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Executive summary
The Allan Brooking NHS Travel fellowship supports NHS managers to travel to institutions in the UK or abroad so that they can explore innovative health service management practices and then share the learning on their return with their own organisation and the wider NHS.

The NHS continues on a journey of continuous improvement and reform, with an agenda locally of developing care closer to home and fostering plurality and choice in terms of the provider landscape. Payment by results and practice based commissioning are some of the evolving mechanisms that support the development of quality cost effective care pathways. Within this context the Department of Health has published the Next Stage Review, and Healthcare for London which lays out ambitious plans for health care in London over the next 10 years. There are radical proposals to improve care pathways across all health conditions, with the intention to develop polyclinics on hospital sites and in community settings, with implications for the configuration of hospitals as local, larger acute and specialist hospitals.
The Whittington NHS Trust is a 460 bedded district general hospital in North London, employing 2,500 staff. It aspires to be the ‘hospital of choice’ for local people, and has a history of being very well networked into the local community. The Trust is situated in a relatively competitive environment, geographically close to other acute providers and with new entrants entering the market, but with a history of good service and financial performance, and a good customer base. It is currently implementing a customer-focused marketing strategy to improve patient experience across the trust and to ensure it is meeting the needs of local people and local commissioners. Practice-based commissioning is evolving amongst the practices locally, with the focus being on developing the relationships and organisational forms between the practices, whilst having pressure to reduce spend in the hospital setting and wishing to develop quality care pathways for local people.

Applying for a travel fellowship at this time seemed a great opportunity to learn from models elsewhere which had developed more integrated ways of working. From the outset there was value in taking a multidisciplinary team from our local health economy to see a more integrated model. Advice was sought regarding models elsewhere and the MCCI group, in Florida, was quoted by several sources as being a clinically led integrated model where there would be valuable learning. The team were also keen to see what marketing techniques were being used in a different health economy.
The team consisted of a Consultant and Clinical Director from the Trust; a local GP leading practice-based commissioning locally, a senior manager from Operations in the Trust and the Director of Primary Care in the Whittington NHS Trust who is a nurse by background. The visit was for 5 days and included visiting the MCCI headquarters in Miami, 2 of their community facilities (similar to the proposed polyclinic models in the UK) and 3 of their hospitals, a small, medium and larger hospital in Miami.

The key learning points:-

Within the fundamentally different health care system the team did agree that there was learning for the UK.
a. Potential learning opportunities for UK

· Consultant led coding improved clinical and financial data capture significantly

· Data on productivity, workforce and organisational costs is significantly more advanced and embedded in daily practice. A very strong emphasis on utilisation management
· Clear expectations around care pathway management and anticipated length of stay were evident

· More visible senior clinical leadership presence than UK models

· High level investment in infrastructure linked to improving the patient experience- transport, reception areas, and gardens!

· Strong clinician relationships across primary and secondary care and the role of the ‘hospitalist’, a primary care physician case managing patients through the acute care setting
b. Potential learning from UK to US model visited
· Billing process simpler in the UK and system less at risk to manipulation

· NHS has much more advanced governance framework and clinical quality information

· NHS more focused on managing infection control - MCCI did not have information on infection control

· NHS has much more advanced primary care electronic systems

· NHS much more focused on prevention and health promotion
· Workforce skillmix much more apparent in NHS than in US system visited
This visit also demonstrated great value in taking a multidisciplinary group that includes primary and secondary care clinicians and managers to learn from elsewhere. 
1. The MCCI Medical Group- brief overview

· MCCI is a clinically led primary care provider organisation in the US

· Headquarters based in Miami, Florida

- 33 state-of-the-art ‘polyclinic’ medical centers in Florida with population focus of 5-10,000 patients each
- 5,000 to 30,000 square feet

- In-house urgent care services provided

- Broad range of full scale medical services on site

- Disease management programs key focus

· Medical Resources

- 105 physicians

- Over 200 specialists

· Partnerships exist with Humana, Coventry, and WellCare groups

-    Provides healthcare services under global risk contracts

- More than 90,000 Medicare, Medicaid, and commercial beneficiaries

2. Proposal for the fellowship
The proposal aimed to reflect upon three key areas of practice and innovation within the MCCI model:

· Integrated care model

· Marketing strategies

· Incentivisation of Care

3. The Itinerary
MCCI were very welcoming to us. We met them in their headquarters which is in an industrial park in Miami, and met key personnel including their CEO, Medical Director, Director of Operations and Director of Utilisation Management. There was a comprehensive presentation from the group and a great discussion between the teams regarding the US and UK systems. 
We were then taken to 2 of their ‘polyclinic’ sites; both of which were positioned in reasonably modern facilities with great parking. There was a very clear corporate presence with all front of house administrative staff wearing uniforms. There were clear suggestion boxes on view for patient feedback. There was tea and coffee available for patients. Both sites included an urgent care facility and pharmacy, and diagnostics in terms of ultrasound and plain x-ray. On both sites there were appointments for both primary and secondary care clinicians and access to physiotherapy. The atmosphere was friendly and people seemed to speak both English and Spanish. All the doctors wore white coats and had names and logos embroidered onto them. The GP on our team was surprised to see the size of the medical records in the facilities; especially compared to the fact that he is a partner in a paperless practice in London. The IM&T in his practice seemed far advanced to the system we saw in the facilities we visited. 
In both facilities there were ‘utilisation management’ offices which were where they had senior administrative staff who tracked all patients in the system. 

There were many doctors who we met but not many nursing staff. The doctors all seemed to know each other and the medical director well.
Transportation was also very important in this model. There were corporate minibuses that do collect and drop patients back to their homes. They had also recently developed MCCI activity centres in the community.

Key to the MCCI model is that a patient is seen within 7 days of being assigned to a physician, to work on prevention; and for any patients hospitalised there is post-hospitalisation follow-up within 48 hours.
Following our primary care visits, MCCI then arranged for us to visit 3 hospitals in Miami. We were taken around the 3 sites by one of the MCCI ‘hospitalists’. 
We visited Palmetto General Hospital, which was a hospital on a large site with modern white clean buildings. It has 360 beds, approximately 620 affiliated physicians and 1,300 employees. We toured a large part of the hospital and met with the CEO. The building was very modern; the majority of patients have a single or double room. Interestingly the imaging was provided by another provider on the site. The Emergency room seemed very modern with great IT systems, showing real-time patient monitoring. Our host knew most of the medical staff we met as we walked around. We were shown around the new ITU facility which was being built; it was impressive although not as spacious as the new facility recently opened at the Whittington.

Our introduction to the CEO was ‘I would like to introduce you to the visiting team from London, in the UK. The managers and doctors there talk to each other’. It was interesting to note that the key things on the CEO agenda were not dissimilar from here ie. Money and funding for staff and new technology; a lack of key specialists and nursing staff; infection control. The CEO also said that she welcomed the role of the hospitalist as it helped the hospital with it’s agenda in terms of reducing length of stay and communication with primary care physicians.
There was very good patient information available and the hospital was part of a customer service initiative called ‘target 100’ where they measure patient satisfaction on an on-going basis and where ‘ nurse leaders and other representatives of the hospital will conduct rounds daily’. They very clearly called their patients ‘customers’ in their literature. There were clear posters regarding standards and patients’ bill of rights. There was an obvious priority given to billing in all of these. The only advertising we saw were posters about their bariatric services. 

The second hospital we visited was the University of Miami, a hospital in the heart of Miami with 560 beds, all of which were single rooms, employing more than a 1000 physicians. We had lunch with the CEO and then walked around the hospital. The key issues that the CEO explained were on his agenda were integration with the university provider; quality patient care and staffing shortages. He also described their patient satisfaction programme which was a national programme called ‘Diamond’ where they are ‘hardwiring for excellence’. He also welcomed the role of a hospitalist. 
We toured the hospital; there were again clear posters about ‘rights’ and standards. 

The final hospital we visited was a smaller ‘community’ hospital, Coral Gables hospital in Miami, with 256 beds. The rooms we saw were single rooms with their own bathroom on suite. The building was modern with great parking facilities. There was a very well staffed modern emergency department again with very modern monitoring IT. The hospitalist also had good relationships with the physicians at this site and was well know to the staff we met. There was good patient information available; again with over 30 ‘patient rights’ listed. Their goal is to achieve 100% patient satisfaction.
4. Our reflections
4.1 Integration and Incentivisation of Care

One of the key differences between the USA and UK models is the utilisation of incentive schemes as a means for driving organisational performance.  This was predominantly in the format of financial incentive schemes- both direct in terms of financial payment and indirectly in terms of market share and customer marketing.
During the visit there were a couple of key areas that had a significant focus on incentivising behaviour:-

· Access to clinical input- with a particular focus on inpatient medical opinion and diagnostics

· Length of stay

· Hours of service provision

· Admission avoidance

· Transport services

· Data capture

It became very clear that a large focus of incentivised behaviour was with regards to length of stay, turnover and data capture- unsurprising given the model of healthcare funding that supported MCCI. MCCI gave a very impressive presentation that demonstrated their focus on capturing information and data that clearly showed financial savings made through driving down length of stay for their patients.
There were some very clear lessons that could be translated into the NHS.  Firstly, and critically the driver for length of stay, access and data capture was primarily the role of the lead physician or “hospitalist.” The hospitalist was described as a “GP/Internal medicine physician that admits/refers/discharges & is a case manager” in the hospital whilst linking into the community.  The role is a hybrid across primary and secondary care with a genuine role in the community (akin to a GP) combined with managing the acute admission (akin to a Consultant Acute Physician).  The strength of the role was that it was responsible for managing the whole patient pathway and also the hospitalist we met and who showed us around the hospitals was well-know to the local community of primary and secondary care colleagues. 

The role of the hospitalist had a number of major advantages compared to some of the issues we are familiar with in the NHS interface:

· Genuine integration across primary and secondary care

· Smoother transition at admission and particularly discharge

· Senior consultant acts as patient coordinator driving length of stay down and access to specialist opinion and diagnostics
· Control over admissions sits with senior clinician - reducing unnecessary admissions

· Increased continuity of care

Within the UK there is not the same level of continuity as provided by the ‘hospitalist role’ due to the hand-offs of patient care between GPs and secondary care consultants.  UK models also rely frequently on middle grade rostered cover for inpatient care under consultant teams.  Within the MCCI model there was a key individual coordinating care and driving access to clinical opinion, diagnostics and length of stay throughout - the ‘hospitalist’.   

It was clear that the hospitalist concept could work successfully in the UK with the obvious comparison being either a jointly employed (PCT/Acute Trust) Physician workforce or alternatively GPwSI type model.  It would be most beneficial in the UK system if this was a local experienced GP, known to his primary and secondary care colleagues. It would however need the current model to be streamlined in terms of access points for admission - the USA model largely speaking had one route of admission and one for discharge.

The success of the hospitalist was also facilitated by their ability to financially incentivise colleagues.  For example if a hospitalist could not get a specialist opinion for their patient in time they simply “went to another specialist or did not pay for services incurred.”  In this way the income stream drove behaviour with regards to fast access and time spent in hospital- resulting in rapid access to senior medical opinion.  The culture of financially rewarding productivity was clearly heavily embedded into the MCCI model and clinicians took ownership for their productivity and in turn gained financially for this.   

The model of performance related pay still sits uneasily with a lot of the NHS culture.  However, a more realistic scenario would be for efficient services/clinicians to have the ability to invest/divest in efficient lines of the business- a model in use within some organisations that have developed service line reporting.

4.2 Marketing

The approach to marketing was a lot more subtle and less saturated than might have been anticipated.  Firstly, the organisation did not make a conscious decision to market all of its services heavily.  It chose to invest significant money only in the ‘product lines’ where it felt it could genuinely influence choice of provision and where there was not a saturated market place - one obvious area highlighted being the provision of bariatric services or marketing free transport with a provider.
Secondly, it was clear that there was a definite focus on the patient experience, total quality management and essentially the use of patients as net promoters of the service.  This manifested itself in high investment in patient environment, transport services, free taxis, social support groups and patient information- all seen as market loss leaders to the business.  This was backed up by fairly lengthy survey and customer focus sessions and is similar to some of the NHS experiences around market share, patient choice and more recently the development of PROMS and CQUIN.  

Interestingly all of the marketing of satisfaction was sub-contracted out to external marketing companies in order to give a sense of “validation to what was being marketed.” It is increasingly common for NHS organisations to survey and publish internal satisfaction surveys themselves and it is interesting to think through what credibility these may have with their local population or whether they are perceived as biased.   Conversely the fact that these external marketing companies conducted surveys meant that there was a perceived distance from the results expressed by the people we asked about them in various organisations; there felt like a disconnect or lack of ownership for the results. There were very clear displays of awards and certificates in all the hospitals we visited although not much evidence of patient feedback displayed.
4.3 Other Observations
In addition to the key focus on integrated care, marketing and incentivsiation there were inevitably a number of other key messages that came out of the visit.  These are detailed below.

a. Potential learning opportunities for UK

· Consultant led coding improved clinical and financial data capture significantly

· Data on productivity, workforce and organisational costs significantly more advanced and embedded in daily practice
· Clear expectations around care pathway, management and anticipated length of stay were evident

· More visible senior clinical leadership presence than UK models

· High level investment in infrastructure linked to experience- transport, reception areas, gardens!

· Strong clinician relationships across primary and secondary care

b. Potential learning from UK to MCCI
· Billing process simpler in the UK and system less at risk to manipulation

· NHS has much more advanced governance framework and clinical quality information

· NHS more focused on managing infection control - MCCI did not have information on infection control
· NHS has much more advanced primary care electronic systems

· NHS much more focused on prevention and health promotion

Conclusion
As a team we met at Heathrow early on a Saturday morning and at that time I think it would be fair to say that we all wondered what we were doing! However after 5 days together, a round trip of over 15 000km (9 000 miles), a flight time of 16 hours in total and visits to both primary and acute care facilities in Miami Florida, each and every one of us learnt a lot from our visit and from each other. This would have been impossible however the Allan Brooking Fellowship enabled us to do this. Apart from the learning outlined in the paper, each of the participants came back with their eyes having been opened in terms of understanding what another health economy does well and also what we do well. To date since our return we have shared our experience with our Hospital Management Board, open sessions for staff in the Trust and colleagues more generally in both primary and secondary care. It was also part of a HSJ presentation on ‘improving the patient experience’ nationally. Finally and most importantly, this visit is leading to people considering piloting new ways of working here and in nearby Trusts; the visit showed us that more integrated care between primary and secondary care can be beneficial not only for patients but also for clinicians and the health economy as a whole financially.
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