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Commissioning services for people with orthopaedic problems

Purpose

This paper has been written in response to a request for public health advice on current commissioning problems for orthopaedics.  Recommendations are proposed for further debate and development.

Current commissioning problems

· For BNSSG, commissioned capacity does not match demand for orthopaedic care.  It is not currently possible to list all patients referred for surgery and treat them within waiting time targets.

· Preliminary comparison shows primary hip and knee replacements rates are higher than expected when national resource allocation weighting is taken into account.  This means we are living beyond our means.  

Questions arising

1. Could referral criteria be developed for orthopaedic care?  Could these 

· help minimise inappropriate referrals to orthopaedic secondary care?

· ensure that patients are prioritised according to clinical need?

2. Should commissioners develop more specific policies for procedures currently provided at higher than expected rates?  Examples suggested include second major joint replacements, removal of metalwork, and changing referral thresholds for major joint replacements.

3. Would these actions help reduce rates of provision to affordable levels?

Referral criteria

Hip and knee replacements: use of the Oxford hip and knee scores

Use of the Oxford Hip Score (OHS) and the Oxford Knee Score (OKS)
 in BNSSG to assess the impact of arthritis in patients being referred for consideration of hip or knee replacements varies between PCTs and practices.   Initial implementation of OHS in north Bristol aimed to target surgery at patients with greatest need.   Anecdotal reports indicate that some practices routinely assess scores on patients for joint replacement, and some use OHS but not OKR.  There is no system for ensuring that the scores are used for all referrals, and no incentives to encourage routine use.

Inequities in provision of joint replacements in the UK have been described, with concerns that people who are older, female or poorer are less likely to receive a total joint replacement than younger men and the better off
.  Partial implementation of hip and knee scores could be adding to any local inequity in referrals practices.

We need more reliable implementation of the Oxford scores.  For example, there may be opportunities for the Musculoskeletal Assessment and Treatment Service (MATS) to support and monitor use of Oxford Scores.  However this would not reduce the need to ensure all primary and secondary care clinicians are fully briefed on the need for and appropriate use of Oxford Scores.  Universal implementation is needed before any consideration is given to raising the score at which referral is recommended.  Otherwise any current inequity will get worse – those patients of practices using the scores would have to meet more stringent criteria, whilst those of other practices would not be subject to any score.

Hip and knee replacements: pathways to replacement of second joint

Review of the use of planned waiting list and case studies of patients listed for high cost procedures have raised questions about appropriate referral for patients needing more than one major joint replacement.  Currently such patients could follow any of the following pathways:

1. Decision made to replace 2 joints made at initial consultation with orthopaedic surgeon.  Both procedures added to planned waiting list.

2. Potential need to replace 2 joints identified at initial consultation with orthopaedic surgeon.  First operation added to waiting list.  Need and timing of second operation determined at outpatient follow up.

3. Potential need to replace 2 joints identified at initial consultation with orthopaedic surgeon.  First operation added to waiting list.  GP to review and refer for second joint replacement.

Pathway (1) differs from (2) and (3) in deciding to list a second procedure before clinician and patient are in a position to review the outcome of the first procedure.  Pathway (3) is more complex and likely to be slower, but could include both orthopaedic and holistic GP reassessment to help the patient decide whether to progress to a second joint replacement.  (1) should only apply to patients with very severe bilateral osteoarthritis, with a clear and exceptional need to plan 2 joint replacements at initial presentation.  

The Oxford score should be re-estimated after the first joint replacement as part of the review of the need for and timing of further surgery. The same threshold for interventions should apply to second joints as for first.

Removal of metalwork following treatment of fractures

Discussion with local clinicians confirms that metalwork is not routinely removed.  Removal of metalwork should be commissioned for the following indications:

· implant failure;

· infection;

· non-union;

· soft tissue compromise;

· pain;

· where a further orthopaedic procedure would be compromised if earlier metalwork is left in place.

Removal of metalwork may be appropriate in selected patients for the following indications:

· Exceptional risk of implant associated fracture

· Pelvic fractures in women, where metalwork may increase risk of complications during labour

Removal of metalwork should not normally be commissioned for

· Patient anxiety eg fear of carcinogenesis

Patients should be routinely informed of the risks and benefits associated with removal or retention of metalwork.

Preliminary results from benchmarking indicate that rates of ‘removal of fixation devices <70 without complications’ are higher than would be expected compared to England given resources available to fund local health services.  The potential for close adherence to the policy guidance to reduce rates needs to be discussed further with clinicians.

Further development of clinical policies and referral criteria

It would be feasible for a short clinical policy statement to be agreed on primary care management of hip or knee osteoarthritis and when to refer (including use of Oxford Scores).  Comprehensive guidance on primary care management, supporting evidence and when to refer is already available from Prodigy
 and at gp-training.net (based on Wansbeck orthopaedic referral guidelines).  Both incorporate NICE referral guidelines
.   Local back pain guidance has previously been developed.  GPs suggested developing guidance on shoulder conditions could be helpful.

Appendix 1 summarises primary care management and ‘when to refer’ for:

Hip and knee replacement;

Hallux valgus and bunions;

Flat foot;

Plantar fasciitis;

Carpal tunnel syndrome;

Dupuytren’s disease;

Flexor sheath ganglia;

Wrist ganglia;

Trigger finger and thumb.

Preliminary discussions with two GP PEC representatives and a local orthopaedic surgeon suggested there would be merit in agreeing this guidance locally and considering how greater primary care management of these conditions could be encouraged.  

The greater challenge is achieving universal implementation of agreed clinical policies. Circulating guidelines alone will not have an impact on clinical practice: 

‘Active local educational interventions involving secondary care specialists and structured referral sheets are the only interventions shown to impact on referral rates based on current evidence. The effects of 'in-house' second opinion and other intermediate primary care based alternatives to outpatient referral appear promising.’ 

The policy needs to be integrated into local referral pathways and promoted through educational programmes in primary and secondary care.  Clinical leadership arrangements need to be clear.   Mechanisms for implementation may differ between PCTs e.g. depending on whether referral pathways involve systems for triage.  

New interventions

NICE issues:

· comprehensive technology appraisal guidance (TAGs), including assessment of safety, effectiveness and cost-effectiveness.  Implementation of this guidance is mandatory in the NHS and monitored by the BNSSG NICE College;

· interventional procedure guidance on safety and efficacy, usually on new interventions at early stages of development.  This guidance advises on appropriate steps needed if a clinician wishes to undertake these interventions. 

The process for implementing and monitoring interventions covered by interventional procedure guidance is not clear.  

For orthopaedics, matrix-induced autologous chondrocyte implantation (ACI or MACI) is a relevant example.  ACI for cartilage injury of the knee was the subject of a NICE TAG 089 which stated:

‘ACI is not recommended for treating knee problems caused by damaged articular cartilage, unless it is used in studies that are designed to produce good-quality information about the results of the procedure.’

ACI for ankle cartilage injuries has yet to be covered by any NICE guidance.  Local clinicians wish to provide ACI for knees and ankles.  The current expectation is that funding will be requested on an exceptional individual basis.   PCTs need to be aware of the relevant NICE guidance, develop a view on supporting provision within research trials, and to monitor use of new interventions.   

Benchmarking

Benchmarking is underway to address 2 questions:

1. Is orthopaedic activity at a high level compared to England, given the age structure of our population? This question is about activity in relation to health need.  Age is the most clearly understood determinant of osteoarthritis, and trauma is age related.   Whilst other social, economic and health service factors also influence intervention rates, their quantifiable impact is poorly understood.

2. Is orthopaedic activity at a high level compared to expectations of resources needed to fund healthcare for this population?  This question is about activity in relation to the budget provided for healthcare.  We use a weighted population to estimate expected activity rates for our population.  The national weighting takes into account many factors including the cost of providing care for different age groups, morbidity indices and social and economic indicators related to health and deprivation.  It has been created to help distribute the total budget.  It was not designed to determine budgets for specific specialties or conditions.

This will help improve understanding of whether activity levels in excess of those funded are also higher than would be expected given local need (as indicated by age).  This analysis will be completed by the end of September.

Conclusions

1. Preliminary discussion with clinicians supported agreement of local referral criteria to help promote primary care management of common orthopaedic conditions, and equitable and clinically appropriate referral practices.  Relevant guidance is available for local development (appendix 1).  

2. Timing and pathways to second joint replacements and universal application of Oxford scores need to be agreed with secondary and primary care clinicians.  Clinical policy on removal of metalwork could be agreed but it is not clear that this will reduce the relatively high local rates of this procedure.

3. Predicting the impact of referral criteria is difficult because:

· We have no measure of how current clinical practice differs from the ‘ideal’ set out in a referral criteria policy;

· The impact of referral criteria will depend on the quality and power of implementation;

· Referral criteria may defer rather than prevent a referral;

· Substantial growth in need and demand for some orthopaedic procedures has been predicted.

Nevertheless, maximising the role of primary care should benefit patients and there are referral criteria available for local adaptation.  Referral criteria will need to be agreed for use by MATS.  Commissioning strategy for orthopaedics should support maximising primary care of musculoskeletal conditions.  

4. We need to be clear about how new technologies and interventions are introduced into local clinical practice, and how they (and associated research) are funded.

Recommendations

1. Agree and implement clinical policy on primary care management of common orthopaedic conditions, with primary and secondary care clinicians.

2. Develop a system for universal use of Oxford scores by GPs and other referrers in primary and secondary care.  Monitoring and incentives need to be devised and implemented.  

3. Agree and implement clinical policy and practice on assessment of patients who may need a second joint replacement ie clarify appropriate use of planned waiting lists, and opportunities for patients to be reassessed following their first operation.

4. Debate scope for an agreed policy on removal of metalwork to be implemented, and likely impact on local procedure rates.

5. These policies to be developed with primary and secondary care clinicians, with clinical leadership.

6. Clarify systems for introducing and funding new orthopaedic interventions, whether or not covered by NICE guidance.

Dr CE Hine

Consultant in Public Health

Bristol and South Gloucestershire PCTs

24th August 2006  
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Appendix 1  Examples of referral criteria for musculoskeletal conditions: for further discussion

The following table provides summary statements on primary care management and when to refer for some common conditions.  Agreement of referral criteria aims to support consistent and equitable clinical referral practice, and promote common understanding of priorities for referral between clinicians and commissioners.

The content of the table draws on points made during discussion with 3 local clinicians on the Wansbeck orthopaedic criteria presented on gp-training.net
. The full version of the criteria provides useful short commentaries on each condition.  Permission has been granted for our using the gp-training.net orthopaedic guidelines to develop a BNSSG version, provided the source is fully acknowledged (including weblink) and a copy of our document is sent to Brad Cheek at gp-training.net. 

Local clinicians have suggested that any patient about to be referred should be also be asked whether they would want an operation for their condition.  Referral of patients who definitely do not want surgery is inappropriate.  One GP noted potential for wider use of local materials eg patient leaflets produced by Bristol S&W Physiotherapy Service, as a general practice-friendly means of helping to promote patient knowledge and self care.

	Condition
	Primary care management
	When to refer
	Comments

	Hip or knee replacement

(note Prodigy, and NICE guidance available to expand this section)
	· Weight reduction. 
· NSAIDs and Paracetamol-based analgesics (COX-2 Inhibitor if GI intolerance of NSAIDs). 

· Activity modification. 

· Walking aid (contralateral hand). 
	· Pre-existing medical problems have been optimised

· Conservative measures have failed

· [add statement on use of Oxford scores]
	· Need to incorporate guidance on use of Oxford hip score and Oxford knee score

· Is obesity (defined BMI) a contraindication to surgery?

	Bunions and hallux valgus
	· Advice on low heeled, wide forefoot shoes with soft leather uppers. 

· Referral to chiropodist. 

· Referral to orthotics (eg comfort shoes).
	Do not refer unless:

· Severe deformity (overriding toes) that prevents normal activity. 

· Severe pain that prevents normal activity
· Conservative methods have failed.
	· Do not offer referral for concerns about the appearance of feet.

	Flat foot
	· A flexible flat foot does not require any treatment
	· Flat foot is rigid 

· Doubt about diagnosis
	

	Plantar fasciitis
	· NSAIDs. 

· Silicone heel pad. 

· Steroid injection under the trigger point. 

· Physiotherapy for stretch exercises of plantar fascia and tendo-achilles
	· Doubt about diagnosis
	· Few referrals expected for plantar fasciitis

	Carpal tunnel syndrome
	· Splinting with a Futuro splint, especially at night for six weeks. 

· NSAIDs. 

· Injection into the carpal tunnel
	· Severe symptoms

· Symptoms that persist despite conservative measures (including injection). 

· Diagnosis uncertain
	· Patients are currently referred to several specialities (plastics, orthopaedics, rheumatology, neurology and general surgery). 

· Access to splints from orthotics is only possible via a referral to orthopaedics.  

· There needs to be guidance about whether referral for nerve conduction studies is worth doing as part of primary care management.

	Dupuytren's disease
	· No primary care management
	· 30 degrees fixed flexion deformity at either the MCPJ or PIPJ. 

· The patient cannot flatten their fingers or palm on a table.
· Rapid progression over a few months
	

	Flexor sheath ganglion
	· If the patient wants intervention, puncture or aspiration with a 21 gauge needle may disperse the lesion (50% will recur).
	· doubt about diagnosis 

· severe symptoms 

· functional problems e.g. unable to put on shoe because of ganglion
	

	Wrist ganglia
	· Reassurance that ganglia are harmless.  Many resolve spontaneously. 

· If patient wants intervention, aspiration under local anaesthesia using a wide bore needle (16 gauge). 

· Apply a firm bandage for one week to prevent recurrence
	· doubt about diagnosis. 

· ganglion is symptomatic – painful and affects function.
	

	Trigger finger and thumb
	· Injection into the tendon sheath using a 21 or 23 gauge needle exactly at the midline of the ray at the level of the metacarpophalangeal joint. 

· effect of the injection may not be seen for three to four weeks. Between 50% and 70% of cases are free of triggering at least twelve months after a single steroid injection into the tendon sheath.


	· Triggering persists despite injection. 

· Triggering recurs.
	· Injection service could be provided by practitioner with special interest e.g. within MATS, if not available in-house at GP surgery.

	Shoulder problems
	Not covered by Wansbeck.

Clinical Evidence will be covering surgery for shoulder conditions (http://www.clinicalevidence.com/ceweb/conditions/msd/1107/1107.jsp)

See also Dias R, Cutts S, Massoud S. Frozen shoulder. BMJ. 2005 Dec 17;331(7530):1453-6.
	
	Guidance on primary care management and when to refer would be useful, noting evidence base and appropriate use of injected or oral steroids, and watchful waiting.

	Back pain
	Not discussed as local guidance already in place.
	
	Noted good service at Frenchay Hospital for patients with root signs. 


� For further information on these scores see for example Bannister and Goyder  


Using The Oxford Hip Tool In Primary Care To Prioritise Patients For Outpatient Clinics (NHS Modernisation Agency at   � HYPERLINK "http://www.portal.modern.nhs.uk/sites/clinicalimprovcollab/orthopaedics/Document%20Library2/1/Scoring%20Tools/What%20is%20the%20Score%20in%20Orthopaedics%20Final%20Paper.doc" ��http://www.portal.modern.nhs.uk/sites/clinicalimprovcollab/orthopaedics/Document%20Library2/1/Scoring%20Tools/What%20is%20the%20Score%20in%20Orthopaedics%20Final%20Paper.doc� );  


Whitehouse et al The Oxford Knee Score; problems and pitfalls. � HYPERLINK "javascript:AL_get(this, 'jour', 'Knee.');" �Knee.� 2005 Aug;12(4):287-91.


� Dieppe P.  The relationships of musculoskeletal disease to age, pain, poverty and behaviour.  Rheumatology 2006;45:248-249


� Prodigy guidance. Osteoarthritis. Updated 2005. � HYPERLINK "http://www.prodigy.nhs.uk/osteoarthritis/view_whole_guidance" ��http://www.prodigy.nhs.uk/osteoarthritis/view_whole_guidance� 


� Primary care management includes advising on weight loss, exercise, pain management and use of walking aids, followed by referral when problems of pain and disability are severe and no longer helped by conservative management. Assessment of severity should include use of Oxford Scores.


� JM Grimshaw, RAG Winkens, L Shirran, C Cunningham, A Mayhew, R Thomas, C Fraser. Interventions to improve outpatient referrals from primary care to secondary care. � Cochrane Database of Systematic Reviews 2005, Issue 3. Art. No.: CD005471. DOI: 10.1002/14651858.CD005471.


�     � HYPERLINK "http://www.gp-training.net/rheum/orthoref.htm" ��http://www.gp-training.net/rheum/orthoref.htm� 
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