the North West of NMP practitioners
(Clinicians Audit). Based on the latest Clinicians Ailddiealth has calculated that each of th&66
participants contributed an average addedlue ofnearly£1,500 during the month of the audiite.
together a total of £2.7nfor that month and, in all probabilityover £32.8mduring 12 months.
LI @Ay3 GKS NBadzZ# 6a G2 9y3atryR a | gK2tSs Ap |
circa £777nin a twelve month periodo],

i5 Healthalso applied its algorithms to quantifying the economic impacPomary CardNMP on
Secondary Carfor 16 Long Term Conditions (LTC). An initial finding was that hospital attendances
are significantly lower for such conditions where patients eggisteredwith GP practices that use
NMP practtioners than for those with no NMP praitioners present. i5 Health wathen able to
establish the level of hospital attendancesd admissiondinked to GP practices by LTC. The
conclusion is that a minimal presence of NMP in the top quartile of GP prawiittesit NMPwould
reduceattendancesand admissionsepresentingannual values afver £270m across England.

Finally, i5 Health, using its Commissioning Opportunity (COP) algorithms, established that in
introducing NMP as an initiative into environments like Care Hor®&H practiceand Palliative

Care, the pospective value fo€CG can range up to £1mg depending on the size and location in
England.

(NB The references that appear in the text of this report aie most casesactive citations; to
access them on your computer, hover your cursor over the relevant citation nundoet click A
full description and ist of the referencesappearin the Reference section before the appendices)
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http://www.prescribingforsuccess.co.uk/about/historical_context_of_nmp.html
http://eprints.whiterose.ac.uk/10220/2/Nonmedical_Prescribing_in_the_United_Kingdom__9.pdf
http://www.prescribingforsuccess.co.uk/about/historical_context_of_nmp.html
http://www.bmj.com/content/331/7526/1154
http://eprints.soton.ac.uk/184777/3/ENPIPfullreport.pdf
https://www.hecooperative.co.uk/sites/default/files/attachments/pages/hacking.pdf

2. Purpose and Outline of Report

NonMedical Prescribing (NMR5 the practice in the United Kingdom whereby nurses, pharmacists,

optometrists, physiotherapists, podiatrists, radiaghers (supplementary)and community nurse
practitioners are legally perittéd to prescribe medicatiofi3]. Theae are nowproposalsthat would
enable four additional groups of registered alliechealth professions (AHPS) radiographers

(independent) paramedics, dieticians and orthoptiststo prescribe or supply and administer

medicines, giving patientsven moreresponsive access to treatmeintonelocation

Studies shw NMP to have many benefits|, some of which are listed below:

I 1 NMP is safe and clinically appropriate. I
| 1 NMP has been found to deliver similar level of care as provided by GPs and |
I generate a higher satisfaction rating from patients. I
I 9 Patient acceptability of NMP is high. I
I 1 NMP is viewed positively by other health care professionals. I
I 1 NMP is becoming a well-integrated and established means of managing I
| Somgitions and providng access 10 MEdENes, e
There appear to be relatively fedocumented disadvantages of NM#&, . Amongst these are

concerns relating to safety and to casboth of which appear to be unsubstantiated

Given the combiation of the financial pressures on the Ni8d the number of documented
advantages oNMP, it should have followed logically that decision makers in the NHS would be
supporters of widespread NMP adoption. Fatiswever do not support thigl1], . On a

firm

geographic basis alone, NMP penetoatin England shows large variancés can be seen from the
heat map in ) parts of the South East of England and some eastern counties have a

limited use for NMP compared to the North West of the country.

Despite a number of case studies on NMP that strgrsgipport its positive claims 3],[14],[15],[16],
there has been a growing view amongst observers that ohehe factors holding back its

development has been a lack of hard data to place in front of decision formers and makers. An
article in the Nurse Prescribefi6] concludes that available literature on NMP is too scarce and
unreliable to make an impact within health services. Therefore more quantitative and qualitative

research is needed to pvide a greater evidence base3],[14],[15],[16]. NHSHealth Education
North Westasked i5 Health to undertak®ichdata research and analysjgarticularly in respect of
the Clinicians AuditThe resulting study hasascertained that the supporting data as evidence
there, is accessible and, addressedwitie appropriate algorithms, is most fruitful.

epo
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http://eprints.nottingham.ac.uk/11036/
http://www.rcn.org.uk/__data/assets/pdf_file/0008/443627/Nurse_Prescribing_in_the_UK_-_RCN_Factsheet.pdf
http://eprints.soton.ac.uk/184777/2/ENPIPexecsummary.pdf
http://eprints.soton.ac.uk/184777/2/ENPIPexecsummary.pdf
http://www.rcht.nhs.uk/DocumentsLibrary/RoyalCornwallHospitalsTrust/Clinical/Pharmacy/NonmedicalPrescribing.pdf
http://www.nursingtimes.net/Journals/2013/08/05/d/m/k/070813-Breaking-through-barriers-to-nurse-prescribing.pdf
http://www.magonlinelibrary.com/doi/abs/10.12968/npre.2004.2.4.15366
http://www.nursingtimes.net/nursing-practice/clinical-zones/prescribing/major-study-acclaims-nurse-prescribing-success/5029754.article
http://www.southampton.ac.uk/mediacentre/news/2011/may/11_45.shtml
http://eprints.soton.ac.uk/184777/3/ENPIPfullreport.pdf
http://www.nursingtimes.net/nursing-practice/clinical-zones/prescribing/major-study-acclaims-nurse-prescribing-success/5029754.article
http://www.southampton.ac.uk/mediacentre/news/2011/may/11_45.shtml
http://eprints.soton.ac.uk/184777/3/ENPIPfullreport.pdf

The reportbelow is set out as follows

Describes the relevance of the report to different stakeholders
Outlines the overall methodology used

Numbers of NMP Practitioners

Investigates the numbers pfofessionals that have qualified at all English institutions
Identifies the data sources for NMP numbefghose currently practising

Provides the results of questioning NHS trusts about their NMP practitioner numbers
Sets out the numbers for NMP Nurs&harmacists and Alliddealth Professionals

The Voices of NMP Practitioneesd Practice Management

Quotes frominterviewsand questionnaire responses

Analysis

Analysis of NW England NMP Clinicians Audit
Economiceffectfrom Clinicians Audit

Economiceffect of NMP orLong Term Conditions
Economic effect of NMP assessed®HealthCORalgorithms

. Messages for Stakeholders

3.1. For Policy Makers

We believe that the findings of this report, combined with those that have been carried out

over the past twenty gars of NMP practe and evidenced in the Clinicians Audihould
confirm that NMP makga significant contribution to the NHS under the broad headings of
improved patient care andeturn on investment.

Patient Care

High quality lealthcareassociated with strong clinical governarisene of the top priorities
of successive British governments and is the very reason for the existence of the Department
of Health and NHS England. Where a practice such as NMP is so clearly a benefit in support
of that priority, it more than merits serious consideration in the development ailtdeare
policy. It isencouraging that the NMP qualificatiasbeing considered for a wider range of
health professionalg a factor that might help take thgrowth rate of NMP beyond the
current level of7%pa

Return oninvestment

The financial challenges faced by the NHS are mounting continuously. Qdillion
savings need to be made during the next five years as demand unceasingly adva@es
upwards. Policy makers at government, Department of Health and NHS England Ie\zels
should be particularly interested in the economies NMP practitioners can contribdteth =
the Primaryand Secondary Carsectors. Those economies, nationally, can reach millions Gt

s for Stakeholders
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http://nw.hee.nhs.uk/files/2015/01/Agenda-Item-8-Annex-1-LETB-Board-WIP-Update.pdf

pounds in value for relatively modest investmentsNMP training, continuous education
and clinical governance.

3.2. For Clinical Commissioning Groups

ClinicalCommissioning Groups (CCGs) are the novbtitgetholders of the NHS and should be
carrying out their decision making locally bearing in mind the spatient care imperativeand
WNBGdzNY 2y Ay@SaidySyiuQ GKIFUG &K2dzrRenceuidged S
involving NMP can have extensive effects in Hetimaryand Secondary Cargettings and, with

the greatercombinationof the Health budgets and Social Care budgets, penetrate more deeply
into the community.It is hoped that the informationantained in this report might be taken
into consideration in prioritising NMBt a higher level and used for strategic directidihis
report has used the i5 Health commissioning opportunity tool that identify gaps in care
provision thatNMP practitionerganfill.

3.3. For Healthcare Providers

Providers in both thePrimary Secondaryand CommunityCare sectors are particularly
challenged by the continuing tightening of financial supportaaime of greater demand.

LJ2 t

Gl @Ay3 (2 R2 Y2NB ¢A0GK fSaaé¢ KrFra yS@OSNI 6SSy.

practices, a more appropriate description of the situation today. The evidence shows that
strategic use of NMP practitioners iTCmanagemeh in both sectors can be an important
response to that requirement. Thisudy illustrates what can be achieved by the involvement of
NMP practitioners in botlPrimaryand Secondary Cardn the former, for exampl, GPs can
allocate bettervaluable time, asure speedier treatment for their patients and offer a number
of additional slots The Primary Careanvolvement also means thaA&E attendancesnon-
elective admissionsand readmissiongan be reduced and, even once patients are admitted,
they can benefifrom faster and, arguably, safer caaad dischargehan might otherwise be

the case.

3.4. For Healthcare Practitioners
We believe elements of this study will further encourage nurses, pharmacists and allied health
professionals to seek the NMP qualificati@ne of the questions such professionalght ask
GKSYaSt SRA RBS NB KD S R 2 Skheyimight a8 lcdmfor froi,lain@¢sE »
other things, the prospect of improved care they could provide and the enhanced carsfar
opportunities that coulde presented.

< ‘ Chapter:Messages for Stakeho



4. Methodology

We have used a threeoute approach to this study.

Route 1
The Work of
Others

Route 3
Data Analysis

4.1. Route 1: The work of others

A structured survey of existing literature was undertaken to extract facts and meaningful
1y26ftSR3IS LISNIIFIAYAY3 (2 bat -YBRAODKS | INBIISRGRY
YSRAOITFQ FyYR WadzLlLX SYSy G NB LINKE a OrNtides. yn3 Q | y R
addition to providing valuable insight on historical and current NMP impacts, the review laid the
foundations for a deeper analysis of the Clinicians Audit in North West Endaland

There have been excellent studies done by, amongst othbesUniversity of Southampton

. The journal Nurse Prescribingpt only contains instructive material on a variety of
pathways that NMP practitioners will encounter but also assessments of the effect of NMP
intervention and what still holds back its wider acceptance in Engigiid

Veryuseful work has already been undertaken to capture the experiences of NMP practitioners

AY | ydzZYoSNI 2F RAFFSNBY( Pldciingbauccess Bxgadsiom f S SE |
2 NJ 9 @ 2cfthdzipradBoy @ a project team comprising Sam Shetom, Paula Smith, Craig

Noonan, Robert Hallworth and Dianne Hogg

Chapter:Methodology


https://wsecure.wirral.nhs.uk/clinaudit/login.aspx
http://eprints.soton.ac.uk/184777/3/ENPIPfullreport.pdf
http://www.prescribingforsuccess.co.uk/document_uploads/nmp-staff-stories/NMP_NHS_Staff_Stories.pdf
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4.2. Route 2: Personal and group interviews
Qualitative research was performed by interviewing a range of NMP practitioners and health
managers (including practice managers) in various health settings and NMP focus [grioups
We also asked a range of NMP practitionergespond to a structured questionnaire. For all
these purposes, we used questions from an extensive list appropriate to the interviewees

. The findings from this process of discussions and questioninguserkto guide
GKS RIFGE FylrfedAadoad ¢KAA W2y (KSasdshBeddfoRQ LI NI
NMP leadersén different parts ofthe country

We have contacted 60 hospital trustsg an exercise that elicited information on the number of
NMP practitioners there are iBecondary Care

4.3. Route 3: Data analysis

Informed by the findings from routes 1 and 2, améwingonA p | S+ f 6 KQa sA3 51 G
we quantitatively investigated the effeziof NMP irPrimaryand Secondary Carsettings. firee

specific and unique processes were used in those investigations:

1. The assessment @ihdings from the NVWEngland Clinicians Audit hetd2014.

2. The identification of efficiencies in 16 Long Term Conditipashways through
introducing one or more NMPractitioners into GP practices

3. The application othe i5 Commissioning Opportunity (CGRjorithmsto data for health
care economies and identifyg the benefits possible from specific initiativiesluding
NMP.

5. Numbers of NMP Practitioners
Prior to the analysis, i5 Health looked into multiple sets of data to derive useable conclusions on
the numbers and whereabouts of NMP qualified professionaitualy practising. In this
section, we set out a list of data sources and then conclusions drawntfrose specific data
sources that help identify national numbers, namely:

- Qualifications issued by English educational establishments
- Nursing & MidwiferyCouncil (NMC)

- NHS Prescription ServiaNurse

- NHS Business Servidagthority (NHSBSA)

- NHS Trusts

- General Pharmaceutical Council

- Health and Care Professionals Council (HCPC)

bers of NMP Practitioners

Establishing a definitivegure is not an exact scienc&here is probably a need for a consistentg
method, agreed between the various organisations and agencies, of calculating the number& of
active NMP practitioners. We report the different conclusiemsth the purpose of establishing
a conservative set of mabers for the analysis.

5 =2 ‘Chapte



5.1.

NMP Practitioners Data Sources
The principal data sources for NMP practitioners and their specific uses are set out in the chart

below.
Source Document Figures obtained Geographic ~ Primary/ Numbers Last Contans Used for
range Secondary update duplicates
Health and Social Records all Number ofall England Both 358089 April No Calculating the
Cae Information nurse types nurse typesin (out of a total 2015 change of the
Centre (HSCIC) currently in the workforceie of 645249 NHS workforce
the workforce | qualified nursing, professionally numbers
midwifery & qualified clinical
health visiting staff)
staff
Health and Social Hospital NMP impact England Secondary Vary per April N/A NMP impact
Cae Information Episode analysis and COF analysis 2014¢ analysis and
Centre (HSCIC) Statistics(HES potential March COP potential
Data) opportunity 2015 opportunity
calculation
Nursing & NMP Number of England N/A 58,497 Feb N/A Calculating the
Midwifery qualifications qualifications 2015 number of
Counci(NMC) issued by issuedto nurses NMP qualified
universities and midwives nurses and
midwives
Nursing & Register of Number of those England Both 53,572 March Yesg some Establishing
Midwifery nurses and registered as 2015 may have the number of
Counci(NMC) midwives NMP multiple NMPnurses
qualifications and midwives
eNurse Numbers, places England Primary 41,745 March Yesg some Establishing
NHS Prescription ) of yvqu and gross entries 2015 may be increase o
. identifying codes (30,928 de registered decrease of
Services . o
of Nurse duplicated within Nurse
Prescribers multiple sites Prescribers
NHS Business Responses to | Number of NMP England Primary 51,034 Dec No Collecting the
Services FOI requests | nurses inPrimary (including those | 2014 latest figures
Authority Care not attached to on NMP
(NHSBSA) a cost centre) practitioners
NHS Trusts FOI response Number ofNMP England Both 9,674 Feb N/A Calculating
on NMP practitioners (estimate) 2015 NMP
numbersfrom In acute settings practitioner
116 trusts numbers
General Register of Number ofNMP England, Both 3,845 2015 N/A Calculating
Pharmaceutical pharmacists qualified pharmacist
Council pharmacis$ prescriber
numbers
Health and Care Registenf Numbers of UK Both 587 2014 N/A Calculating
Professions allied professionals NMP
Council (HCPC) professionals with NMP practitioner
that are qualifications numbers
regulated
NHS NW Report Number of NW Both 1,566 2014 N/A Establishing
Clinicians Audit participantsand England effects of NMP
their input locally and
nationally
Office of National Population General England N/A 53.01m June N/A Extrapolating
StatisticONS) estimates population 2014 figures from
statistics local to
national

=z =Z ‘ Chapter:Numbers of NMP Practitioners
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5.2. Education and Qualifications
In the twenty years or more since some limited rights of prescribing were first given to nurses, a
growing number of universities have established coursé¢éonMedical Prescribing angl9,983

NMP qualifications have been awardexnursesin the UK as of January 2015. Of these, nearly
58,497hawe been by English universiti€SourceNursing & Midwifery CoundjlFebruary 201p

The figures do not necessarily take accountidits for NMP modles that are included in
other coursesat the universities.

The key point one might draw is that, particularly because some individuals represented in the
numbers have either retired, ceased to use their NMP qualification in any meaningful way (e.g.
medidnes management) or have died, the chances that the nurbiBe497is truly reflective of

the current headcount of practitioners is remote. In addition, there is the likelihood that, in
some instances, a student could obtain more than one qualification asithe V150 and V200.
Finally, the ranks of NMP practitioners in England will have been reinforced by professional
trained in other parts of the UK.

At the very least, as a starting point, one would not realistically expect the number of
practitioners inclusive of those who are not nursds,be higher than 60,000.

5.3. Nursing & Midwifery CounciiNMC) NMPPractitioners

The number of registered nurse and midwife CPNPs, NIPs and NI/S practitioners in England
provided by theNursing & Midwifery CoundiNMC) is 53,572 as of 30kharch 2015.However,

due principally to the registration proceghjs number cannot be interpreted as reflecting the
number of individuals currentlgractisingas NMP professionals.

5.4. eNurse and Estimates of NMP Practitioners

eNurse is a dataase managed by NHS Prescriptions Sendaagepartment of NHS Business
Service Authority- NHSBSA). It contains theme and address information and identifying
codes for Nurse Prescribers workingPrimary Care onlyThe identifying codegrovided in the

fAtS INB GKS b daidcdedldy the Rayal Callege & Niirsing when a Nurse_
gualifies to prescribe.

loner

The NHS Prescription Service collates the Nurse Prescribing data for their own interiral u
tracking the prescribing actiyi of nurses. Information on the nurses and their placavofk is
provided to the NHS Prescription Service by contacts within the Emplngamisations. This
dzLJIRF GAYy 3 Aa OF NNASR 2dzi G2 K ®ngding pasis, Nl the
NHS Prescription Service supplying updated files to OOfbilbtication once a quarter

@\/IP Pradfit

An individual nurse can be registered in more than one settég.{wo to three GP surgeries).
We have therefore deluplicated the eNurse list (currently showing 41,745 registrations) t
arrive ata figure 0f30,928 individual NMP practitioners connectedtweost centres iPrimary
Care

Rumbers of

n =2 ‘Chapter

LJG A


http://systems.hscic.gov.uk/data/ods/supportinginfo/filedescript/enurse.pdf

5.5. NMP Practitioners According thN HSBSA

Health

Another source of information on the numbers of nurse practitioners within Rhnenary Care

sector of the NHS in England is the NHS Business Services Authority (Niks8BSvkich
O2fftSOGa RIGF FNRY bal/ YR bl Based bnQhieseBainges,b | { t
the NHSBSA has put forward the figure of 51,000 NMP practitioners across England.

After discussion witlthe BSAthey haveaccepted our calculations that efuplicate the eNurse
numbers (see abov&ection5.4) and suggest that thdifference between their gross NMP
y dzY 6 S NJ YR Sbdz2NAESI Xis tieJNBnEek Wil NM8< who hameZbeenn = €

registered to prescribe iRrimary Cardut are currently not attak S R~ (i 2

LINF OGAOSKkO

The gross figures should also be considered in the light of theiing skewed by having
elements of accumulation. Those elements of accumulation arise because it has not been
mandatory to report that an individual has actually left service (and names taalie left on

the register for 5 yea)s In other words, there are likely to be individuals represented in the
numbers that have retired, ceased to use their NMP qualification in any meaningful way (e.g.

medicines management) or have died.

5.6. NMP Practitiorers registered with NHS Trusts

An additional route through to the NMP practitioner numbers has been by way of questianing
selection ofindividual trusts through Freedom of Information requests (FOI). We asked 160
hospital trusts in England how many NMRgiitioners they employedOf these,116 trusts
responded- i.e. 72.9% of those questionefsee trust responses chart on page .16he total of
NMP practitioners, of all categorieand including those in the community as well as in the
acute settingwasreported by these trustas 9,484 The quality of the responses was varied.
Some trusts will have included primary care numbers in their cogmtghout identifying them

as such. We have therefore made estimated adjustments accordingly and extrapaated
workable estimate for all acute settings in England. €xclusive of Community practitioners

employed by the trusts) of 9,674.
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Responses from NHS Trusts

The Royal Bolton Hospital 404

Stockport NHS Foundation Trust

Sheffield Teaching Hospitals NHS Foundation Trust

The Royal Wolverhampton NHS Trust 271

Harrogate and District NHS Foundation Trust :

Sandwell and West Birmingham Hospitals NHS Trust
Buckinghamshire Healthcare NHS Trust s
The Rotherham NHS Foundation Trust (with New Community Centre) —
Walsall Healthcare NHS Trust s
Heart of England NHS Foundation Trust s
North Tees and Hartlepool NHS Foundation Trust
University Hospitals Bristol NHS Foundation Trust
Imperial College London NHS Trust
Isle of Wight NHS Trust
Wye Valley NHS Trust
Homerton University Hospital NHS Trust
Wirral University Teaching Hospital NHS Foundation Trust
Lancashire Teaching Hospitals NHS Foundation Trust
Poole Hospital NHS Foundation Trust
Brighton and Sussex University Hospitals
Royal Liverpool and Broadgreen University Hospital
Royal Free London NHS Foundation Trust
Dudley Group NHS Foundation Trust
Peterborough and Stamford Hospitals NHS Foundation Trust
University Hospital of South Manchester NHS Foundation Trust
University Hospitals of Morecambe Bay
University Hospital Southampton NHS Foundation Trust

Luton and Dunstable NHS Foundation Trust

—
— )
—i}
—- 4
Chester Hospital NHS Foundation Trust  sss1:}
Royal Berkshire NHS Foundation Trust -z
Barking, Havering and Redbridge University Hospitals NHS Trust -7
Milton Keynes Hospital NHS Foundation Trust s s

George Eliot Hospital NHS Trust 48
Western Sussex Hospitals NHS Foundation Trust
Chelsea & Westminister NHS Foundation Trust
Gateshead Health NHS Foundation Trust
The Whittington Hospital NHS Trust :
West Hertfordshire Hospitals NHS Trust 8

South Tyneside NHS Foundation Trust

Northampton General Hospital NHS Trust 2
North Cumbria University Hospitals NHS Trust
University College London Hospitals
Chester Royal Hospital NHS Foundation Trust 0
James Paget University Hospitals NHS Foundation Trust 8
Salisbury NHS Foundation Trust
Maidstone and Tunbridge Wells NHS Trust
Royal Brompton & Harefield NHS Foundation Trust A
Alder Hey Children's NHS Foundation Trust d
Papworth Hospital NHS Foundation Trust
West Middlesex University Hospitals
Ashford and St Peter's Hospitals NHS Foundation Trust

Birmingham Women's NHS Foundation Trust

Numbers of NMP Practitioners

Hinchingbrooke Health Care NHS Trust

Burton Hospitals NHS Foundation Trust

Surrey and Sussex Healthcare NHS Trust

Frimley Health NHS Foundation Trust
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5.7. Pharmacists

Pharmacist prescribers are becoming significaontributors to nonmmedical prescribing

Health

services. The number of registered has increased year on year over the last 5 years. At the
beginning of 201baccording to the General Pharmaceutical Council, there were 3,845 NMP

pharmacistsn England

5.8. Allied Health Care Professionals
It is now possible for health professionals other than nurses and pharmacists to qualify as NMP

prescribers. These are: podiatrists, physiotherapists and radiographers thaggurated by the

Health and Care Professionals Council (HCPC). As of October 2014, there were 203 podiatrists,
322 physiotherapists and 46 radiographers (HCPC). According to the General Optical Council, as
of April 2012 there were 118 Optometrist Indepemdé€rescribers

There are currently proposals to enable other groups of registered allied health professions to
prescribe- namely paramedics and dieticianand to extend the rights of radiographers.

5.9. NMP Practitioners Total

Should one accept the maximum figures noted in each of the sections above, one arrives at a
total of circa 58,000 NMP practitioners throughout England. That is, in our view, an overstated
number. As already noted, there is uncertaintyaahed to the figures ascribed to practitioners

in both the Primary and Secondarysectors ¢ mostly relating to nursesand issues of

accumulation and of double counting. We have, therefore, erred on the side of caution in
choosing a figure that represents conservative but credible total to work with. This figure,
covering all NMP practitionagypesin all settingsis44,629.

Setting NMP Practitioners  Distribution
Acute 9,674 21.7%
GP Practice 7,184 16.1%
Community 25,394 56.9%
Mental Health 1,347 3.0%
Social Care 449 1.0%
Hospice Carg 380 0.9%
Voluntary Sectol 201 0.5%
Total 44,629 100%
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http://www.pharmacyregulation.org/
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6. Voices of the Practitioners

6.1. Introduction

Thisreport focusses primarily otme collection and analysis data extracted from aumberof
sources. It has been informed, however, by conversatomis NMP practitioners those who,
on a daily basis, bring their wide range of knowledge and skille&w on improving patient
care as well as a questionnaire to N&glandNMP practitioners. We want to acknowledge
those peoplebehind the statistics by relaying tleopinions in their own wordsind through
their questionnaireresponses We havealso added to these views thae ofa number ofGP

practice managermterviewed

6.2. Conversations

Advanced Nurséractitioner/
A&E Acute Oncology

Hisinvolvement across the cancer range
prevents unsafe delays in prescribing.
Such delays can amount to hoursven a
day in some casesand have a big impact
on Length of Stay (LOS).

Ambuatory care is sometimes essential
and, without it, the bigger the dangers of
ailments like DVT. The situation can be
exacerbated over weekendgesulting in
unnecessarythree day LOS. A prime
example of the difference an acute
oncology NMP can make is riespect of
Cellulitis. The NMP casupportsame day
discharge. There are probably 2 cases per
day that could have become inpatient,
with 47 LOS days, without NMP
intervention.

Advanced Nurse Practitioner

"I can now alleviate a patient's acute or
palliatve pain, prescribe intravenous
fluids for a dehydrated patient; intervene
swiftly with antibiotic therapy for a
patient with sepsis improve the
glycaemia controlof a patient with

diabetes by adjusting their insulin..The
list goes on!'

A&E ConsultanNurse

A key advantage of NMP in the A&E setting is
the better management of risk. The NMP is
able to ensure a complete patient episode.
Without an NMP, there would be frequent
interruption by nonprescribers of doctors; in
fact A&E is one massive interiign area
because of the presence of so many junibrs
Fls.

In a typical 8 hour shift, there might be 15
prescriptions required. Without an NMP
presence, getting a doctor to prescribe might
take 10 minutes for each prescription
(resulting in frequent quees). The time lost is

150 minutes for a nurse seeking the
prescription and equally 150 minutes of more
R2O0U2NBQ UAYSO®

An added problem with having to turn to a
doctor is that the doctor will not necessarily
have seen the patient thus increasinghe
quality risk. Patient satisfaction is high
because the patient does not want to be
treated by agroupbut by an individual.

Chapter:Voices of the Practitioners
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Nurse Consultant at an FT

Mental Health Unit
éPatients are in the unit for shorter

periods of time and the use of
inappropriate  medicatn has been
significantly reduced. | use my
prescribing to reduce inappropriate

medication, introduce or evaluate the
effectiveness of antipsychotic medication
and manage delirium and minor
ailmentg.

In herview, NMP facilitated:

Increased carer, patiersatisfaction
Speedy response from referrals

Greater wellbeing for patients

Shorter inpatient stay

Reducedalls

Timely prescriptions

Reduction in the use of antipsychotics in
dementia care

Alternatives to medication and good
behaviour management

Personcentred @are

Lead Pharmacist

G¢KS ¢NIdzYFiA0O {iGNBa
PTSDWhere the role of the prescriber is

to review current medication and adjust

or initiate treatment.The role has proved
extremely successful and is appreciated
by the patients aswell as by the
therapists'.

Depot Medicationr OP Clinic

NMP has freed up a doctor for 3 days a
week to spend time on more critical
medical challenges. Added to this were
better outcomes in relationships with
patients and compliance with medication

45 minutes

Anaemia CeOrdinator

with a seamless serviee

It was clear, in the context of the Lithium
treatment (for Secondary Carpatients), that
patients risked falling through the gaps.
Lithium was not dealt with well at the GP
level.

She calculated that there were 80 patients
beingtreatedonce every three monthat the

Lithium Clinic. At the Depot, there were 120
patients receiving treatment between 2

weeks and 6 months intervals; they were

suffering from bipolar disorder and/or

depression.

Nurse Clinician for Breast Medical
Oncology

"The most significant benefitcan be seen in

the chemotherapy clinics. For patients on

adjuvant chemotherapy, | prescribe all
chemotherapy and supportive medication

throughout the course, modifying patients'

medication as required,
symptom management"

thus enhancing

Senior Sister Continuing Care
Dementia

The usual 10 minute GP_consultation wasn't

énoubhsf&'"ﬂlq ;%§ent5 '?hb)f benefifed o
with  an NMP and the
consequence, from a cost perspective, was
large given the savings on ambulance and A&E
- due to the immediate ecess to medication.

GThe role of the Non Medical Prescriber has
saved hours of time and benefited hundreds
of patients receiving erythropoietin therapy
and intravenous iron through our nurse led
clinics. This has helped provide tipatients

Chapter:Voices of the Practitioners
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Palliative CareNurse
The key advantage from the servite
gave was constant monitoringcA GP
tended to prescribe and themot follow
dzL)kIn fact, GPs were not keen on dealing
with Palliative patients and were more
reactive than proactive. Each only saw 6
patients per annum and was just not
skilled in prescribing for their specific
needs. Fohim, the savings were in respect
of less GP \its and appointment times
and avoidance of admissions.

There were 3 NMPs in a care team of 6. Of
360 patients, 26B0 were very poorly and
the key recipients of NMP service.

Diabetes Specialist Nurse

dWhen you consider that the Diabetes
Specialist nursenay see up to 10 patients

each session in which 6 may need a
prescription change, 5 minutes waiting for
the doctor adds up to 30 minutes each
day, 2.5 hours per week, 10 hours per
month and 120 hours each year!

Matron ¢ Rehab Centre

There was a signitimt problem of capacity

- which put pressure on the nurses. An
optimum service would be one that was
NMP led and a case study of the pathway
should be pursued. However,

commissioners were not putting in enough
investment- for services, access and beds.
Properly staffed, there could be a far

greater turnover thus relieving pressure on
hospitals.

District Nurse Matron -LTC

District Nursesre heavily reliant on their
NMP skill setsparticularly in the following
areas:

- Palliative

Urinary Tract InfectiofUT]I)
- Chest Infection

- LTC (notably in deprived areas)
Their mantra is 'Assess, Diagnosand
Treat'.

Consultant Cardiology Nurse

Gt NBAaONROGAY 3 KI a
comprehensive care | am able to offer to
patients who attend our clinics. More time
is spent with patients discussing their
disease process and giving them advice
about all aspects of their treatment, of
which medication plays a substantial part
concordance, is improved. Being able to
complete episodes of care independently
enables doctors on our teano devote
more time to critical patients".

FTDirectorand Mental Health
NMP specialist

In her experience, NMP has become an
essential ingredient in the proper care of
MH patients in particular. Its importance is
reinforced by the fact that there was ki

of premature death for MH patients
because of high levels of medication. In
fact, MH patients die 25 years earlier than
the average person. The situation in the
field of MH is made even more precarious
because a demographic time bomb
existed: DementiaAdd the lengthening of
life and Dementia to Downs Syndrome
sufferers and the consequences for care
are greatly increased.

itioners
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Health

them now to provide Respité Recovery On a more general pointshe believes
care. The centre finds it difficult to refuse resistance to antibiotics is growing. It is often
the patients concerned. the NMPwho could best carry out differential

diagnosis to ensure the right medication (or
no medication) is applied. There important
in the viral v lacterial decision.

A data study is underway on avoidance of
Metabolic Syndrome (a constellation of
abnormalities) in the Rehab context (lesser
effect in acute). NMP is integral to this Shebelieves that NMP trained professionals

area - as part of bringing a muti like her have somewhat replaced the doctors
disciplinary approach to Health and in ome Primary Caresettings and are better
Wellbeing. This wa particularly significant able to bring about a holistic approach.

for the treatment of sectioned patients as
their entering hospital, with all the security
involved, could cost up to £400 a time.

6.3. NMP North West Questionnaire

One of the ways i5 Health has elicited information is through the use of a gueaiienn

which was completed by 8MMP practitioners in NW England. The questionnaire
was designed to give a picture of the experiences of NMP nurses, from training to
implementation and on to future expectations.

Onemajor theme to come out of the responses was the importance of support for NMPs within
departments and via NMP leads. Due to the delivery method of the questionnaire there may be a
bias towards areas that have good support in place and this may impamshenses received.

Training
The majority of prescribing nurses felt that training was generally sufficient. A need for training
within specificspecialities(generallywhichever area they were working imjas raised by many
NMPs although this is often depdent on the background of the nursdor example how long

they have been working in their specialty. The need for effective mentoring was also raised;
there was a mix between nurses that had found the mentoring they received to be helpful gn
starting o prescribe and those that felt that they would have felt more confident if there ha%
been more mentoring available. Connected with the need for mentoring is the need f&r
additional training in the specialty of the prescriber. This is often linked toithe the prescriber
has spent working within their specialty before training to prescribe.

aL FSSt GKFGO GKS GNXAyAy3I st a adzF¥FAOAS
confidence comes with experience and cannot be developed through educatio
Ff 2yEBWY¥dzyAle / KAf RNBYQa bdzNES
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Ongoing training and career development
When asked about egoing training and support the response was generally positive, with over
half of prescribers reporting that training and support was sufficient (43 of 84). Howevee, the
was a significant minority that mentioned a need for more support or that had experienced
difficulty in accessing training and support.

G{ dzLILI2NX A& 3IASSYy AF ySSRSR FyR L 1y26 6KSN
asSaarzya o2 dzf RNusePresoribeyvidking @ iindr afirients/eczema

Support for NMP prescribing

Prescribers were asked about the levels

of support they received from Are colleagues supportive
colleagues. The number of prescribers

that had experienced unsupportive 70 7
colleagues was low (n=4). However the” ‘.
number reporting that colleagues had aj
lack of understanding of the range and s, -
limitations of NMP was far higher 20 + '

(n=20). There is potentially a need to™
. . 0+

educate those working with NMPs to supportive lackof  not suppomue

ensure that the most effective use of understanding

NMP is achieved.

Perceivedmpactof NMP on care

Theperceivedimpact of NMP generally related to improved timeliness of care and better patient
experiences. The ability to complete care episodes without spending time obtaining sign off from
doctors allows better time management for boffatients and staff. Prescribing is also allowing
nurses to prevent further appointments and hospital admissienghich impacts not only on
patient experience but also on the achievement of departmental targets.

As shown in the diagrams below, the top terareas of impact of NMBn patients are faster »
access to medication, better patient care and not having to access doctors and the top th%e
areas of impact of service provision are faster medication, better patient experiences agd

improved services.
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Percaved Impact of NMP on Patients

20

20

Better Not Having  Complete

Independent

Faster Drug Time Not Better Meeting
access to  Patient Care to Access Care Knowledge Savings Working Prescribing Pathway Targets
Medicines Doctors Episode
Faster Patient Improved Prevent Reduce Complete Seeing Meeting Patient Not. Preventing Improved Drug

Medication  Experience Service Referrals to Hospital Care Patients Targets Satisfaction Prescribing onward Waiting Management
GP Admissions Episodes without Referrals Times
Medical
Staff
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Practitioner

What prevents effective use of NMP

al
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Almost three quarters of prescribers felt that there were issues impacting on their ability to
prescribe. The most commononstraints on prescribing were local guidelines/formularies,
organisational issues and colleaguesrversely, some practitioners found the constraints of the
Formulary actually empowerin@he need to ensure that local guidelines are updated regularly to
reflect the work being carried out by NMPs was raised. Another issue raised in many responses
was theneed to ensure that the infrastructure is in place for NMPs to work effectivéby
example, the ability to access prescription pads or use local computer systems. For newly
gualified prescribers, confidence was also a significant factor in the abilfixescribe effectively.

oOur local Primary CarelT system¢ no easy way to input nurse prescriptions

District Nurse

In response to separate questions, prescribers reported on the effect of local protocols on
prescribing. The responses to local protacelere largely positive, with most prescribers that

gave a specific response on protocols feeling that they provided a framework within which to
work allowing consistency and improving confidence.

At NeG202fta LINPODARS

The Effects of Local Protocols

Negative
Effect, 8

Little or no
Effect, 18

Benefits of NMP for Nrses

¢ Canumuiity?CNING YSa FoNdeNB S5 2 NJ|

he Practitioners

NMPs were asked to report the impact of training on both their job satisfaction and careéét.
Where NMP was being used effectively, the effect on job satisfaction was almost universglly
positive. The effect on career was slightly less positive although in some cases this was becguse

the nurse was in a role where NMP qualifications were expected.

L > ‘ ChapterV.
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aL FSSt¢ GKFG O2YLIX SGA2Yy 2F bat KFa A
encourage anyoneto complete the trainingé Nurse Prescriber working in ledcar and
general wound/skin clinic

myes

st Career Development Job Satisfaction

no
neutral, 2

no, 4
no, 10

neutral , 7

Potential to increase use of NMP

Prescribers were asked whether they felt there was potential to expand the@fusMP in their
area. Just over half of those that respondgds=41, no=3delt that services could be expanded.
It can be seen that a significant numk@B) of those that responded felt that there was little or
no potential for the expansion of NMP.

G2 f1 Ay OSYidNXSa NS YI{Ay3 3I322R dzasS 27
Minor injuries nurse

6.4. Practice Managers
The financial calculations in thsgction are based on the National PbR tariff.

Rural Practice
There are2 Nurse Independent Prescribersut of 5 nurses in a practice of 10 partner and 2
salaried doctors. Thenurse practitionersare a hugely effective part of the clinicahf. They
lead on three areag Warfarin,Sexual Health and Minor llinesseand are important in dourth,
ChronicDisease treatment.

Sexual Health

Anti-coagulant cI.inic NMP nurse provide leadership in
Approx. 200 patients on the drug, each contraception prescribing- that would
seen once every three weekg 3,500 otherwiserequire aGPslot

appointmentspa that would otherwise be

GP slots- at 12 minand £35per slot, a Minor llinesses

saving of 690 GP hes, £121k cdspa. The NMPnursesaddresss0 slots a week

Without NMR all patients would go the approximately2,600 pa- a saving of 520
Secondary Camdute. GP hours / £91lpa - 12 min and£35 per

Qo X ‘ Chapter:Voices of the Practitioners
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slot. They also reducedA&E attendances
and nonelective admissions.

Chronic Disease

The NMP nurses play a key role in
treatment of Dabetes, Asthma and COPD
¢ by prescribing themselves rathethan
having to rely on GP availability (more
details in section 10 below).

QOF

NMP practitioners help the practice
achieve the higher targets for most chronic
disease targts, especially sexual health,
Diabetes, Athma, and COPD It is

Rural Practice

estimated that aromd 20% of th
LIN O G A (&rdsdare adhi€ed by the
NMP practitioner, which for a average
practice equates to £50,000.

Patient Satisfaction

That satisfaction comes from easier access,
frequent medications reviewshetter drug
adherence, and morslotsfor GPs to deal
with more complex patients From a
practice view it offers better multi-
disciplinary working better motivated
staff, and more choice for patients and
nurses offering patients more time.

There are2 Nurse Independent Prescribeut of 5 nurses in an 8 partner practice.

GP Slots

Both NMP nursesconcentrate on Chronic
Disease management. EabiMP works 30
hours per week 30h pw = 1,560 pa), 49
patient slotsper week (41% patient time,
15 min per slot)of which 2 pw result in
avoidance 6 GP slots (338ours, £55k GP
time and cost saved).

Secondary CarAvoidance

As to A&E and NEL admissiorthey are
very low indeed. Probably 25% of the
weekly patiens would otherwie end up in
hospital.

Additional Advantages

The NMPs are central to expert patient
programmes and to the internal education
/ cross feeding sessions.

L > ‘ Chapter:Voices of the Practitioners

=



SemiRuralPractice

Thepractice is a two hander. They have had aMR for two years. She has just left and been

replaced by a norprescribing nurse.

GP Slots
The NMP focussed her skills in two roles:

Minor lliness surgery every Tuesday
morning. She would be dealing with, on
average, 14 patientfReasonable to say

that this saved an equivalent number of GP
slots (14 times 12mins therefore 2.8 hrs
per week- 145 hrs, £25k per year).

Diabetes session on Thursday morning. On
average, 13 patientwith 135 hrspa of GP

UrbanPractice

time, £24ksaved If clinic is ra bynon-
prescribera need to geprescription
signed by GP reduces impact

Prescribing Budget

Shewas not aware of any difference in
prescribing budgesince NMP nurse also
take patients off medication or reduces
dosage

Cost
The NMMPnursecosisthe pracice £5£6
per hour more than a noprescriber.

The practice has 2 full time GPs and\lurse Independent Prescriberbut is over three sites.
Thenurseprescriberhas been in place for eighhonths.

GP Slots

The Nurse Independent Prescriber
fundamentally ensures clinical cover is
given each day throughout the practice.
She currently carries out two half day
Minor lliness sessions per week covering,
on average, 30 pat@s. Without her,
those thirty patients would have to:

1. Be seen by an already heavily
stretched GP or
2. Go to A&E or Urgent Care Centre

9EIF YL S 2F | RlI&Qa

nurse:
- Eye problem alternative is UC

- Viral illness walk-in at A&E
- Stomach A&E/UC

- Cough/cold GP

- Urinec GP

Cost Advantage

Both GP and NMP nurse slots are 1¢&f
min length. However hourly rate of a GP is
twice as high as the NMRate (E44 per
hour vs £22 per hour)20]. Thecost per
hour difference in using an NMP
compared with a nosprescriber is £10.
Overall she saves 312 GP hours with a
£55k cost.

%]
Another key advantage of the NMP nurse @
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expensive locums (£69 per hour) if a GP i
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Prescribing Budget

It is difficult tocalculate the effect on the
prescribing budget because the practice isg
growing so fast that, each year the past 52
years (currently 3,917 patients), the 2
practice has gone over budget.
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QOF
There must be some effect on QOF
because the NMP nurse supports @aént
targets like Respiratory and Diabetes.

SemiUrban Practice

Patient Satisfaction
Patient satisfaction is good. The elderly
feel assured once they learn an NMP
nurse can prescribe; younger patients
raise no concerns.

Overall,He considered the NMP nurse as
essential- particularly as there were not
enough GPs coming through to meet the
demand. Many doctors were attracted by
the role of locum which pays a lot more.

The practice ha2 Nurse Independent Prescribersand 4 GPs.She spoke in praise of the
benefits of using Nurse Practitionerparticularly in the context of saving GP slots.

Rural Practice

The intervieweeis aNurse Independent Prescriberthe only one in a 2 GP practice.

GP Slots

She sees about 60 patients a week, on
average. Absent her presence, almost all
of the 60 would need to see a GP. She
believes that 8 of the 60, on average, are
prevented from going td&Secondary Care
Impact is 624 GP hours at a £109k cost.

Semi UrbarPractice

QOF
She is at the dart of achieving high QOF
scores.

Patient Satisfaction

As to qualitative aspects: the patients
have ease of access and the advantages of
a onestop-shop.

The practice employs Rurse Independent FPescribers (with a third seeking qualification), 7

GPs and 2 registrars.

GP Slots

The NMP nurses deal with about 150
patients per week. Without their
involvement, all those patientswould
have to see the GPsA significant
proportion would, given the impossibility
of getting early treatment, go to A&E

(particularly those from the minor
illnesses category). Impact is 1,560 GP,

actitioners

hours saved pa at a £273k cost. %
e
QOF s
They are intimately involved in QOF §
targets as they covethe range ofmajor ';:
diseases (Diabetes, COPBthina....). 5
o
S
<
O
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Urban Practice

The practice employs Rlurse Independent Prescribers a 4 GP practice.

GP Slots

Both NMP nurses deal with around 36

patients per day, five days a week. Their
focus is entirely Minor llinesses. The GPs
would have to pick up the slots in the

absence of the NMP nurse€onditions

Urban Practice

such adiabetes etc. are dealt with by the
non-prescribirg Practice Nurse.

Secondary Care
It wasfelt that A&E and MIU activity was
reducedby NMP.

The practice employ41 Nurse Independent Practitionerincludingl Mental Health nursgin a
practice of 19 GPs (12 salaried and 7 partnetisough some part time).

Health

The nurse prescribers see about 80 patients per day. In the absence of those nurses, most of the
burden would fall on the GPs. Without them, a significant number of patientddiwmead to A&E.
The mpact ofthe nurse prescribersthe saving o#4,680 GP hours at a cost of £409k per year.

He believes the nurse prescribers account for about 10% of QOF points which was £428k in

2013/14- accounting for £48 contribution topractice income

7. Analysis of 2014 NW

Clinicians Audit
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7.1. Overview of audit records
The 2014 Clinicians Audit analysis showed 21,964 records relating to appointments entered by
1,566 unique prescribersiowever, he count of unique prescribeisy setting is 1,830 due to

the factthat 264 participants practice imore than one settinghus causing double counting.

Out o 21,964 audit recordsA65(2%) did not indicate the profession of tNeMPprescriber

The greatest number of appointments for one prescriber was 288lst 279 prescribers had
only one appointment recorded. The average number of appointments was 14; the median
number of appointments was 6. Compared to the laadits in 2012, an inease of +2,606
appointments was recorded whilst there waslight drop intie number of prescriberg77).

7.2 Clinicians Audit Participants

A sense check has been performed that compared the number of participanisstigiae
expected number of NMP Practitionensorking in the region and estimated the NMP
workloads. It provided edence that the 1,566 prescribers are representative.

mSecondary/Tertiary/Quaternary Care
= Community Setting
GP Practice
= Specific Mental Health outpatient
setting
= Mental Health inpatient setting
mNonNHS Community Setting (Library,
Leisure centre etc)

= Social Care

Community Pharmacy

Hospice Care

Voluntary Sector

Clinicians Audit

7.3. Number of Participants by Organisation
The audit was performed by 42 organisationghich is a drop of 12 from 54 organisations thatg

participated in the 2012 audit. The reason may be due in large part to the organlsatlo[ial
changes that took place in the NHS between the audits.

< T ‘ Chapter:Analysis of 20



The diagram below shows the number of participants by orgsiois which ranges from 2
for Bridgewater to one from Wirral CCG.
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7.4. Care Setting of Appointments

In the 2014 Clinicians Audit, care settings were captured and categorised as shown in the table
below. It can be seen that the majority of appointments @&meSecondary community and
Primary Carand that the top three settings account for 97% of appointments.

The number of prescriptions issued in each setting varies between 2.3 appointments per
prescription in the community, which is less prescribing comgdo 1.75 appointments per
prescriptions in mental health. Overall, 1.97 appointments per prescrigtierrecorded in the
audit which can mearthat one prescription is issued in every second appointm&he one
caveat to note is that respondents mighot always include appointments that do not involve
medication.

Table: Care Settings from the 2014 Clinicians Audit

Setting Appointments Prescriptions
Secondary/Tertiary/Quaternary Ca 8,830 4,857 (1.82 §
Community Setting 6,740 2,925 (2.30 ﬁ
GPPractice 5799 3,101 (1.87)3
Specific Mental Health outpatient settin 281 130 (2.16%
Mental Health inpatient setting 140 80 (1.75;
NonNHS Community Setting (Library, Leisure centre 134 60 (2.23<Zr
Social Care 15 4 §:
Community Pharmac 10 63
Unknown 5 0 g
Hospice Carg 8 2 g
Voluntary Secto 2 1|
Total 21,964 11,166 (1.97)S
O
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For reference, a 2010 survey of settingsNurse Independent PrescribgiidIP) and Pharmacis
Independent Rescribes (PIP) found 35% of NIPs and 55% of PIPsiimary Care24% and 36%
in acute trusts, 10% and 3% in home visits a¥tdahd 1% in Waik centres

7.5. Prescribing Type

The NMP practitionersthat participated in the Clinicians Audit were predominately
independent presgbers. Comparison between the two latest audits shows a slight increase in
Independent/Supplementary prescribing and a reductiondommunity Practitioner Nurse
Prescriber (CPNP prescribing. This is in line withe workforce statistics

below showghe numbers of respondentsy prescriber type.

Prescriber Type

Independent/Supplementary
Community Practitioner Nurse Prescrib
Supplementary

Total

Prescriber Typdy Prescriptions

Asshown in the table below, dhe 21,964 appointments that were recorded in the 2Gidit,

approximately every second appointments resulted in a prescriptigiving a total of 11,166
prescriptions. By analysing the prescriber type, activity levelgrescribing can be obtained.
The highest number is for independent prescribers whitR014 have performed 88% of all

The table
2012 2014
Prescribers % Prescribers %
1,199 73% 1,161 74%
378 23% 342 22%
66 4% 63 4%
1,643 100% 1,566 100%

prescriptiondgssued by NMP practitioners who responded

Prescriber Type 2012 2014
Prescriptions % Prescriptions

Independent 9,096 86% 9,869

Community Practitioner Nurse Prescrily 1,134 11% 953
Supplementary 298 3% 344

Total 10,528 100% 11,166

%
88%
9%
3%
100%

=5 O ‘ Chapter:Analysis of 2014 NW Clinicians Audit
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7.6. Discipline by Care Setting
The table below shows the number NIMP practitioners in the audiseeing patients in each
care séting by discipline. Due to NMP professionglsctisingin multiple settings, the row
totals do not match. It can be noted that the nursing discipline is the strongest settings,
health visitors ar@redominantly in tle community setting and pharmacistsSecondary Care

Discipline All (unigue) GP Secondary Community
Nursing 1,259 262 497 628
Health Visitor / School Nurs 173 10 6 166
Pharmacy 53 17 21 15
Podiatry 27 0 19 21
Physiotherapy 24 3 18 13
Radiography/Therap 3 0 3 0
Midwifery 6 1 5 1

Unknown 21
Total 1,566 293 569 844

7.7. Areasof Care by Care Setting

The tables below compare 2012 and 2014 audit nurabéprescribers by area of practice (LTC,
Acute Care, etc.). The audits allow participants to setemte than one care settinghence the
number of practitionerg2,597in 2014)exceeds the number of unique prescribénghe audit
(1,566).

Care Areas of NMPs by settimg?012

Al HomeGP Secondary Community

Long Term Condition 827 315 204 308
Acute Care 736 63 433 240

Planned Care 295 114 64 117

| KAt RNBY 250 73 38 139
Staying Healthy 227 56 20 151

End of Life 238 146 51 41

Mental Health 131 25 28 78

Maternity and newborns 75 16 28 31
Total 2,779 808 866 1,105

* NMP Practitioners may be registeradd workin more than one setting

Chapter:Analysis of 2014 NW Clinicians Audit

20\




Care Areas of NMPs by settimg2014

All*  Home/GP Secondary Community

Long Term Condition 792 228 227 454
Acute Care 639 148 354 203

Planned Care 264 87 57 144

| KAf RNBY 260 48 36 197
Staying Healthy 251 153 24 104

End of Life 213 23 58 161

Mental Health 118 46 13 43

Maternity and newborns 60 15 14 39
Total | 2,597 748 783 1,345

* NMP Practitioners may be registeradd workin more than one setting

Year on year comparison shows a 46% increase stpbers supporting LTC in therimunity,
from 308 to 454 Also,prescribers supporting patients atdihe/GP for acute care hae more
than doubled from 63 to 148A reductionin the number ofrespondingprescribersworking in
secondary carg-10%) and aHome/GP (-8%) was offset by an increasethose respondees
workingin the @mmunity (+21%) giving an overall increase of 2.9%.

7.8. Consultation Purpose by Care Setting
Prescribers that participated in the Clinicians Audit were able to state the purpose of the
consultation using multiple reasons. Those reasons includee®éellow up, Specialist
assessment, Consultation, Namedical prescribing (prescription reqgei), Medication review
and No Rason given.

Audit

The graphoverleafshows each reason as a percentage of all responses for each setting (%P,
Secondaryor CommunityCare). It can be noted that in the majority of all appointments aﬁg
medicines review/follow up was performed (29%). Prescribers in a GP setting wgge
predominantly performing consultations (33%); iS8econdary Care prescribers were =
predominantly performing spdalist assessments (28%) whereas prescribers in a communﬁ/
setting were predominantly performing medicines review and follow up (35%).
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Consultaton Purpose by Clinical Setting

mReview/follow up =

7.9.

All

Home/GP

Year of Qualification
The year of qualification for NMP thagrticipants entered into the Cliniciansudit is shown

, treat

Secondary

Community

t & care ®Consultation ®Medication review ®Non-medical prescribing (prescription required) ®mNo reason given

below by setting (GRBecondanand community). It can be seen that for all settings the number
of clinicians qualifying shows an upward trend with the exception of GP. The increase is likely to
be due to changes in regulations and training becoming more accessible. The drop fan2913

be caused by the low contribution to the audit from CC@erhapsdue to the change from

PCTs to CCGs which caused many NMRs-t@gister in the community.
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7.10. Source of Referrals

During the Clinicians Audit participants were asked who referred the patient and providing 5
options to choose from (Existing Patient, Seferral, Doctor, Other NHS Organisation, and

Other Non NHS). The charts below compare the ssuf referral distribution for the two

audits. It can be noted that in 2014 appointments with patients that were known to the

prescriber has increased significantly by 54%.

2012 2014

Outside NHS

Agencies, 175
Other NHS Organisation,
74

Another Non-Medical
Prescriber, 368

Outside NHS Agencies, Anng;eersch?g:\rAedlcaL
Other NHS !

Organisation, - Other Health Care
Professional, -

Self referral, 3,032

The graph below shows the sources of referrals for NMP consuigaby setting in the 2014
audit.
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While Existing Patient was by far the greatest source of referrals across settings, it can be &een
that Doctor Referrals are significantly more common in the Secondary setting than in the otlﬂoi_ar
settings.
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7.11. Faster Acces® Care and Medicine

Health

Within the Clinicians Audit, NMPs were asked to select whether the appointment was an
emergency appointment. Below is a comparison between the two audits that shows an increase

in unscheduled carevithout issuing a prescription.

2012 2014 Comparison
2012/14

%) %) %)

C c C C c [ C c C

o S S o S S o S S

= 8 B £ 8o B £ B8c B

= s S . |5 5L 5. |5 52 5.

2 dJd3 82|32 ¢z 88 |2 85 889

< a® ao | < a® oo | < a @ QD
Scheduled 77% 49% 94%| 68% 48%  94% 9% 1% 0%
Unscheduled 23% 71% 98%| 32% 66% 96%| -9% 5% 2%

The reason why a higher percentage of unscheduled appointments is present in 2012 compared
to the 2014 audit might be that emergency appointments were separated from unscheduled

appointments.

7.12. Completing Care Episodes

Where NMPs can complete care episodes, they can prevent additional appointments for other
clinicians, allowing patients to receive care closer to home and improve patipetience.

NMP professionals in the 20B4idit reported that using independemrescribing skills allowed

patients to receive a complete care episode in 95% of appointments.

7.13. Prevention of appointments

Clinicians participating in the audit were asked what they believe the savings implications w%re
of the appointment. They were giverb bptions in 2012 and 14 in 2014 as shown in the tablef,(,

below. It can be noted that Prevention of GP surgery appointmentitaeased sigficantly _E
from 26% in 2012 to 8% in 2014. Also Prevention of follow up tgnsuleint has increased E
from 15% to 184. g
Results ofConsultations §
bl
2012 % 2014 % ;
Prevention of GP surgery appointme| 4,938 26% 7,390 34% 5
Prevention of follow up by consultant (or teary 2,828 15% 4,002 18%‘5?
Prevention of care by another healthcare professio, 2,148 11% q
Prevention of followup to another healthcare profession{ 2,078 11% 2,491 11% ‘gi
Prevention of GP home vi§ 1,402 7% 1,984 9% ¢

Prevention of increased dependency in healthcare sys 1,063 5%

'oolr.



Prevention on new referral to another healthcare professiol 1,007
Prevention of increased bed daysducing length of stay 912
Prevention of new referral to consulta)y 788
Prevention of increased steps on care pathy 676

7.14.

Prevention of A&E attendang 518

Prevention of AdmissiofHospital or Hospice 429

Prevention of readmission| 363
Prevention of walkn-centre visit| 145

Prevention of absence at work/scho| 63

Prevention of visit to Minor Injuries Cent
Prevention of visit tdJrgent Care Centr
Prevention of visit to Primary Emergency Cer;

5%
5%
4%
3%
3%
2%
2%
1%
0%

1,226 6%
1,267 6%
760 3%
769 4%
1,031 5%
616 3%
257 1%
57 0%
73 0%
39 0%

Health

\

Medication Reviews
Medication reviews play a major part in the work load of NMPs that took part in the Clinicians
Audit. They can reduce drug wastage by improving ddlgerence by patients and by reducing

the amount of drugs prescribed.

The latest Clinicians Audit recorded that medication reviews were carried out at 75% of
appointments. This was a slight drop from the figure of 79% for the 2012 audit. The table below
shows how often medication reviews were performed during the 2014 audit. It can be noted

that most medication reviews wengerformed inSecondary Care

All GP Secondary Community
Review 75% 67% 85% 68%
No review 25% 33% 15% 32%

Information on themedications being taken by the patient was available at 98% of medicati
reviews, which was the same in the 2012 audihe table below shows the impact the

medication review hadlThe majority related to appropriate regimen identification.

2012 2014

Appropriate medicinesegimenidentified 61% 69%

Sub therapeutic dose of a drug identifie 9% 13%
Inappropriateregimenidentified 9% 7%

Patient was not taking some or all of their prescribed medic N/A 5%
Excess dose of a drug identifi 2% 3%

Identified delayed access to medici 2% 1%

Decreased risk of drug interactic 1% 1%

Inappropriate repeat prescription 2% 1%

Patient was not taking any medicin 14% 5%

Chapter:Analysis of 2014 NW Clinicians Audif
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Findings during medication reviews were also collected during the audit and are shown below.
It can be seen that, while the majority of medicine reviews found that medications were
correct, a significant number of medicine reviews found issues with theicmedregimen
(10%).

7.15.  Drug Adherence

It hasbeenestimated thatbetween30%to 50%o0f patients do not take or use their prescribed
medicines as recommended by their prescribhgr|. Research has shown that 3% of UK
hospital admissions are a result of avoidable medicglated illness19]. Between 11% and

30% of these admissions result from patients not using their medicines as recommended by the
prescriber.

Costs associated with neadherence include the direct cost of medication wastage along with
other costs such as additional GP or hospital attendances due to patients not receiving the
correct therapeutic dose of their medication. Medication reviews altmm-adherence to be
identified and, where possible, the level of adherence to be improved.

Information on adherence levels found during medication reviews were captured in the
Clinicians Audit and are shown in the table below.

Levels of noradherencefound during medication reviews by setting

2012 2014
Patient adhering to medicatioregimen 94% 91%
Non adherence 6% 9%

The leved of non-adherencdadentified rows since the 2012 audit.

The Clinicians Adit identifies reasons for neadherence butdoes not show whether the
medication review resulted in better adherence.
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7.16. Reasons for Noradherence

Looking at the reasons for neadherence in the table below, it can be seen that Premary
reason for noradherence was that the patient was takingedication inappropriately. Multiple
reasons were frequently given for na@dherence so percentages will total to more than 40

2012 2014

Patient taking medication inappropriate 37%

Non-Medical Prescriber identified patient misunderstandingtof 32%
purpose of the prescribed medicatig

Patient made an informed choice not to take the medicatf 29%

Patient concerned regarding potential side effects of medica] 22%

Potential adverse effects/side effects were not explaieéectively by the 7%
original prescriber and patient has not taken medicat

Patient felt medication impacted on lifestyle and wqg  12%

Mental incapacityy  10%

t NBAONRLIIA2Y OKIFNHS& Ay 2%

34%

29%
23%
15%

11%
7%
2%

Longer consultatiortimes for NMP professionals may allow improved understanding of the
reasons for noradherence. Where neadherence is due to a lack of concordance, they can
provide additional explanations of medications in terms both of potential side effects and the
way in which they should be taken. Where patients have chosen not to take medication, NMP

professionals can review medications to improve concordance.

7.17. Pharmagcstsin the Clinicians Audit

A total of 53 pharmacists contributed to the Clinicians Audit with &hsultations. They were

predominantly working in Acute Care and Long Term Conditions. All pharmacists in the Audit

reported their prescribing type as Independent/Supplementary.

The graph below shows how pharmacists responded when asked about their cimg sefith

40% in GP practice, 33% in hospitals and 15% in mental health outpatient settings.

< O ‘ Chapter:Analysis of 2014 NW Clinicians Audit



Reported Care Setting

m GP Practice

40%
® Secondary/Tertiary/Quate
rnary Care

Specific Mental Health
outpatient setting

15%

= Community Setting

B Mental Health inpatient
setting

® Community Pharmacy

Other details reported by NMP pharmacists include the facts that 75% of appointments were
scheduled and prescriptions were required in 69% of all appointments. Pharmiacibts audit
reported that prescribing allowed the care episode to be complete®¥b 8f appointments.

It was also reported that medication reviews were conducted at 89% of appointments and that
patients were taking other medications in 83% of medication reviews. Information on the

LI GASYyiQa YSRAOFGAZ2Yya ¢ Hdpropiate inedicatiom&gimerywetgdi’s 2 F
identified in % of appointments, as shown in the chart below.
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Outcomes of medication reviews

identified

identified

m Excess dose of a drug identified

= Appropriate medicines regimen

m Inappropriate regimen identified

= Sub therapeutic dose of a drug

® Decreased risk of drug interaction
® Patient was not taking some or all of

their prescribed medicines

m Inappropriate repeat prescriptions

Identified delayed access to medicine

The Results of Consultations table below shows what pharmacists believe the saving of their
appointments were. The maiity of the appointments saved were GP appointment.@36) -
followed by the prevention of a follow up appointment by a consultant%2%). Those savings

are used in the following sections to calculate the economic impact of NMP on the local and

nationalhealth economy.

Results of Consultations Total %
Prevention of GP surgery appointme, 217 | 31.6%

Prevention of follow up by consultant (or teary 209 | 30.5%

Prevention of follow up to another to another healthcare professio  141| 20.6%
Prevention ofincreased bed dayseducing length of stay 57| 8.3%

Prevention of new referral to another healthcare professio 33| 4.8%
Prevention of new referral to consultar, 12| 1.7%

Prevention of A&E attendanc 8| 1.2%

Prevention of readmission 5/ 0.7%

Preventionof GP home visi 2| 0.3%

Prevention of Admission (Hospital or Hospi 1| 0.1%

Prevention of walkn-centre visit 1| 0.1%

Prevention of visit to Minor injuries Cent 0| 0.0%

Prevention of visit to Urgent Care Cent 0 0.0%

Prevention of visit to Primargmergency Centr 0| 0.0%

Total 686 | 100%
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8. Calculating the Economic Effect of NMP
We have applied three separate methods to establish the potential economic value of NMP to the
NHS. As illustrated below, they are:

- Evaluating the information provided liie latest NW Clinicians Audit and applying
the results at the national level

- Calculating the effects on Long Term Conditionkorts through the addition, in
Primary Careof NMP resources

- The calculation, usinGOPRalgorithms, of the effect of introduog NMP into a series
of health circumstances

Potential effects on
o . e e SR W
( key Disease Groups '« What practical help
could get Decision
Makers locally to
implement more
NMP

* Whatis the
economicvalue
today both locally

and nationally

 What could
economic value be
with the greater
L insertion of NMP in
Extrapolation from Primary Care
the Clinicians Audit e e
data )

\_ Gaps in health

economy
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9. The Economic Impact of NMP based on the Clinicians Audit
Figures generated from the NW Clinicians Audit have been used to calculate potential figures for
England. The methodology used to create the natidiglres is outlined below, along with the
assumptions that were used.

ACalculate reporting levels in NW Clinicians Audit
Aallow for reporting bias

Evalluate Ltocal ACalculate savings achieved locally
mpac

~\
ABased on National Population Statistics
- : ABased on Regional NMP numbers
valuate National
Impact )
\
Apotential levels of NMP saving
ABased on activity levels moving to those of the top quartile
oot ANMP in GP Practice
current staff levels )

APrevention using NW Clinicians Audit
APrevention using National Figures

Activity and Cost
Prevention

9.1. Evaluate Local Impact

To produce national figures requires addressing the reporting habits contained i20th4
Clinicians Audit. This can be performed by adjusting the actual appointment levels of
activity from the levels that were reported in the Audit. Factors affecting reporting lev
include internet access, computer literacy, time available between piidor reporting,
engagement in process, computer specification.

P

@3 based on the Clinicians Audit

Chapter:The Economic Impadf%\l
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9.1.1.Prescribing Ratio

An additional factor is sample bias e.g. are NMPs responding to the audit representative of
the region or do they have higher levels of engagement in NMP?

The figuresin the audit showed that on average 150 prescribers see 723 patients during
which 384 prescriptions are issued in a 7 day working week. With this, a prescriber sees 5
patients per day issuing 2 prescriptions utilising NMP skills and resulting in an irdprove

patient outcome.

This can be compared with a survey conducted as part of research by University of
Southamptor 27| which reported the following levels girescribing:

Patients prescibed for per week

% of responding NIPs

<=5
6-10
11-20
21-30
31-40
41-50
51+

1%
14%
17%
17%
8%

9%

16%

The table above would indicate an average of 21 prescribing appointments per week, whgh
equates to approximately 3 prescribing appointments per day in a 7 day working week.

It can be seen that taking activity levels from the Clinsiandit provides are&eomparable to
the findings in the Wdiversity of Southampton repoitthough it should be noted that this
report did not include coverage of CPNP activities).

9.1.2. Workforce Ratio

Activity levels and the types of saving they produce are dependent on c#iegselhe

figures from section 5 in this report show that 32% work in GP practices, 29% in trusts
30% in the community. The workforce that participated in the audit are in favour of trusts
+11% with less representation by GP practices6Bfy and les for others5%.

Setting Number of  Clinicians National
appointments Audit Workforce
GP Practice 5,799 26% 32%
Secondary/Tertiary/Quaternary Ca 8,830 40% 29%
Community Setting 6,740 30% 30%
Other 590 4% 9%
Total 21,959 100% 100%

ChapterThe Economic Impact of N&1PZbased on the Clinicians A
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9.1.3. Cost of Writinga Prescription

Health

When calculating the savings that NMP practitioners contribute towards, two fundamental
elements are required, the cost of the time of the prescription and the cost of the event that

was prevented. We will not include the cost of the prescribed item siniseexpected that

the item would be prescribed by a medical professional anyhow.

The cost of writing a prescription is the investment made by NMP practitioners on a daily

basis that lead to savings elsewhere. Operationally, this cost, excluding thegrand

mentoring cost, is the additional costs for senior practitioners that work independently and

have the skills and motivation to issue prescriptions.

The cost of prescribing varies depending on the discipline of the NMP practitioner and the
care séting of the prevented event. The practitioner disciplines in the audit were:

- Pharmacists

- Nurses

- Health Visitors/School Nurses
- Physiotherapists

- Podiatrists

- Midwives

- Radiographers

The cost of prescribing was estimated to be 5min and calculated based oavdrage
appointment time and unit cost of health and social cat&| published byThe Personal

Social Services Research URBERU

NMP Type Average Appointment
Session

Pharmacists 10.6 Minutes per patient

Nursing 15 Minutes per patient

Midwifery 20 Minutes per patient

Radiography/Therap 20 Minutes per patient

Podiatry 20 Minutes per patient

HealthVisitor/ School Nurse 30 Minutes per patient

Physiotherapy 45 Minutes per patient

Over the seven disciplines of NMP practitioners listed above, Pharmacists (£10.50)
Physiotherapists (£3.00) are at the two extremes of cost when it cotoewriting a

Cost ofwriting
Prescription (5 Min)

£ 10.50
£6.55
£5.90
£5.50
£5.33
£ 3.58
£ 3.00

Impact of NMP based on the Clinicians Audit

nd

onomwic

prescription that takes up five minutes of appointment time. The average cost of an NNP
Nurse writing a prescription is £5.77. We also established the average cost of the rang& of

activities that would have been incurred without NMP intenient (e.g. GP appointment

cost of £35 and admission cost of £72Q

‘ ChapterT
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- Accident & EmergencA&B

- First AttendancgFA)
- Follow Up(FU)

- AdmissiongAdm)

- Length of Stayl©$

- GP Appointment$GP Appt)
- GP Home Visit&GP Home)
- Minor Injuries UnifMIUY Urgent Care Centre (UCC)

Theprevented a&tivities identified during the audit were:

9.1.4. Impact of NMP at Local Lel/g

The Prevented EventsPatient Counts table below shows events that were prevented by a
NMP nurse based on various settings. For example, 506 NMP nquuesgisingin Secondary
Careprevented 7,770 events to which most relate to prevention of OP FollowRuf

appointments 3,442. The Cost Prevention table below shows that the 3,442
appointments would have costed £338,849. The biggest saving for NMP nu&esoindary
Careare admissions where 1,067 admissions prevented savedfGi&k

Activity Prevention - Audit Staff Prevented Events - Patient Counts - One Month

NMP Qualification Setting Count ARE FA FU Adm LOS GP Appt GP Home MIUfuCC  Total

Nursing Secondary s06 162 927 1,174 241 92 65 7,770
GP Practice 263 284 416 26 - m 150 5,380
Community 659 277 a6 1,318 80 23 1414 1,692 125 5,793
Mental Health 43 7 39 220 7 1 13 3 290
Social Care 10 1 2l 1 1 9 14
Hospice Care 6 2 2 1 1 1 7
Voluntary Sector 2 - - 2 - - - - - 2
Total 1,491 714 1,714 5401 1,200 6,355 1,908 380 19,256

Cost Prevention - Audit Staff  Prevented Events - Cost Prevention - One Month (£ Sterling)

NMP Qualification Setting Count ARE FA FU Adm LOS GP Appt GPHome MIUfUCC Total

Nursing Secondary 506 8,334 163,565 272,891 23,923 6,113 1,849 1,531,956
GP Practice 13,787 50,111 40,953 17,458 - 7375 5405 251,288
Community 659 14,250 81,871 129,751 322,294 5,346 40,222 112,426 3,556 709,715
Mental Health 13 360 6,881 21,658 4,700 232 370 199 34,401
Social Care 10 - 98 1,343 232 28 598 2,300
Hospice Care 6 - 197 1,343 232 28 66 - 1,867
Voluntary Sector 2 - - 197 - - - - - 197
Total 1,891 36,732 302,427 531,704 278,935 180,771 126,778 10,809 2,531,725

*Complete tables covering the entire Clinicians Audit can be fondgppendix4.

FU

t of NMP based on the Clinicians Audit

Q
The 265 NMP nurses in a GP practice setting have prevented 4,085 GP appointments codting
over £116k. Certain correlations of impact can be observed that are expectedMRy.irN

Secondary Carmainly impacts OP, LOS and Admissions whereby a NMP in a GP pra&ice
o

prevents GP appointments.

con

The biggest financial impact NMP nurses have is in the avoidance of admissions which'?'jl;vas
over £1m during the Clinicians Audit conductedaptember 2014 over a period of 1 month |E

only.
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Primary and Secondary Example using one month Clinicians Audit:

The following diagrams depict the use of the tables above in a more graphical way. This
example below is based on the NMP Nurse Type locat8gdondary Care

3,442 £ 338,849

Reductions of
Follow up

Savings on Follow
up

506

NMP
Practitionerdin
Secondary Care

4,085

Reductions of GP
Appointments

£ 116,200

Saving®f GP
Appointments

265

NMP
Practitionersin
GP Practice

268

Reductions of
A&E Events

£ 13,787

Saving®f A&E
Events

1,067 £ 716,432
Reductions of Savings on
Admissions Admissions

In the above, note that, for nurses 8econdary Car¢he greatest single number of activities
prevented is of Followdp. InPrimary Cargnot surprisingly, it is of GP appointments.
Financially, these translate into, £338k for Follow Up prevention and £116k for
appointments over the Audit month. More impressive is the effect on Admissions of N
intervention. Overdl1,584 admissions were avoidedepresenting asavingof £1,063,570.

ofN\P based on the Clinicians Audit

The total savings of prevented activity by RNMurses within the one monthudit is over
£2.5m. By multiplying the prevented activity and their cost by 12, an annual figiure
£32,795044can be estimatedas shown in the table below:

Chapter:The Economic I%p@t
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NMP Type Count a2y liKQ3 Average

Pharmacists 58 £ 63,713 £ 1,099

Nursing 1,491 £ 2,531,725 £ 1,698

Health Visitor/ School Nurs 196 £ 40,072 £ 204
Physiotherapy 34 £ 35,964 £ 1,058

Podiatry 41 £ 34,899 £ 851

Midwifery 7 £ 8,289 £1,184

Radiography 3 £ 18,258 £ 6,086

1 Month Cost Preventior: 1,830 £ 2,732,920 £ 1,493
12 Month Cost Preventior 1,830 £ 32,795,044 £17,921

The accumulation of savings by prevention of activity for eatbgory of NMP practitioners in
different settings for the audit month is over £2.7m and over the calendar year is £32.8m

9.2. Extrapolation from Clinicians Audit tdNational
Using the results of the @ltians Audit performed by 1,56AMP practitionersover a one

month period of over £2.7m, a savings estimation of prevented activity for all of England over a
one year period can be performed. For this, national NMP numbers for each discipline can be

used to extend the count of participants to the natidigaregistered practitionersA simple

estimate wouldcome from prerating the £32.79%5n that canbe achieved per year with 1,830

NMPs(inclusive of practitioners witimore than one rolgto the estimated number of 44,629

NMPs in Englandoing this wouldgive a figure o£799.786mper year. This basic estimate

does not take into consideration the care settngpactedbut provides a ballpark figure

To arrive at a more accurateet of figures for economic effect, thevels of presribing per
NMP were alculatedby CCG. These were calculated usprincipally NMP nurse numbers and
prescrbing data from eNurse Levels in the CCGs covered by the Clinicians Audit were
compared with those for the country as a whole to give a normalisation factor.

9.2.1. Impact of NMP at National Level
Similarly to theexerciserelating to the NMP staffing counts of the Clinicians Audit, the sa

It

the Clinicians Aud

thén

o

MP based

me

presentation for the national NMP staffing counts is used in the tables below. The PrevenE:d
Events ¢ Patient Counts table below shows events that were prevented by a NM@

practitioner based on various settings but with natial Staff Counts. For exampie, one
month 9,674 NMP practitioners within the Secondary Carsettings prevented 148,551
eventsmost of whichrelate to prevention of OP Follow up (FU) appointmegt,§06)The
Cost Pevention table below shows that th@5,806FU appointments would have coster
£6.478n.

Chapter:The Economic Imp
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Activity Prevention - England Staff  Prevented Events - Patient Counts - One Month \
NMP Qualification Setting Count A&E FA FU Adm LOS GP Appt GP Home MIU/UCC Total
All Categories Secondary 9,674 17,723 65,806 16,079 1,759 1,243
GP Practice 7,184 7,265 7,699 11,278 705 - 110,742 3,009 5,151 145,849
Community 25,394 (10,674 17,880>(50,788) 18,496 886 54,487 65,200 4,817 223,228
Mental Health 1,347 219 1,222 6,892 219 31 407 94 - 9,084
Social Care 449 - - 45 90 45 45 404 - 629
Hospice Care 380 - - 127 127 63 63 63 - 443
Voluntary Sector 201 - 201 - - - - - 201
Total 44,629 21,256 44,524 135,136 40,037 23,471 181,824 70,529 11,210 527,986
Cost Prevention - England Staff Prevented Events - Cost Prevention - One Month (£ Sterling)
NMP Qualification Setting Count A&E FA FU Adm LOS GP Appt GP Home MIU/UCC Total
All Categories Secondary 9674 150337 3,127,128 6,478,313 (13,697,165 457,366 116871 35349 29,288,818
GP Practice 7184 373,768 (1,358,467 473,265 - 3150104 199,944 146,516 6,812,286
Community 25,394 549,126 3,154,816 4,999,846 12,419,315 206,013 1,549,914 4,332,226 137,015 27,348,272
Mental Health 1,347 11,281 215,563 678,449 147,234 7,281 11,584 6,244 - 1,077,637
Social Care 449 - 4,420 60,296 10,437 1,277 26,851 - 103,281
Hospice Care 380 - - 12,470 85,050 14,722 1,802 4,208 - 118,251
Voluntary Sector 201 - - 19,788 - - - - 19,788
Total 44,629 1,093,512 7,855,975 13,303,507 26,882,325 5,455,739 5,172,046 4,686,345 318,881 64,768,331
As illustrated below,ie annual savings amount based setting and prevented activity for
all of England over a 12 month periodlB* £64,768,331= £77,219,972ross of costs
NMP Type Count a2y uKQa Average
Acute 9,674 £29,288,818 £ 656
GP Practice 7,184 £6,812,286 £153
Community 25,394 £ 27,348,272 £613
Mental Health 1,347 £1,077,637 £24
Social Care 449 £103,2® £2
Hospice Car 380 £118,251 £3| «=
Voluntary Sectol 201 £19,78 0| S
1 Month Cost Prevention 44,629 £64,768,331 £1,451 é
12 Month Cost Preventior 44,629 £777,219972 £17,415 g
=
5
This final figurefor the potential impact of NMP over 12 months $ibeen estimated based i
on the assumption that all areas can achieve levels of NMP activity in line with the areagin
the top quartile of current utilisation as demonstrated during the Clinicians Audit. o
=
In all cases, assumptions and methodologies have Isedégcted to provide a conservative _Z_
calculation of England figures. This means that final figures calculated should be undr

estimations and that, in all probability, the true potential is greater than the estimate
results.
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Health

9.3. Potential Staff LeveBreakdown Example

The following diagrams depict the use of the tables above in a more graphical way. This
example below is based on the NMP Nurse Type locat8gdondary Care

65,806 £6,478,313
9 6 74 Reductions of Savingf Follow
) Followup up
NMP
Practitioners
within hospitals
20,400 £ 13,697,165
Reductions of Savingf
Admissions Admissions
10,674 £549,126
2 5 39 4 Reductions of Savingf A&E
) A&E Events Events
%
NMP I
Practitionersin %
Community jg
17,880 £ 3,154,816 g
Reductions of Savingof First =
FirstAttendances Attendances _§
2
9.4.  Conclusion o

Those that have developed and fostered the Clinicians Audit over the years merit thanks. It%as
produced data that is sufficiently robust to allow viable conclusions to be drawn not only Ioc@y

but alsoat the national level. Indeed, it is the view of thathors of this report that other parts §
of the country should be encouraged to carry out similar audits in order to add to the fund gf
valuable data. In all probability, the deeper analysis that enriched data can allow is I|kely’~_’¢
show that there is a avent value to NMP in England of beyond ttieca£777m this report has

identified.
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10.

Economic Impact of  Primary Care NMP on Secondary Care

10.1. Methodology

This section evaluates the economic impactPoimary Careon Secondary Carby assuming

that GP practices that do not have any NMP practitioner would employ one and perform like
the upper quartile of GP practices that have one NMP practitioner. The performance
measurements used are based on A&Emissios, NonElective AdmissiongNEL) and
Readmissions per,d00 registered practicpopulationsin respect of 16 Long Term Conditions
as defined in the QoF LTC registers

The data used for this evaluation was drawn from 2014/15 HES spell activity (125 million
activity records per anm) grouped and costed at PbR National Taafiegister of allPrimary
CareNMP nurses provided by HSCIC (eNurse), QoF for practice list sizes and LTC registers. The
i5 Health Big Data approach facilitated the correlation between the different data soarog,

in consequence, we were able to calculate relevant hospital attendance and admission rates for
A&E, NEL and Readmissions. Our findings were that those attendance and admission rates are
lower for practices with one or more NMP practitioner than floose for practices with no NMP
presence.

That measurable information allowed us to calculate the likely effect of introducing NMP into
the least performing or most challenged practices without NMPs i.e. those with the highest
levels of attendances and adssions by LTC. NB'he calculations in this section are not net of
the cost ofprescribingtime (unlike in the Clinicians Audit and national level calculations i@’
section 9 above); they highlight potential added value without the cost of an NMP praetiti
being incorporated.

ondary

O
It is not the purpose of this exercise to display the names of the general practices that he
been researched; other than to list those CCGs within the areas of which are those mo§

challenged general practices. These aréodews: %
p4

NHS ASHFORD CCG NHS KNOWSLEY CCG o
NHS BARNSLEY CCG NHS LEEDS SOUTH AND EAST CCG S
NHS BRACKNELL AND ASCOT CCG NHS NORTH LINCOLNSHIRE CCG O
NHS BRENT CCG NHS NORTH MANCHESTER CCG P
NHS CAMBRIDGESHIRE AND PETERBOROUGH CCG ~ NHS NORTH WEST SURREY CCG g
NHS CAMDEN CCG NHS NORTH, EAST, WEST DEVON CCG =
NHS CANTERBURY AND COASTAL CCG NHS OXFORDSHIRE CCG o
NHS CASTLE POINT AND ROCHFORD CCG NHS REDBRIDGE CCG S
NHS CHILTERN CCG NHS SLOUGH CCG =
NHS COASTAL WEST SUSSEX CCG NHS SOUTH LINCOLNSHIRE CCG I
NHSCROYDON CCG NHS SOUTSEFTON CCG g—
NHS DARTFORD, GRAVESHAM AND SWANLEY CCG ~ NHS SOUTHAMPTON CCG =
NHS EAST AND NORTH HERTFORDSHIRE CCG NHS SUNDERLAND CCG L
NHS EAST STAFFORDSHIRE CCG NHS THANET CCG S
NHS EASTBOURNE, HAILSHAM AND SEAFORD CCG ~ NHS TOWER HAMLETS CCG e
NHS FAREHAM AND GOSPORT CCG NHS TRAFFORD CCG 3
NHS HAMMERSMITH AND FULHAM CCG NHS VALE ROYAL CCG L0
NHS HERTS VALLEYS CCG NHS WALTHAM FOREST CCG 5
NHS HULL CCG NHS WANDSWORTH CCG =4
NHS ERNOW CCG NHS WEST HAMPSHIRE CCG 5
NHS WEST SUFFOLK CCG )

n



10.2. NMP Impact on Coronary Heart Disease

Here, byway of example, is the approach as applied to one of the 16 LTC covered in this report,

Coronary Heart Disease (CHD):

We analysed the difference between CHD hospital attendance rate for the general practices
with 0 NMP, 1 NMP,-2 NMPs and 5 or more NMR® fA&E, NEL and Readmissions as shown in
the three graphs below. There were 1,026 practices with NMP practitioners that performed the
best (upper quartile) with a total list size of 8,792,650 patients. Assuming that, with the
introduction of NMP into the wrst performing practices currently without an NMP presence,
those practices could perform as well as the practices in the upper quartile, the impact on A&E,

NEL and Readmissions of employing one NM#et ofthose practices was calculated.

Corornary Heart Disease A&RE Attendances per 1,000 Registered Patients by N° of NMP

10
H I

Attendance/ List Size * 1,000
- =] w S w o ~ (=] 0

o

O NMP 1 NMP 2 to 4 NMP | 5 or more NMP
@ Attendance Rate 7.88 5.03 3.96 2.68

Corornary Heart Disease NEL Admissions per 1k Registered Patients by N° of NMP
6

5

4
3
2
I
1
0 1

Admissions/ List Size * 1,000

0 NMP 1 NMP 2 to 4 NMP 5 or maore NMP
W Admission Rate 4.65 3.51 2.50 1.67

Corornary Heart Disease 30 day Readmissions per 1k Registered Patients by N° of NMP

2.5

2.0
1.5
1.0
0.5 =
0.0

Readmissions/ List Size * 1,000

0 NMP 1 NMP 2 to 4 NMP | 5 or more NMP
Readmission Rate 1.98 1.37 1.03 0.59
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The attendance ratedifference between 0 NMP and 1 NMP practices for AfEndancesis
2.85(7.88- 5.03),NEL isl.14 (4.65- 3.51) and Readmissions are6D.(1.98-1.37) per 1,000
patients. In the case of A&E, we applied th&=per 1,000 to the total popualtion figure
represented by the upper quartile @L4,209 to obtain the prospective number, per annum, of

21,190A&E attendances that could be avoided by the introduction of one NMP into to those GP
practices.

This saved attendances figure of,280 was hen multiplied with the averageost of the A&E
attendance of £11%er activity to obtain the overall impact in cost of 823553 Following

the same approach for NELmaibsions, the cost reduction £142,637is much greater because
of the higher cost pr activity- £2,483for CHD patients.

A similar approach was taken to establishing the value of avoidinginilesions¢ which

amounted to £7605,387. Thetotal of all three areas is £25,346,577

Achievable Efficiencies for Coronary Heart Disease LTC

A&E NEL Readmission
Activity avoidance per 1,000 patien{%.88 - 2.85 1.14 0.61
5.03), (4.65 3.51), (1.981.37)
Patients in Upper quartile (25% of O NN 8,814,209 5,211,413 5,211,413
1026 practices)
Annualised number of patients activitie 25,120 5,941 3,179
avoided
Average cost of activity £118.97 £2,483.19 £2,392.41
Annualised reduction in Cost £2,988,553 £14,752,637 £7,605,387

i The worst performing practices with 0 NMP have higher A&E, NEL and readmis
ratesrelated to CHDhan practices with NMPs.

If practices in the upper quartile (25%) witbh NMP could achieve activity rates of
well performing practices with 1 NMP, efficienc@slmost £25n could be
achieved.

An example of the service NMP practitionees provide irPrimary Cargthrough GP practices,

is within the Redcar and Cleveland aggander the auspices of South Tees Hospitals2ET

A team consisting ofolur specialist nurses, two fdilme and two parttime have been

Impact of Primary Care NMP on Secondary Care

facilitating coronary heart disease clinics since 200tey provide risk assessments and give2
individually tailored advice to patients to address risk factors. This includes prescribg

preventative medications.

These clinics arearried outby heart manual facilitators\ y D't

home for those that are housebound.

ddzNBSNAX Sa
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http://www.nth.nhs.uk/content/uploads/2015/05/board-meeting-papers1.pdf

The service is for patients who have ischaemic heart disease including new diagnosis fo
exercée testing, post myocardial infarction and revascularisation procedures such as
angioplasty or coronary artery bypass surgery.

The service is provided in 16 GP surgeries in the Redcar and Cleveland area. Clinics are provided
from 9am to 5pm. Patients are amtained on a CHD register and offered an annual
appointment; follow up after this appointment is based on patient need.

Patients can be referred by members of the multidisciplinary team. Patients can alsefeelf

they require further information omdvice. Heart manual referrals also come from The James
Cook University Hospital via our nhs.netmail accounts allowing timely intervention to
implement cardiac rehabilitation.

The Redcar and Cleveland NMP experience in the context of Coronary issaeansisolated
one as illustrated by comments from practitioners elsewhere:

Heart Failure Specialistiursein nurse led clinic

G. SyS¥Tada G2 Y& LI dASydla KI@S 0SSy GNXSYSy
prescription on the day and arrange for renal funactm to be checked, prior to the
patient's return to clinic two weeks later for assessment."

Heart Failure Specialist Nurse:

"I can prescribe independently, changing medication to improve symptom
immediately. This makes the patient journey through thhealth system less >
problematic".

are

ondar

. . . . . O
In every case in the section that follows, we have decided to stick with the conservatgge
addition of just one practitioner. Likewise, we have restricted ourselves to applying that formuga

to just 1,026 of the most challerg GP practices for any LTbt to all of them. %

The reason for such is we wanted these propositions to be as much grounded in realityias
possible and operational within a sensible period of time. For example, with present N
growth being at around 7%ep annum, a magic number of new NMPs cannot suddenly b
produced out of the hat There is going to be a significant lead time.

ryJC‘%

oEPrima

As shown in section 10.19 below, the annual value contributed by the addition of one NMP

practitioner,in respect of all the LTCs£i271,558,436

o O ‘Chapter:Economic Impact



practices with 1 NMP, efficienciesamost£21m could be achieved.
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10.3.  NMP Impact on Asthm&TC

Asthma A&E Attendances per 1k Registered Patients by N° of NMP

Attendance/ List Size * 1,000

1

2 to 4 NMP
3.82

5 or more NMP
2.04

Asthma NEL Admissions per 1k Registered Patients by N° of NMP

Admissions/ List Size * 1,000

u Admission Rate

2 to 4 NMP
1.80

5 or more NMP
1.23

Asthma 30 day Readmissions per 1k Registered Patients by N° of NMP

2.0

1.8

1.6

1.4

1.2

1.0

0.8

0.6

Readmission/ List Size * 1,000

0.4
0.2
0.0

—

2 to 4 NMP

5 or more NMP

|@Readmission Rate | 1.55 | 113 |

0.93

0.48

Achievable Efficiencies for AsthmarC

A&E NEL Readmission

Activity avoidance per 1,000 patien®.93- 5.73), 4.2 1.54 0.42
(4.34-2.80), (1.551.13)

Patients in Upper quartile (25% of 0 NMPZ26 | 10,409,846 7,063,071 7,063,071
practices)

Annualised number of patients activities avoid 43,721 10,877 2,966

Average cost of activit £108.93 £1,125.04 £1,362.93

Annualised reduction in Coy £4,762,567 £12,237,207 £4,043,122

=2 O ‘ Chapter:Economic Impact of Primary Care NMP on Secondary Care



10.4. NMP Impact on Canc&dTC

Cancer A&E Attendances per 1,000 Registered Patients by N° of NMP

[=]
g
.- 8
s
©v
2
£ 6
z
@
g
5 s !
£
< 2
0
0 NMP 1 NMP 2 to 4 NMP 5 or mare NMP ‘
uAttendance Rate 8.66 | 6.24 | 4.15 2.31 |

4.5

4.0

3.5

3.0

2.5

Cancer NEL Admissions per 1k Registered Patients by N° of NMP

2.0
1.5

1.0

Admissions/ List Size * 1,000

0.5

0.0

0 NMP 1 NMP

2 to 4 NMP

5 or more NMP ‘

u Admission Rate | 3.44 | 2.55

practices with 1 NMP, efficienciesamost£29m could be achieved.

1.77

Cancer 30 day Readmissions per 1k Registered Patients by N° of NMP
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?- 1.2
Zﬁ 1.0
e 0.8
E 0.4
&
0.2
0-0 2 to 4 NMP 5 or more NMP ‘
| Readmission Rate 0.75 0.57
Achievable Efficiencies for CandefC
A&E NEL Readmission
Activity avoidance per 1,000 patien®.66- 6.24), 2.42 0.89 0.37
(3.44-2.55), (1.38 1.01)
Patients in Upper quartile (25% of 0 NMPZ6 | 10,456,370 8,075,146 8,059,985
practices)
Annualised number of patients activities avoid 25,304 7,187 2,982
Average cost of activit) £118.32 £2,990.61 £1,730.81
Annualised reduction in Coy £2,993,974 £21,493,133 £5,161,619
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10.5. NMP Impact on DiabetekTC

Diabetes A&E Attendances per 1,000 Registered Patients by N° of NMP

Attendance/ List Size * 1,000

practices with 1 NMP, efficienciesamost£15m could be achieved.
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]
0 0 NMP 1 NMP 2 to 4 NMP 5 or more NMP
H Attendance Rate| 6.15 \ 4.46 \ 3.42 2.22
Diabetes NEL Admissions per 1k Registered Patients by N° of NMP
4.0
3.5
% 3.0
s
% 2.0
E 15 I
g 1.0 T
0.5
0-0 Q0 NMmP 1 NMP 2 to 4 NMP 5 or more NMP
© Admission Rate| 3.08 \ 2.07 \ 1.55 1.01
Diabetes 30 day Readmissions per 1k Registered Patients by N° of NMP
2.5
§n 2.0
é 1.5
E 1.0 I
g
g 0.5
0.0 2 to 4 NMP 5 or more NMP
| Readmission Rate | | 0.96 0.26
Achievable Efficiencies for Diabet¢§ C
A&E NEL Readmission
Activity avoidance per 1,000 patier(®.15- 4.46) , 1.69 1.01 0.40
(3.08- 2.07), (1.85 1.45)
Patients in Upper quartile (25% of 0 NMBZI6 8,655,375 5,284,389 5,284,389
practices)
Annualised number of patients activitiagoided 14,628 5,337 2,114
Average cost of activit) £118.23 £1,710.26 £2,060.72
Annualised reduction in Co§ £1,729,395 £9,128,038  £4,355,865
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practices with 1 NMP, efficienciesamost£10m could be achieved.
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Attendance/ List Size * 1,000

10.6.

4.0

3.0
2.5

2.0

0.5

0.0

NMP Impact on EpilepsyTC

Epilepsy A&E Attendances per 1,000 Registered Patients by N° of NMP

T

-

—

0 NmP 1 NMP 2 to 4 NMP 5 or more NMP ‘
s Attendance Rate| 3.43 \ 1.89 \ 1.43 1.00 |
Epilepsy NEL Admissions per 1k Registered Patients by N° of NMP
2.0
1.8
= 1.6
? 1.4
2 1.2
z 1.0
B 0.8
2 0.6 =
£
< 0.4 T
0.2
0.0 0 NmP 1 NMP 2 to 4 NMP 5 or more NMP ‘
u Admission rate | 1.65 \ 0.83 \ 0.62 0.42 | %
Epilepsy 30 day Readmissions per 1k Registered Patients by N° of NMP O
P
0.8 B
. E
§- 0.6 8
" <)
3 0.5 (]
; C
g 0.4 (@]
g 0.3 T %
5 0.2 z
¢ 0.1 e %
)
0.0 2 to 4 NP 5 or mare NMP \ >
| Readmission rate | 0.69 \ 0.42 | 0.28 0.12 | ©
£
Achievable Efficiencies for EpilepsyfC %—
A&E NEL Readmission g
Activity avoidance per 1,000 patien(®.43- 1.89), 1.54 0.82 0.27 g—
(1.65-0.83), (0.69 0.42) o
Patients in Upper quartile (25% of 0 NMP26 | 8,130,566 5,492,475 5,492,475 §
practices) S
Annualised number of patients activities avoid 12,521 4,504 1,483 4
Average cost of activitf ~ £117.25  £1,379.73 £1,646.14| ©
Annualised reduction in Coy £1,468,083 £6,214,055 £2,441,180 L_Qu'
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1

0

0 NmP

1 NMP

2 to 4 NMP

5 or more NMP

1 Admission Rate | 5.58 \ 3.99 |

2.84

2.03

Atrial Fibrillation 30 day Readmissions per 1k Registered Patients by N° of NMP

2.5

Q

= o
S 10.7. NMP Impact on Atrial Fibrillation. TC
-
S
8_ Atrial Fibrillation A&E Attendances per 1k Registered Patients by N° of NMP
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g > o g
2 : 1
g © ;E 3
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g o 2 2 I
> B 1
L S
= 8 0 0 NMP 1 NMP 2 to 4 NMP 5 or more NMP
% §| u Attendance Rate| 7.37 \ 4.92 \ 3.73 2.25
% a Atrial Fibrillation NEL Admissions per 1k Registered Patients by N° of NMP
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§n 2.0
;% 1.5
% 1.0
3 I
£
& 0.5 T
0.0 2 to 4 NMP 5 or more NMP
| @Readmission Rate | \ \ 0.85 0.48
Achievable Efficiencies for Atridibrillation LTC
A&E NEL Readmissions
Activity avoidance per 1,000 patien{s.37- 4.92), 2.45 1.59 0.60
(5.58-3.99),(1.81-1.21)
Patients in Upper quartile (25% of 0 NMP26 | 9,199,483 7,238,832 7,238,832
practices)
Annualised number gfatients activities avoide 22,539 11,510 4,343
Average cost of activit) £122.49 £1,710.95 £2,172.48
Annualised reduction in Coy £2,760,723 £19,692,569 £9,435,724
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practices with 1 NMP, efficienciesamost£20m could be achieved.
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10.8. NMP Impact onChronic Kidney Diseadel C

Chronic Kidney Disease A&E Attendances per 1,000 Registered Patients by N° of NMP
5.0

4.5

g 4.0
S,
: 3.5
3 3.0
% 2.5
E 2.0
g 1.5 1
g 1.0 I
0.5 ‘
0.0 2 to 4 NMP 5 or more NMP
u Attendance Rate 1.64 1.10
Chronic Kidney Disease NEL Admissions per 1k Registered Patients by N° of NMP
3.0
2.5
8
S
N 2.0
A
v
# 1.5
:
7 1.0 1
£ 1
P-4
0.5
0.0 2 to 4 NMP 5 or more NMP
& Admission Rate 1.06 0.75
Chronic Kidney Disease 30 day Readmissions per 1k Registered Patients by N°® of NMP
1.4
§ 1.2
;: 1.0
3
b 0.8
%
a
E 0.6
3
£ 0.4 1
=
& 0.2

T

0.0

2 to 4 NMP ‘ 5 or more NMP

[ Readmission Rate 0.44 0.14

Achievable Efficiencies fdChronic Kidneyiseasd . TC

A&E NEL Readmissions

Activity avoidance per 1,000 patiern®.11- 2.06), 2.05 0.83 0.45
(2.41-1.58), (1.14 0.69)

Patients in Upper quartile (25% of 0 NMPZ26 | 9,435,667 6,670,766 6,670,766
practices)

Annualised number gfatients activities avoide 19,343 5,637 3,002

Average cost of activit) £122.36 £2,479.57 £1,589.66

Annualised reduction in Coy £2,366,762 £13,728,745 £4,771,906
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practices with 1 NMP, efficienciesamost£13m could be achieved.
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10.9. NMP Impact orBack PainLTC

Backpain A&E Attendances per 1k Registered Patients by N° of NMP

4.0

3.5

g 3.0
[ 25
7 2.0
g 1.5
g 1.0 I
« 1
0.5 ‘
0.0 2 to 4 NMP 5 or mare NMP
uAttendance Rate 1.31 ‘ 0.72 ‘
Backpain NEL Admissions per 1k Registered Patients by N° of NMP
1.8
1.6
§_ 1.4
. 1.2
i
; 1.0
E 0.8
£
b7 06
5 0.4 I
0.2 ’ T |
0.0 2 to 4 NMP 5 or more NMP
u Admission Rate 0.34 ‘ 0.20 ‘
Backpain 30 day Readmissions per 1k Registered Patients by N° of NMP
0.7
0.6
g
;— 0.5
H
g 0.4
% 0.3
E 0.2
3 I
0.1 .
0.0 2 to 4 NMP 5 or more NMP |
‘EReadmission Rate 0.17 ‘ 0.07 ‘
Achievable Efficiencies fd8ack PairL, TC
A&E NEL Readnissions
Activity avoidance per 1,000 patien(®.21- 1.89), 1.32 0.90 0.35
(1.49- 0.59),(0.56-0.21)
Patients in Upper quartile (25% of 0 NMPZ26 | 9,508,640 7,518,464 7,518,464
practices)
Annualised number of patients activities avoid 12,551 6,767 2,631
Average cost of activit) £115.83 £1,089.63 £1,854.73
Annualised reduction in Coy £1,453,877 £7,373,126 £4,880,646
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practices with 1 NMP, efficienciesamost£8m could be achieved.
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10.10. NMP Impact onCOPLDLTC

COPD A&E Attendances per 1,000 Registered Patients by N° of NMP

3.5

3.0

2.5

2.0

Attendance/ List Size * 1,000

0.5

0.0

—

2 to 4 NMP 5 or more NMP ‘
W Attendance Rate 1.12 0.99
COPD NEL Admissions per 1k Registered Patients by N° of NMP
1.4
1.2
?" 1.0
% 0.8
;o *
E 0.4
B 0.2 & |
0.0 2 to 4 NMP 5 or more NMP ‘
@ Admission Rate 0.5%9 0.24
COPD 30 day Readmissions per 1k Registered Patients by N° of NMP
0.50
0.45
g 0.40
e 0.35
ﬁ 0.30
% 0.25
:§ 0.20 I
E 0.15
& 0.10 I
0.05
0.00 2 to 4 NMP 5 or more NMP
| Readmission Rate | \ 0.18 0.10
Achievable Efficiencies faCOPOLTC
A&E NEL Readmissions
Activity avoidance per 1,000 patien(®.81- 1.64), 1.17 0.35 0.19
(1.15-0.80), (0.46 0.21)
Patients in Upper quartile (25% of 0 NMPZ6 | 10,692,794 5,477,572 5,477,572
practices)
Annualised number of patients activities avoid 12,511 1,917 1,041
Average cost of activit) £123.59 £2,437.10 £2,256.68
Annualised reduction in Coy £1,546,221 £4,672,278 £2,348,616
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practices with 1 NMP, efficienciesamost£11m could be achieved.
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10.11. NMP Impact orDementiaLTC

Dementia A&E Attendances per 1,000 Registered Patients by N° of NMP
2.5

S 2.0
o..
.’H. 1.5
wv
4
-
E 1.0 I
2
I
g 0.5
0.0 2 to 4 NMP 5 or more NMP
u Attendance Rate 0.95 0.64
Dementia NEL Admissions per 1k Registered Patients by N° of NMP

1.2
§ 1.0
M 0.8
A
b
ﬂ 0.6
b~
g
:ﬁ 0.4
E
5 I

0.0 2 to 4 NMP 5 or more NMP
W Admission Rate 0.28 0.19

Dementia 30 day Readmissions per 1k Registered Patients by N° of NMP
0.6

g 0.5
.
,@ 0.4
v
3 0.3
2
S
2 0.2
£
[
a I

0.1

I

0.0

2 to 4 NMP 5 or more NMP
‘uReadmission Rate 0.13 0.06 ‘

Achievable Efficiencies fdbementiaLTC

A&E NEL Readmissions

Activity avoidance per 1,000 patien®.15- 1.13), 1.02 0.44 0.19
(0.92-0.48), (0.510.32)

Patients in Upper quartile (25% of 0 NMPZ6 | 7,606,147 5,881,914 5,881,914
practices)

Annualised number of patients activitiagoided 7,758 2,588 1,118

Average cost of activit) £126.19 £2,963.02 £2,832.27

Annualised reduction in Coy £979,028 £7,668,429 £3,165,244
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practices with 1 NMP, efficienciesamost£12m could be achieved.
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10.12. NMP Impact on Heart Failure LTC

Admissions/ List Size * 1,000 Attendance/ List Size * 1,000

Readmissions/ List Size * 1,000

Heart Failure A&E Attendances per 1,000 Registered Patients by N° of NMP

5.0
4.5
4.0
3.5
3.0
2.5
2.0
1.5 I

1.0 1
0.5

0.0

1.68 1.02

2 to 4 NMP ‘ 5 or mare NMP

Heart Failure NEL Admissions per 1k Registered Patients by N° of NMP
1.8

1.6

1.4

1.2

1.0

0.8

0.6
0.4 1
0.2
0.0
2 to 4 NMP 5 or more NMP
0.71 0.39

Heart Failure 30 day Readmissions per 1k Registered Patients by N° of NMP
0.80

0.70
0.60
0.50
0.40
0.30
0.20
0.10 -

0.00

2 to 4 NMP 5 or maore NMP
0.15 0.09

Achievable Efficiencies for Heart Failure LTC

Annualised reduction in Coy £1,248,018 £7,399,085 £4,250,785

A&E NEL Readmissions

Activity avoidance per 1,000 patien(3.96- 2.84), 1.12 0.46 0.28
(1.54-1.08),(0.66-0.38)

Patients in Upper quartile (25% of 0 NMP26 | 8,819,520 5,418,607 5,418,607
practices)

Annualised number of patients activitiagoided 9,878 2,493 1,517

Average cost of activit) £126.34 £2,968.47 £2,801.71
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practices with 1 NMP, efficienciesamost£23m could be achieved.

10.13. NMPImpact on Hypertension LTC

Hypertension A&E Attendances per 1,000 Registered Patients by N° of NMP

10.0

9.0

§ 8.0
- 7.0
g 6.0
i 5.0
3 4.0
é 3.0 L
g 2.0 I
1.0
0.0 2 to 4 NMP 5 or mare NMP
W Attendance Rate 3.52 2.46 ‘
Hypertension NEL Admissions per 1k Registered Patients by N° of NMP
6.0
5.0
g
N 4.0
&
b 3.0
3 |
B 2.0
i
= 1.0
0.0 2 to 4 NMP 5 or more NMP
W Admission Rate 2.69 ‘ 1.72 ‘ 9
o]
Hypertension 30 day Readmissions per 1k Registered Patients by N° of NMP O
1.8 g
1.6 _8
g 4 3
E 1.0 g
“‘g 0.8 I o
i 0.6 =
£ pd
3 0.4 I O]
02 ‘ g
0.0 2 to 4 NMP 5or more NMP ‘ >
‘uReadmission Rate 0.77 0.36 ]
E
Achievable Efficiencies for Hypertension LTC %‘
A&E NEL Readmissions g
Activity avoidance per 1,000 patiern(®.09- 4.65), 3.44 1.39 0.40 g—
(4.59-3.20), (1.4: 1.01) o
Patients in Upper quartile (25% of 0 NMP26 | 10,144,232 6,902,729 6,902,729 §
practices) S
Annualised number of patients activitiagoided 34,896 9,595 2,761
Average cost of activit) £116.81 £1,474.90 £1,981.30| ©
Annualised reduction in Coy £4,076,113 £14,151,351 £5,470,538 g__ou'
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practices with 1 NMP, efficienciesamost£6m could be achieved.

10.14. NMPImpact onOsteoarthritisLTC

Osteoarthritis A&E Attendances per 1k Registered Patients by N° of NMP

- 1.0
N
&
@ 0.8
2
a
E 0.6
E 0.4 L
g I
0.2
0.0 2 to 4 NMP 5 or more NMP
u Attendance Rate 0,42 0,32
Osteoarthritis NEL Admissions per 1k Registered Patients by N° of NMP
0.8
0.7
g 0.6
N
y 0.5
8
g 0.4
b~
£ 0.3
2
E 0.2 L
< T
0.1 ‘
0.0 2 to 4 NMP 5 ar more NMP
u Admission Rate 0.23 0.16
Osteoarthritis 30 day Readmissions per 1k Registered Patients by N° of NMP
0.40
0.35
? 0.30
N
L] 0.25
v
B
E 0.20
5
E 0.15
'E 0.10
S )
8 I
0.05 I ‘
0.00

‘uReadmission Rate 0.09

Achievable Efficiencies fddDsteoarthritisLTC

2 to 4 NMP ‘ 5 or more NMP

0.06 ‘

A&E NEL Readmissions

Activity avoidance per 1,000 patiers.11- 0.66), 0.45 0.25 0.14
(0.62-0.37), (0.3:0.17)

Patients in Upper quartile (25% of 0 NMPZ6 | 8,597,541 6,294,288 6,294,288
practices)

Annualised number of patients activitiagoided 3,869 1,574 881

Average cost of activit) £109.99 £2,394.36 £2,386.72

Annualised reduction in Coy £425,557 £3,767,697 £2,103,178
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practices with 1 NMP, efficienciesamost£13m could be achieved.
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10.15. NMPImpact onParkinsonLTC

Parkinson A&E Attendances per 1k Registered Patients by N° of NMP
2.5

§ 2.0
.
.@ 1.5
2l
E
“é 1.0
3 *
g 1
- 0.5
0.0 2 to 4 NMP 5 or more NMP
W Attendance Rate 0.86 0.66
Parkinson NEL Admissions per 1k Registered Patients by N° of NMP
1.2
1.0
(=]
3
. 0.8
3
z
b 0.6
Z
£
E 0.4
£
< 0.2 =
0.0 ‘
0 NMP 1 NMP 2 to 4 NMP 5 or more NMP ‘
# Admission Rate | 0.98 \ 0.31 \ 0.20 0.1 |
Parkinson 30 day Readmissions per 1k Registered Patients by N° of NMP
0.40
0.35
(=]
§~ 0.30
& 0.25
v
4 0.20
3
g 0.15
3 )
E *
3 0.10
&

0.05

0.00

I ‘

‘uReadmission Rate 0.12

Achievable Efficiencies fdParkinsonLTC
A&E NEL

2 to 4 NMP ‘ 5 or more NMP

0.06 ‘

Readmissions

Activity avoidance per 1,000 patiens.81- 1.17), 0.64 0.67
(0.98-0.31), (0.350.20)

Patients in Upper quartile (25% of 0 NMP26 | 6,172,214 5,860,532
practices)

Annualised number of patients activities avoid 3,950 3,927
Average cost of activit) £122.28 £2,710.78

Annualised reduction in Coy £483,029 £10,644,046

0.15

5,860,532

879
£2,785.15

£2,448,371
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10.16. NMPImpact onRheumatoid ArthritisLTC

2.5

Rheumatois Arthritis A&E Attendances per 1k Registered Patients by N° of NMP

2.0

Attendance/ List Size * 1,000

0.5

0.0

2 to 4 NMP
0.83

uAttendance Rate

5 or more NMP

0.61 ‘

Rheumatois Arthritis NEL Admissions per 1k Registered Patients by N° of NMP

practices with 1 NMP, efficienciesamost£8m could be achieved.
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7 0.4
£
< 0.2 I
| I |
0-0 2 to 4 NMP 5 or more NMP
u Admission Rate 0.21 0.16
Rheumatois Arthritis 30 day Readmissions per 1k Registered Patients by N° of NMP

0.40

0.35
[=3
(=]
e 0.30
N
& 0.25
&
2
3 0.20
5
2
2 0.15
E
3 0.10 L
&

0.05 T

) 0.00 2to 4 NMP 5 or more NMP

|@Readmission Rate | 0.32 | 0.21 \ 0.10 0.05

Achievable Efficiencies fdRheumatoidArthritis LTC

A&E NEL Readmissions

Activity awidance per 1,000 patients (1.93.01), 0.92 0.51 0.11
(0.99- .48), (0.320.2))

Patients in Upper quartile (25% of 0 NMPZ26 | 9,145,646 7,090,175 7,090,175
practices)

Annualised number gfatients activities avoide 8,414 3,616 780

Average cost of activit) £110.72 £1,665.57 £1,707.34

Annualised reduction in Coy £931,633 £6,022,665 £1,331,591
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practices with 1 NMP, efficienciesamost£18m could be achieved.
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10.17. NMPImpact onStrokeLTC

Stroke A&E Attendances per 1k Registered Patients by N° of NMP
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5.0

4.0

3.0

2.0

—

Attendance/ List Size * 1,000

1.0

0.0

0 NmP 1 NMP

2 to 4 NMP

5 or more NMP

i Attendance Rate 5.12

3.09

2.00

1.05

Stroke NEL Admissions per 1k Registered Patients by N° of NMP

2.5

2.0

Admissions/ List Size * 1,000

-
i
0.5
0.0 0 NMP 1 NMP 2 to 4 NMP 5 or more NMP
4 Admission Rate 2.04 \ 1.57 \ 0.94 0.67
Stroke 30 day Readmissions per 1k Registered Patients by N° of NMP
1.0
0.9 T
g 0.8
T 0.7
% 0.6
é 0.5
é 0.4 I
E 0.3
E 0.2
0.1
0.0 2 to 4 NMP 5 or more NMP
| Readmission Rate | 0.84 \ 0.69 0.39 0.10
Achievable Efficiencies fdstrokeLTC
A&E NEL Readmissios
Activity avoidance per 1,000 patier.12- 3.09), 2.03 0.47 0.15
(2.04-1.57), (0.84 0.69)
Patients in Upper quartile (25% of 0 NMPZ6 | 10,006,751 7,205,384 7,205,384
practices)
Annualised number of patients activities avoid 20,314 3,387 1,081
Average cost of activit) £139.74 £3,529.54 £3,510.91
Annualised reduction in Coy £2,838,558 £11,952,897 £3,794,615
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10.18. NMP impact on Long Term Conditiogharts

NMP - Long Term Condition Potential Saving

£5,000,000

W AE Potential Saving

£4,500,000
£4,000,000

£3,500,000
£3,000,000 |
£2,500,000
£2,000,000 |
£1,500,000 |
£1,000,000
£500,000

0

NMP - Long Term Condition Potential Saving

£22,500,000

£20,000,000

@ NEL Potential Saving

£17,500,000
£15,000,000
£12,500,000 |
£10,000,000 |
£7,500,000
£5,000,000

£2,500,000

£0

NMP - Long Term Condition Potential Saving

i Readmission Potential Saving

£10,000,000
£9,000,000

£8,000,000

£7,000,000

£6,000,000
£5,000,000
£4,000,000
£3,000,000
£2,000,000

£1,000,000

£0
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LTC AE Potential
Saving
Atrial £2,760,723
Fibrillation
Cancer £2,993,974
Coronary Heart £2,988,553
Disease
Hypertension £4,076,113
Asthma £4,762,567
Chronic Kidney £2,366,762
Disease
Stroke £2,838,558
Diabetes £1,729,395
Back Pain £1,453,877
Parkinson £483,029
Heart Failure £1,248,018
Dementia £979,028
Epilepsy £1,468,083
COPD £1,546,221
Rheumatoid £931,633
Arthritis
Osteoarthritis £425,557
Total £33,052,091

10.20Conclusion

The introduction of just one NMP practitioner into tReimary Careetting (particularly within a GP
Oty KI @S STFF¥SOla
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10.19. NMP Impact on &ng Term Conditions Table

NEL Potential
Saving

£19,692,569

£21,493,133

£14,752,637

£14,151,351
£12,237,207
£13,728,745
£11,952,897
£9,128,038
£7,373,126
£10,644,046
£7,399,085
£7,668,429
£6,214,055
£4,672,278

£6,022,665

£3,767,697

£170,897,958

oSt

Readmission Potential

£9,435,724

£5,161,619

£7,605,387

£5,470,538
£4,043,122
£4,771,906
£3,794,615
£4,355,865
£4,880,646
£2,448,371
£4,250,785
£3,165,244
£2,441,180
£2,348,616

£1,331,591

£2,103,178

£67,608,387

Total Potential
Saving
£31,889,016

£29,648,726

£25,346,577

£23,698,002
£21,042,896
£20,867,413
£18,586,070
£15,213,298
£13,707,649
£13,575,446
£12,897,888
£11,812,701
£10,123,318

£8,567,115

£8,285,889

£6,296,432

£271,558,436

t of Primary Care NMP on Secondary Care

0Se2yR GKégaréx

LTC spectrum and right into tf&econdary Carsector; they evidently include the improvement of £

patient care whilst reduog costs incurred in attending and being admitted or readmitted int

hospitals. The value of those avoid8dcondary Caractivities caramount toover£270m annually.

o

m
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11.

11.1.

Introduction

Commissioning Opportunities

Health

The NMP initiative has been introduced intbet i5 Commissioning Opportunity module
(otherwise known as COP) in order for those involved in commissioning decisions (CCGs and
Trusts) to consider the financial contribution the practice might make. COP facilitates
transformational change by evaluatinguidreds of successfully implemented healthcare
initiatives by the NHS at patient level to identify patient cohorts that would benefit from an
initiative. COP supports QIPP, BCF, CHZoGunissioning etc. planning activities for both two

year operational ad five year strategic plans and can also be used for constant monitoring of
initiatives.

Commissioning Opportunity
For: s ssisss CCG - Unplanned Care

10

2013/14
Commissioning Initiative Outcomes Assumption Reference Current Spend Opportunity
Lt ssy Activity Cost Reduction  Saving
Community Care  |NMP Physiotherapist |Reducing Length of stay and better Physiotherapist Service in place to http:/Atinyurl.com/q2d2n3y £538,391
services(Activity = patient outcome improve capacity and reduce LOS. http:/Ainyurl.comV/p228dmu
No. of Bed days) Improving access to physiotherapy
services including extending the normal
working day and providing routine
physlg\emvy over seven days for
patients
NMP Podiatry Service |Reducing Length of stay and better The vascular triage service is delivered |http/Ainyurl.com/ghrb35y 3314] £1,136642 £343 90 £17,782 £198)
(Activity = No. of Bed |patient outcome in the community rather than patient http:/Atinyurl.com/p228dmu
days) accessing hospital based services. The
heel protection service allows patients
to be discharged to structured care in
the community therefore reducing
length of stay in hospital with patient
care closer to home
End of life care NMP Pallitiave Care at |More rapid response to the patient's  |NMP expedites symptom control for http:/Atinyurl.com/p228dmu 362 £801,788| £2.215| 141 £234,124| £1.660
home pain and symptom control by a team of | palliative care, saving GP/hospital
:fedahslmsesathomea\dreduce consultant ime at no extra cost from
admissions nurs:nghme NMP is used to ease or
and side effects
Irom chemotherapy for patients at hom
Primary Care NMP Nurses in Out- Havwg 1 NMP will avoid 3 to 4 A&E Redirecting Non-Emergency patients | http:/tinyurl.com/o4tn525 21,905 £2,051,494 £94 2,570 £236,840 £92/
Capacity of-Hour day. with low acuity patients to OOH. Ability
|out-of-hours services. to book patient GP appointment.
Management of Better patient outcomes and NEL NMP Pharmacist working togsmerwnh http:/Ainyurl.comA7zf9xw 702] £955214] £1.361 131 £117,057 £894
i with i reduction. GP practice to help patient with http:/Ainyurl.com/phx2krb
respiratory disease by Respiratory disease (Asthma,COPD)
NMP Pharmacist in with prescnbing and followup.
non-acute settings
Use of NMP in 1 MNP Nurse can avoid 3 to 4 ASE NMP visiting carehomes reduces ASE | http:/finyurl. com/43xudS0 1,189 £157,821 £133] 137 £16,509 £121
C. per day. Support to care | Attendance of patients with Low Acuity |http:/Ainyurl.comvkyfScy6
homes to avoid emergency referrals.  |rate. Non-Emergency patients without

GP followup

Run by i5 Health on 08/0372015

©2015. i5 Health, All Rights Reserved

Page 10f 1

To create examples, COP analysed the effect of introducing NMBixetavironments and then
applied the findings to all CCGs throughout the country to obtairikiedy financial benefits
The environments are:

Care Homes
Non-Acute (Pharmacists)
Out-of-Hours

Palliative Care
Physiotherapist Services
Podiatry

For each of these areas, heat maps were cregteding different colours, from yellow through

to ever deeper shades of green, to represent increasingly growing value from lowering A&E

attendance by the introduction of NMFA list of the 30 CCGim eachcase that could most

Chapter:Commissioning Opportunities
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benefit from the hvolvement of NMP is also showriogether with the specific values of the

benefits.NB¢ The results are not net of costs of writing prescriptions.

11.2. NMP in Care Homes

Thisinitiative addresses the health and sociare of personsn

homes with multiple long term conditions who are atisk of — « ‘
deteriorating, multiple hospital admissions or longer lengths of;"Q
inpatient episodes.An NMP nurse visiting care homes can".',
contributeto the unscheduled care agendaroughloweringthe

frequencyof selfreferred A&E attendance and providing a better

level of care for the elderly.

TableCCG Rarnkg

Clinical Commissioning Group

Potential Reduction

Saving
717 £0 to £25,000
oL N £25,000 to £50,000
.5 W £50,000 to £100,000
% W £100,000 to £150,000

S .
! o000 _.;-,. N £150.000 to £200.000

Potential Saving

NHS Somerset CCG

NHS Nene CCG

NHS Birmingham Cro€ity CCG

NHS Barnsley CCG

NHS Milton Keynes CCG

NHS Leicester City CCG

NHS Cambridgeshire and Peterborough CCG
NHS Wolverhampto@CG

NHS Hartlepool an8tocktorOn-TeesCCG
NHS Southern Derbyshire CCG

NHS Wirral CCG

NHS Dudley CCG

NHS Walsall CCG

NHS Brent CCG

NHSWiltshire CCG

1,848
1,016
934
909
699
751
676
633
836
655
596
561
528
620
680

£127,494
£102,464
£94,134
£85,185
£80,042
£77,969
£76,715
£74,592
£68,784
£64,208
£61,929
£59,512
£57,057
£52,839
£50,282

D - ‘ Chapter:Commissioning Opportities
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NHS Coastal West Sussex CCG 539 £47,583
NHS Greater Preston CCG 443 £45,427
NHS Ipswich and East Suffolk CCG 430 £45,274
NHS East Leicestershire and Rutland CCG 435 £44 805
NHS South Kent Coast CCG 463 £44,345
NHS Chorley and South Ribble CCG 433 £43,619
NHS Doncaster CCG 426 £43,002
NHS Greater Huddersfield CCG 443 £42,506
NHS East Lancashire CCG 497 £41,960
NHS West Hampshire CCG 430 £41,877
NHS South Gloucestershire CCG 451 £41,829
NHS Durham Dales, Easington and Sedgefield CC( 431 £41,821
NHS Ealing CCG 551 £41,735
NHS Calderdale CCG 423 £41,677
NHS South Warwickshire CCG 437 £41,655

. . Saving
11.3.  NMP Pharmacist in nofacute 130 & £100,000
. P00 £100,000 to £200,000
settings 80 £200,000 to £300,000
T . S £300,000 to £400,000
The initiative addresses the needs of those suffering A5 Wl £400,000 to £600,000

forms of respiratory disease (e.g. children with Asthma, <,
StRSNI & 6A0GK / ht5X®P0 gK?2

regularly and even get admitted. An NMP pharmacist,
operating within a local pharmacy or other nacute g
setting, can often prescribe straightforward medication %
that fulfils the clinical needs, alleviates concern and 4
takes pressure off A&E.



TableCCG Ranking

Clinical Commissioning Group

Potential Reduction

Potential Saving

NHS Birmingham Cro€sty CCG

NHS East Lancashire CCG

NHS South Tees CCG

NHS Dorset CCG

NHS Herts Valleys CCG

NHS Cambridgeshire and Peterborough CCG
NHS North, EastVest Devon CCG

NHS Oxfordshire CCG

NHS Wiltshire CCG

NHS Hull CCG

NHS Heywood, Middleton & Rochdale CCG
NHS Wigan Borough CCG

NHS Northumberland CCG

NHS Cumbria CCG

NHS Sandwell and West Birmingham CCG
NHS Gloucestershire CCG

NHS Bury CCG

NHS Somerset CCG

NHS North East Essex CCG

NHS Nottingham City CCG

NHS Wakefield CCG

NHS Hartlepool and Stockt@nTees CCG
NHS Coastal West Sussex CCG

NHS Canterbury and Coastal CCG

NHS Nene CCG

NHS West Hampshire CCG

NHS Liverpool CCG

NHS Barnsley CCG

NHS North Derbyshire CCG

NHS East and North Hertfordshire CCG

757
460
442
422
374
410
416
341
243
408
336
349
367
365
396
335
295
356
280
296
298
289
288
299
281
270
288
259
249
235

£557,417
£386,793
£364,051
£346,609
£346,449
£339,712
£338,226
£302,058
£298,954
£298,140
£296,545
£296,084
£295,158
£291,903
£290,778
£288,518
£276,540
£275,208
£249,835
£242,719
£242,269
£240,720
£234,512
£233,416
£228,200
£226,398
£223,625
£215,119
£213,583

£213,260

= = ‘ Chapter:Commissioning Opportunities



11.4.  NMP Nurses iDut-of-Hours practices
The initiative of having an NMP practitioner within an OOH
practice is aimed at reducirige unnecessargttendance at
A&E of patients with Lowddity diagnosislt can also lead to

hospitals redirecting noemergency patients to O®
practices.

TableCCG Ranking

Clinical Commissioning Group Potential Reduction

Potential Saving

NHS Somerset CCG

NHS Sunderland CCG

NHS Kernow CCG

NHS Croydon CCG

NHS Gloucestershire CCG

NHS East Lancashire CCG

NHS South East Staffs and Seisdon Peninsular CCC
NHS Leicester City CCG

NHS Gateshead CCG

NHS Ealing CCG

NHS West Hampshire CCG

NHS Heywood, Middleton & Rochdale CCG
NHS Cumbria CCG

NHS Oxfordshire CCG

NHS Hartlepool and Stockt@nTees CCG
NHS Enfield CCG

NHS Hounslow CCG

NHS Haringey CCG

NHS East Riding of Yorkshire CCG

NHS Southampton CCG

NHS Hillingdon CCG

17,714
14,477
14,833
13,024
13,308
12,432
13,108
12,266
9,489
8,060
8,784
8,489
8,613
7,353
7,175
5,687
5,762
5,562
7,491
6,119
5,114

£1,052,742
£868,503
£860,104
£800,671
£770,701
£746,221
£743,113
£577,324
£569,319
£563,388
£537,976
£517,751
£516,324
£434,987
£423,466
£395,281
£393,658
£388,269
£385,706
£384,547
£353,341

Health

Saving

770 £0 to £200,000
00 £200,000 1o £400,000
W £400,000 1o £600,000
W £600,000 1o £800,000
W £300.000 1o £1.100,000

o = ‘ Chapter:Commissioning Opportunities
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NHS Hammersmith and Fulham CCG 4,500 £321,966\
NHS South Devon and Torbay CCG 5,492 £320,809
NHS Fareham and Gosport CCG 4,937 £309,999
NHS Wiltshire CCG 5,860 £301,494
NHS North, East, West Devon CCG 5,074 £297,169
NHSGreenwich CCG 4901 £284,994
NHS Bracknell and Ascot CCG 4,036 £273,652
NHS Brent CCG 3,875 £269,285
NHS Northumberland CCG 4,312 £258,499
11.5. NMP Palliative Care at home
The initiativeinvolves theuse ofNMPfor palliative care at LIS NA 2 yofdeh to Kase/pain
symptoms and side effects fromhemotherapy It reducesvisits to )
GP surgery or a trip to hospital, whepatients may come into i % - E;E"EEU
contact with infectia. ] $35.625,000 1 £50,000
w7 ™ § i £50000 0 £100,000
gFr=" o n'v'?:l il £100,000 1o £150,000
, iigest 4 Ml £150000 te £200,000
: otH i oo ..-._":l"
Vi T ™
o  oaE 1
L
AR A
AL p5H, 06V
; Seai L -~ ¥ m ...".
1 : % 43
Ay hnedy o . M
.-:: b ' 2o :l V?
P i‘:;?i .::: o8y :. ' ' .
) Ji W S gt 0
TableCCG Ranking oL W S = § ; £
- R L Y U IR =
n e A e S
5 . 5
o
Clinical Commissioning Group Potential Reduction  Potential Saving %
NHS Southwark CCG 392 £226,300 §
NHS Bromley CCG 230 £175,230 g
NHS Lambeth CCG 322 £174,646| €
NHS WEST LONDON (K&C & QPP) CCG 188 £146,960 g
NHS Ealing CCG 205 £123,468 %
NHS Nene CCG 293 £122,032 *%
NHSHammersmith and Fulham CCG 163 £93,999 6
T
C
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NHS West Kent CCG

NHS Lewisham CCG

NHS Greenwich CCG

NHS Brent CCG

NHS Central London (Westminster) CCG
NHS Hillingdon CCG

NHS Croydon CCG

NHS Hounslow CCG

NHS Corby CCG

NHS Southern Derbyshire CCG

NHS Dartford, Gravesham and Swanley CCG
NHS Herts Valleys CCG

NHSRichmond CCG

NHS Wandsworth CCG

NHS Coventry and Rugby CCG

NHS Harrow CCG

NHS West Hampshire CCG

NHS West Norfolk CCG

NHS Medway CCG

NHS WesEssex CCG

NHS Cambridgeshire and Peterborough CCG
NHS North West Surrey CCG

NHS Bexley CCG

252
161
128
105
100
112
87
99
124
98
55
72
62
138
66
60
44
41
68
14
55
48
72

£79,078
£77,064
£68,308
£64,468
£60,438
£58,817
£53,041
£52,955
£51,281
£50,920
£40,713
£39,689
£36,028
£35,957
£35,705
£32,257
£32,147
£31,226
£29,944
£28,069
£27,722
£26,572
£23,832

Health
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11.6. NMP Physiotherapist servicesUnplanned & Planned Setting

The initiative involves using an NMP practitioner in a Physiotherapist Service at a community
care centre. This would allow patients have access to physiotherapy assessment and
treatment up to seven days a week, therefore improving continuity and ciemsig in the
delivery of rehabilitation programmes, reduce length of acute stay and limit readmissions. It is
particularly appropriatdor the frail elderly.

——

Planned Care Unplanned Care

PHYSIO PLANNED PHYSIO UNPLANNED
Saving Saving
770 Elveo £100,000 777 ED to £50,000
03 £100,000 o £200,000 723 £50,000 to £100,000
Wl £200,000 ro £300,000 P05 £100.000 to £150,000
Wl £300,000 o £400,000 A £150,000 o £200,000
W £400,000 1o £550,000 N £200,000 o £300,000

0 ~d ‘ Chapter:Commissioning Opportunities




TableCCG Ranking Planned Care

Clinical CommissioninGroup

Potential Reduction Potential Saving

NHS Birmingham Cro€ity CCG
NHS Herts Valleys CCG

NHS West Hampshire CCG

NHS Cumbria CCG

NHS North, East, West Devon CCG

NHS Cambridgeshire and Peterborough CCG

NHS Nene CCG

NHS Oxfordshire CCG

NHS Kernow CCG

NHS Solihull CCG

NHS Ealing CCG

NHS Hillingdo®CG

NHS Southampton CCG

NHS Vale of York CCG

NHS South Kent Coast CCG

NHS Dorset CCG

NHS Shropshire CCG

NHS Barnet CCG

NHS HarroncCG

NHS East and North Hertfordshire CCG
NHS Mansfield & Ashfield CCG

NHS Birmingham South and Central CCG
NHS Sandwell and West Birmingham CCG
NHS Wiltshire CCG

NHS North Derbyshire CCG

NHS Sheffield CCG

NHS Southern Derbyshire CCG

NHS Gloucestershire CCG

NHS Hull CCG

NHS North West Surrey CCG

1,484
1,019
826
850
772
575
586
509
534
605
514
524
535
631
697
565
501
428
497
460
547
490
515
467
550
420
730
437
399
423

£526,261
£432,574
£319,111
£302,919
£261,475
£246,253
£235,650
£223,291
£223,037
£220,792
£214,822
£211,821
£211,041
£210,386
£205,236
£201,950
£197,486
£195,817
£192,592
£185,894
£183,801
£181,430
£178,986
£173,296
£169,995
£169,555
£159,948
£156,035
£151,738
£150,961

= ~ ‘ Chapter:Commissioning Opportunities



TableCCG Ranking Unplanned Care

Clinical Commissioning Group Potential Reduction Potential Saving
NHS West Hampshire CCG 937 £272,140
NHS Waltham Forest CCG 883 £238,497
NHS Birmingham Cross City CCG 1,215 £203,926
NHSCambridgeshire and Peterborough CCG 751 £198,682
NHS Coastal West Sussex CCG 752 £198,528
NHS Sheffield CCG 674 £167,598
NHS North West Surrey CCG 618 £157,237
NHS Coventry and Rugby CCG 684 £155,946
NHS Northumberland CCG 669 £154,685
NHS Barnet CCG 574 £154,585
NHS Dorset CCG 561 £151,944
NHS Herts Valleys CCG 480 £150,372
NHS Nene CCG 708 £149,774
NHS Somerset CCG 700 £149,128
NHS Wirral CCG 650 £145,263
NHS Havering CCG 483 £141,107
NHSSouthern Derbyshire CCG 694 £138,589
NHS Tameside and Glossop CCG 557 £137,310
NHS North, East, West Devon CCG 739 £133,233
NHS Bristol CCG 705 £132,628
NHS South Gloucestershire CCG 550 £127,575
NHS Oxfordshire CCG 360 £121,681
NHS Shropshire CCG 492 £120,420
NHS Blackpool CCG 561 £120,030
NHS WEST LONDON (K&C & QPP) CCG 338 £117,875
NHS East and North Hertfordshire CCG 467 £117,809
NHS Wiltshire CCG 675 £117,040
NHS Sandwell and WeBirmingham CCG 597 £117,009
NHS Cumbria CCG 381 £117,006
NHS Salford CCG 364 £115,937

o ‘ Chapter:Commissioning Opportunities



11.7. NMP PRodiatry servicesg Unplanned & Planned Setting

The initiative uses an NMP practitioner for the vascular triage service in the community rather
than patient accessing hospital based services. The heel protection service allows patients to be
discharged to structured care in the community therefore reducadmissions, readmissions

and length of stay in hospital whilst, in many cases, ensuring thiergagets care closer to
home.

Planned Care Unplanned Care

PODIATRY PLANNED PODIATRY UNPLANNED
Saving Saving
T E0to £25,000 770 £0 to £1040,000
R £25,000 to £50,000 P00 £100,000 to £200,000
W0 £50,000 to £100,000 W0 £200,000 to £300,000
-£1m,um to £150,000 - £300,000 o £400,000
N £150,000 to £200,000 D £400, 000 to £500,000

=2 < ‘ Chapter:Commissiomig Opportunities




TableCCG Ranking Planned Care

Clinical Commissioning Group Potential Reduction Potential Saving
NHS Dorset CCG 835 £175,758
NHS Southwark CCG 213 £58,445
NHS Cumbria CCG 210 £53,566
NHS Herts Valleys CCG 108 £45,609
NHS West Hampshire CCG 129 £38,999
NHS North Staffordshire CCG 206 £37,791
NHS Wigan Borough CCG 136 £37,565
NHS Coventry and Rugby CCG 119 £35,867
NHS Oxfordshire CCG 139 £35,177
NHS East Surrey CCG 193 £34,563
NHS North, East, West Devon CCG 111 £33,382
NHS Hambleton, Richmondshire and Whitby CCG | 179 £33,340
NHS Warwickshire North CCG 124 £31,415
NHS North West Surrey CCG 119 £29,443
NHSStockport CCG 112 £29,235
NHS Stoke on Trent CCG 134 £28,953
NHS Bristol CCG 75 £26,257
NHS Bolton CCG 85 £26,127
NHS South Manchester CCG 105 £24,725
NHS East Riding of Yorkshire CCG 103 £24,568
NHS Eastbourne, Hailshand Seaford CCG 53 £24,451
NHS Kernow CCG 109 £22,703
NHS Leeds North CCG 93 £21,778
NHS Hillingdon CCG 51 £20,660
NHS Wandsworth CCG 72 £20,611
NHS Birmingham CrossCity CCG 77 £20,521
NHS Nene CCG 90 £20,442
NHS Surrefpowns CCG 44 £17,918
NHS Shropshire CCG 61 £17,867
NHS Guildford and Waverley CCG 62 £17,303

P ‘& ‘ Chapter:Commissioning Opportunities



TableCCG Ranking Unplanned Care

Clinical Commissioning Group

Potential Reduction Potential Saving

NHS Dorset CCG

NHSNorth, East, West Devon CCG

NHS West Hampshire CCG

NHS Cumbria CCG

NHS Somerset CCG

NHS Nene CCG

NHS Kernow CCG

NHS Northumberland CCG

NHS Sheffield CCG

NHS Coastal West Sussex CCG

NHS Sandwell and West Birmingham CCG
NHS Cambridgeshire and Peterborough CCG
NHS Bristol CCG

NHS East Leicestershire and Rutland CCG
NHS Basildon and Brentwood CCG

NHS Wiltshire CCG

NHS Guildford and Waverley CCG

NHS Southern Derbyshire CCG
NHSLiverpool CCG

NHS Vale of York CCG

NHS Bedfordshire CCG

NHS Birmingham CrossCity CCG

NHS West Kent CCG

NHS Waltham Forest CCG

NHS Oxfordshir€CG

NHS Gloucestershire CCG

NHS Herts Valleys CCG

NHS North Somerset CCG

NHS Coventry and Rugby CCG

NHS Brent CCG

11.8. Conclusion

The above exercisenderlines the importance of commissioners in particular introducing, as
matter of course, the consideration of the NMP initiativéoitheir planning and decision making
processes. In many parts of the country, as demonstrated by the heat map exercises, it is ¢

relatively little consideration.

2,647
2,396
1,936
1,603
1,547
1,480
1,464
1,190
1,203
1,144
1,136
1,101
1,370
864
966
961
770
973
1,094
1,236
967
1,371
842
678
773
994
965
751
673
564

£414,379
£378,125
£329,085
£293,680
£248,550
£247,866
£236,092
£211,983
£205,576
£203,034
£193,711
£183,918
£167,628
£163,506
£156,615
£155,450
£153,611
£150,200
£145,548
£143,782
£142,891
£142,529
£140,583
£140,449
£139,772
£135,327
£133,460
£125,310
£121,540
£120,589

Opportunities

issioning

en

O ‘Chapter:Comm



12.

Economic Evaluation

Conclusion

It has long been advocated that tiéon-Medical prescriig model in England enhances patient
experience without endangering patients, improves overall performance and brings about significant

economies. However, the discipline has not been widely adopted in eithdPringaryor Secondary

Careenvironments. Therovision of more sound, dathased evidence is needed to convince policy
makers, clinicians and health care managers that NMP should have greater prominence in health

planning and practice.

This report seeks to demonstrate that not only the data cardiated, connected and analysed but

that the results of such exercises can provide strong support for the wider adoption of NMP. On the
basis of economic value alone, investment in NMP can give a significant return during this period of
ever growing demaais on the NHS and restricted funding. It is already doing so across England to
the valueof close to £800nmannually, as demonstrated by using the data derived from the Clinicians

Audit. The addition of just one NMP practitioner into certain GP surgeriadicate value

contributions of circa £20m can be obtained annually. Finally, a more focussed use, encouraged by
commissioners, of the NMP initiative in a variety of health circumstances can have significant
positive effects on both patient care and finas¢én respect of the latter, values of up to £1m are

obtainable.
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Appendix 1 i NMP Practitioners within CCGs
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Appendix 2 AT Questionnaire for Stakeholders

Supporting Clinical Commissioning m

Question

Stakeholder
Group

What is the cost of NMP

B,C,D,E,F,F K

How many GP visits did NMP prevent

A,CD,EF,G,H,JIK,

How many hospital bed days did NMP save

A,CD,EF,G,H,JIK,

How many consultant visits did NMP save

A,C,D,E,F,G,H,J,K,

Does NMP show faster access to care M
Does NMP show faster access to medicine M
Do NMPs complete care episodes M

Do care episodes with NMPs show a reduction in the number of hea

professionals involved

M

Do NMP localities show increased patient satisfaction

A,C,D,E,F”G,H,\],K,

Do NMPs result in reduced number of appointments in care episode

(Primary Carg

A,CD,EF

NMPs help improve access to caRgifnary

A,CD,EF

Do NMPs reduce (re)admissions

A,CD,EFGH,JK

Do NMPs reduce hospital LOS

A,CD,EF,GH,JK

Do NMPs reduce emergency admissions

A,CD,EF,GH,JK

Do NMPs reduce OP appointments

A,CD,EF,GH,JK

What level of NMPs are prescribing after qualification

AB

Do NMP medication reviews improve medicatiegimers

A,CD,EF,GH,JK

Do NMP medication reviews improve concordance/adherence

A,CD,EF,GH,JK

Do NMP medication reviews idgfy side effects

A,CD,EF,GH,JK

Do NMPs follow recommended prescribing patterns

A,CD,EF,GH,JK

Do NMPs follow recommended consultation procedures

A,CD,EF,GH,JK

-8_ < ‘ Chapter:Appendix 2A; Questionnaire for Stakeholders



Question

Stakeholder
Group

Does the use of NMPs show an overall effect on prescribing

A,C,D,EF.GHJK

DoNMPs show increased job satisfaction

AB,C,D,E,F,.G,H,JI

Are NMPs accessing CMD options effectively

AB,C,D,E,F,G,H,JI

Do NMPs have better career prospects

AB,C,D,E,F,G,H,JI

Do NMPs help achieve 18 week referral targets

A,C,D,E,F,G,H,J K|l

Whereopportunities exist to extend NMP what would the savings be

ACD,EF,GH,JL

For supplementary prescribing what improvements to the system ca
be made and what results would that achieve (cost, time, satisfactio

Where NMP is in use could it be ertled, e.g. increasing referrals, an
what results would that achieve (cost, time, satisfaction)

M

How many NMPs currently active and localities

B,C,G

Level of NMP activity for NMPs

AB,CD,EF,GH,JLI

Do GPs report an improvement in their practice frage of NMPs

A,CD,EF

Do NMPs improve access to care for groups that have trouble/are n
accessing healthcare

ACD,EF,L

Does access to NMP training improve skill levels of health professia

AB,CD,EF,GH,JII

NMPs reduce the number of GP homsita required

A,CD,EFK

Can efficiency of NMP be increased

A,CD,E,F,GH,JK,|I

A ¢ NMP Practitioner

B ¢ Registration Body

C¢ CCG Clinical Leadership
D ¢ Practice Manager

Ec GeneralPractitioner

F¢ Consultant

H ¢ Doctor

L ¢ University
M ¢ All

G¢ Trust/Hospital Administrator

J¢ Hospital Consultant
K¢ Patient Organisation

Supporting Clinical Commissioning m
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Appendix 2B T North West Questionnaire

Supporting Clinical Commissioning m

Questions for NMP Practitioners

1.
2.

10. Do you feel NMP has improved job satisfaction and future career development?

Summary ofyour NMP role

What is the biggest impact of NMP on your working practices? How has the ability to
prescribe and the NMP training impacted on your working practices?

What is the biggest impact of NMP on working practices in your department? For example,
improvements in care pathways or achieving targets.

What has the biggest impact on your ability to prescribe effectively? For example,
restrictions on prescribing or attitudes of colleagues. What would increase you prescribing
levels, if relevant?

What has tle biggest impact on efficient use of NMP in your department? How do local
protocols impact on prescribing?

Was your training sufficient to enable you to prescribe confidently? Are there areas where
additional training would have helped as you started prisseg? What could be done to
assist others as they start prescribing?

Are you satisfied with the level of support and-going training available to you? Do you
know how to access support if required? Do other NMPs that you work with know how to
access spport?

Are your colleagues supportive of NMP? All other health professionals that you are working
with. Do colleagues have a good understanding of potential and limitations of NMP? Do tf(]vey

support you in your NMP role?

nnair

Is there potential for increased us# NMP in your care pathway? Is NMP capability being
(%]
accessed effectively? For example, could referrals to NMPs be increased by increaging

awareness of availability?

= & ‘ Chapter:Appendix 2B North West Q
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Appendix 371 Cost of 5 Minute Prescribing - Table

Description Cost  Nursi Pharm Health Physioth Podiat Midwife Radiogr
ng acy Visitor / erapy ry ry aphy/T

School herapy
Nurse

Prevention of A&E 58 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5

attendance

Prevention of 678 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5

Admission (Hospital

or Hospice)

Prevention of re 720 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5

admission

Prevention of new 183 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5
referral to another
healthcare
professional
Prevention of new 183 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5
referral to
consultant
Prevention of follow| 105 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5
up by consultant (or
team)

Prevention of follow| 105 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5
up to another to
another healthcare
professional

Prevention of GP 35 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5
surgery

appointment

Prevention of GP 73 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5
home visit

Prevention of 239 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5

increased bed days
reducing length of
stay

Prevention of visitto, 35 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5
Minor injuries
Centre
Prevention of visittof 35 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5
Primary Emergency
Centre

Prevention of visitto] 35 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5
Urgent Care Centre
Prevention of walk 35 £6.6 £10.5 £3.58 £3.00 £5.33 £5.90 £5.5
in-centre visit
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Appendix 4 1 Clinicians Audit and National Tables

Clinicians Audit Tables

Nursing

Activity Prevention - Audit

NMP Qualification
Nursing

Setting
Secondary

GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Cost Prevention - Audit

NMP Qualification
Nursing

Setting
Secondary

GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Staff Prevented Events - Patient Counts - One Month

Health Visitor/School Nurse

Activity Prevention - Audit

NMP Qualification

Setting

Health Visitor / Schoo Secondary

Nurse

GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Cost Prevention - Audit

NMP Qualification

Setting

Health Visitor / Schoo Secondary

Nurse

GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Pharmacy
Activity Prevention - Audit

NMP Qualification
Pharmacy

Setting
Secondary
GP Practice

Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Supporting Clinical Commissioning

7,770
5,380
5,793
290
14

7

2
19,256

531,956
251,288
709,715
34,401
2,300
1,867
197

2,178
892
36,971

31

40,072

229
273

61
123

Count A&E FU Adm LOS GP Appt GP Home MIU/UCC Total

506 162 927 3,442 1,067 1,174 841 92 65
265 268 284 416 26 - 4,085 111 190
659 277 464 1,318 480 23 1,414 1,692 125

43 7 39 220 7 1 13 8 -

10 - - 1 2 1 1 9 -

6 - - 2 2 1 1 1 -

2 - - 2 - - - - -
1,491 714 1,714 5,401 1,584 1,200 6,355 1,908 380

Staff Prevented Events - Cost Prevention - One Month (£ Sterling)

Count A&E FA FU Adm LOS GP Appt GP Home  MIU/UCC Total
506 8,334 163,565 338,849 716,432 272,891 23,923 6,113 1,849 1,
265 13,787 50,111 40,953 17,458 - 116,200 7,375 5,405
659 14,250 81,871 129,751 322,294 5,346 40,222 112,426 3,556

43 360 6,881 21,658 4,700 232 370 199 =
10 - - 98 1,343 232 28 598 -
6 - - 197 1,343 232 28 66 -
2 = = 197 = = = = =
1,491 36,732 302,427 531,704 1,063570 278935 180,771 126,778 10,809 2,531,725
Staff Prevented Events - Patient Counts - One Month
Count A&E FU Adm LOS GP Appt GP Home MIU/UCC Total
6 S 1 3 1 2 2 7 -
10 - 1 3 - - 12 - 1
179 15 54 54 3 - 503 32 30
1 - - - - - 1 - -
196 15 56 60 4 2 518 39 31
Staff Prevented Events - Cost Prevention - One Month (£ Sterling)
Count A&E FA FU Adm LOS GP Appt GP Home  MIU/UCC Total
6 - 179 304 674 471 63 486 -
10 - 179 304 - - 377 - 31
179 816 9,689 5,477 2,023 = 15,803 2,221 943
1 - - - - - 31 - -
196 816 10,047 6,085 2,698 471 16,274 2,707 974
Staff Prevented Events - Patient Counts - One Month
Count A&E FA FU Adm LOS GP Appt GP Home MIU/UCC Total
21 3 22 132 4 55 13 = =
17 2 7 68 2 - 192 2 -
6 - 5 44 - - 11 - 1
14 8 11 106 - 2 1 - -
58 8 45 350 6 57 217 2 1

686
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Cost Prevention - Audit

NMP Qualification  Setting

Pharmacy Secondary
GP Practice

Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Physiotherapy

Activity Prevention - Audit

NMP Quialification Setting

Physiotherapy Secondary
GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Cost Prevention - Audit

NMP Qualification Setting

Physiotherapy Secondary
GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Podiatry

Activity Prevention - Audit

NMP Qualification Setting

Podiatry Secondary
GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Cost Prevention - Audit

NMP Qualification  Setting

Podiatry Secondary
GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Midwifery

Activity Prevention - Audit

NMP Qualification  Setting

Midwifery Secondary
GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Supporting Clinical Commissioning

Staff Prevented Events - Cost Prevention - One Month (£ Sterling)
Count A&E FA FU Adm LOS GP Appt GP Home MIU/UCC Total
21 143 3,795 12,474 2,670 12,568 319 - - 31,968
17 95 1,208 6,426 1,335 - 4,704 125 - 13,893
6 - 863 4,158 - - 270 - 25 5,315
14 143 1,898 10,017 - 457 25 - - 12,539
58 380 7,763 33,075 4,005 13,025 5,317 125 25 63,713
Staff Prevented Events - Patient Counts - One Month
Count A&E FA FU Adm LOS GP Appt GP Home MIU/UCC Total
18 4 36 28 2 1 41 2 4 118
3 - 3 2 19 - 47 1 - 72
13 5] 11 27 2 - 45 2 5 97
34 9 50 57 23 1 133 5 9 287
Staff Prevented Events - Cost Prevention - One Month (£ Sterling)
Count A&E FA FU Adm LOS GP Appt GP Home  MIU/UCC Total
18 220 6,480 2,856 1,350 236 1,312 140 128 12,722
3 - 540 204 12,825 - 1,504 70 - 15,143
13 275 1,980 2,754 1,350 - 1,440 140 160 8,099
34 495 9,000 5,814 15,525 236 4,256 350 288 35,964
Staff Prevented Events - Patient Counts - One Month
Count A&E FA FU Adm LOS GP Appt GP Home MIU/UCC Total
19 4 9 41 9 1 25 3 - 92
22 1 34 108 4 1 24 18 2 192
41 ) 43 149 i3 2 49 21 2 284
Staff Prevented Events - Cost Prevention - One Month (£ Sterling)
Count A&E FA FU Adm LOS GP Appt GP Home  MIU/UCC Total
19 211 1,599 4,086 6,054 234 742 203 - 13,128
22 53 6,041 10,764 2,691 234 712 1,218 59 21,771
41 263 7,640 14,850 8,745 467 1,454 1,421 59 34,899
Staff Prevented Events - Patient Counts - One Month
Count A&E FA FU Adm LOS GP Appt GP Home MIU/UCC Total
5] 1 4 52 2 1 2 - - 62
1 - 1 5 - - - - - 6
1 - - - - - - 1 - 1
7 1 5 57 2 1 2 1 - 69
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Cost Prevention - Audit

NMP Qualification
Midwifery

Setting
Secondary

GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Supporting Clinical Commissioning

Radiography/Therapy

Activity Prevention

NMP Qualification

Setting

Radiography/Therapy Secondary

GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Cost Prevention - Audit

NMP Qualification

Setting

Radiography/Therapy Secondary

GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

National Tables One Month

Activity Prevention - England

NMP Qualification
All Categories

Setting
Secondary

GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Cost Prevention - England

NMP Qualification
All Categories

Setting
Secondary

GP Practice
Community
Mental Health
Social Care
Hospice Care
Voluntary Sector
Total

Staff  Prevented Events - Cost Prevention - One Month (£ Sterling)
Count A&E FA FU Adm LOS GP Appt GP Home  MIU/UCC Total
5] 52 708 5,153 1,344 233 58 - - 7,549
1 - 177 496 - - - - - 673
1 - - - - - - 67 - 67
7 52 886 5,649 1,344 233 58 67 - 8,289
Staff Prevented Events - Patient Counts - One Month
Count A&E FA FU Adm LOS GP Appt GP Home MIU/UCC Total
3 1 12 128 2 3 37 3 - 186
8 1 12 128 2 5] 37 & - 186
Staff Prevented Events - Cost Prevention - One Month (£ Sterling)
Count A&E FA FU Adm LOS GP Appt GP Home  MIU/UCC Total
3 53 2,130 12,736 1,345 701 1,092 203 - 18,258
3 53 2,130 12,736 1,345 701 1,092 203 - 18,258
Staff Prevented Events - Patient Counts - One Month
Count A&E FA FU Adm LOS GP Appt GPHome MIU/UCC Total
9,674 3,097 17,723 65,806 20,400 22,445 16,079 1,759 1,243 148,551
7,184 7,265 7,699 11,278 705 - 110,742 3,009 5,151 145,849
25,394 10,674 17,880 50,788 18,496 886 54,487 65,200 4,817 223,228
1,347 219 1,222 6,892 219 31 407 94 - 9,084
449 - - 45 90 45 45 404 - 629
380 - - 127 127 63 63 63 - 443
201 - - 201 - - - - - 201
44,629 21,256 44,524 135,136 40,037 23,471 181,824 70,529 11,210 527,986
Staff Prevented Events - Cost Prevention - One Month (£ Sterling)
Count A&E FA FU Adm LOS GP Appt GP Home  MIU/UCC Total
9,674 159,337 3,127,128 6,478,313 13,697,165 5,217,286 457,366 116,871 35,349 29,288,818
7,184 373,768 1,358,467 1,110,221 473,265 - 3,150,104 199,944 146,516 6,812,286
25,394 549,126 3,154,816 4,999,846 12,419,315 206,013 1,549,914 4,332,226 137,015 27,348,272
1,347 11,281 215,563 678,449 147,234 7,281 11,584 6,244 - 1,077,637
449 - - 4,420 60,296 10,437 1,277 26,851 - 103,281
380 - - 12,470 85,050 14,722 1,802 4,208 - 118,251
201 - - 19,788 - - - - - 19,788
44,629 1,093,512 7,855,975 13,303,507 26,882,325 5,455,739 5,172,046 4,686,345 318,881 64,768,331
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