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SCHEDULE 2 – THE SERVICES

A. Service Specifications

Mandatory headings 1 – 4: mandatory but detail for local determination and agreement

Optional headings 5-7: optional to use, detail for local determination and agreement.

All subheadings for local determination and agreement
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	West London CCG 

	Service
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	Provider Lead
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	Period
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	 1 April 2019


	1.
Population Needs


	1.1 
National/local context and evidence base

National/Local context and evidence base

Musculoskeletal disorders (MSDs) are the single biggest cause of disability in the UK. MSDs account for nearly one-third of all disabilities and costing the UK economy over £1.5 billion a year1. An estimated 8.3 million working days (full day equivalent) were lost through MSDs in GB in 2013/14. Within the NHS, half of sickness absence is caused by MSDs.

In 2006, the Department of Health released “The Musculoskeletal Services Framework”
 which sets out evidence of best practice and recommends actions for change to improve MSK services nationally. The vision of the MSK Services Framework is to fully utilise the skills and expertise of clinicians appropriately, to improve patients outcomes through a more actively managed patient pathway. 

Demand for musculoskeletal services is high and has increased over the decade, particularly in the last 3 years: nationally, MSK conditions generally comprise around 30 per cent

 of all primary care consultations. Recent statistics show that MSK is the most commonly reported type of work-related illness (accounting for an estimated 550,800 working days lost in CWHHE per year, based on national estimates). There are currently 7467 people in the boroughs of CWHHE claiming incapacity benefit due to a musculoskeletal disorder, based on national figures. 

Arthritis Research UK estimates that there are approximately 10 million people living with long term musculoskeletal pain in the UK. Applying this national estimate locally suggests that around 178,300 adults living in CWHHE may be affected by long-standing musculoskeletal problems (such as arthritis) that limit everyday activities, with older people and women particularly affected. Numbers are likely to gradually increase, with improved life expectancy and an increasing number of older people. 

In 2014/15, 6,278 patients attended first outpatient appointments and 12,406 patients attended follow-up outpatient appointments at Trauma and Orthopaedics, Rheumatology and Pain Management clinics at NHS Chelsea & Westminster Foundation Trust, NHS Imperial College Healthcare Trust, NHS West Middlesex University Hospital and NHS Ealing Hospital Trust (now part of London North West Healthcare Trust).
CCGs in North West London have begun the implementation of both Shaping a Healthier Future and each of their Out of Hospital (OOH) strategies.  Shaping a Healthier Future is a reconfiguration that requires a fundamental change in the way both acute and community services are delivered with a focus on delivering care as close to patients’ homes as is possible.  

Central London, West London, Hammersmith & Fulham, Hounslow and Ealing CCGs have elected to work together as a collaboration of CCGs; CWHHE. Each of the CCGs is currently delivering an ambitious OOH programme intended to ensure that patients are at the centre of care, with the registered GP providing, managing and coordinating the care received.  A key part of each OOH strategy is the intent in each CCG to support the continued development of high quality care at both a practice level and a community level.  
There is currently a mixed provision for MSK services within the CCGs comprising of hospital based or hospital-run services in community clinics, community run services and some practice based services.

The provision of MSK services in Primary Care has significant benefits; providing a more convenient service to patients and helping to relieve the pressure on secondary care services, focusing the most complex MSK diagnostics and treatment in secondary care.  The majority of patients would also prefer to access services either within their practice or at a local site closer to their home.

In our Commissioning Intentions, we signaled that CCGs in CWHHE intended to continue to commission a Community MSK service that meets the population needs and, as far as possible, is standardised across North West London.
The evidence base considered includes:

· The Musculoskeletal Services framework DH 2006
· NICE Guidance [CG177], Osteoarthritis; The Care & Management of Osteoarthritis in Adults. Feb 2014
· NICE Guidance, Rheumatoid Arthritis; The Management of Rheumatoid Arthritis in Adults. Feb 2009
· National Service Frameworks where applicable (Long Term Conditions, Older People)
· Healthcare Commission – Core Standards
· Healthcare Profession Council Standards
· The Chartered Society of Physiotherapy – Core Standards and Service Standards
· Evidence suggests that a service that can provide quick access and effective treatments can improve patient outcomes and avoid patient conditions from becoming chronic 
 
· There is also evidence nationally that prior to MSK triage services being introduced, up to 70% of all secondary care orthopaedic referrals were inappropriate 



	2.
Outcomes

	2.1
NHS Outcomes Framework Domains & Indicators
Domain 1

Preventing people from dying prematurely

This service contributes towards prevention of premature death through rapid response to urgent MSK related needs, improved self-management; simplified MSK planned care pathways and improved appropriate referrals through a single point of triage.
Domain 2

Enhancing quality of life for people with long-term conditions

This service is intended to support the on-going management of patient care in an environment known to them and with professionals they may recognise.  People with MSK conditions who need regular treatment will be able to undertake this in a setting close to home. It will negate or reduce the need to spend time in hospital, both for attending outpatient appointments and for recovery from surgical procedures. The service will also ensure a higher proportion of people feel supported and educated to manage their MSK condition.
Domain 3

Helping people to recover from episodes of ill-health or following injury

This service is intended to support the management of a patients’ care in an environment known to them and with professionals they recognise.  Patients recovering from an MSK related episode of ill-health who need regular treatment or follow up  will be able to receive this in a setting close to home.
Domain 4

Ensuring people have a positive experience of care

The CWHHE CCG’s OOH strategy sets out a vision for the patient being at the centre of care with the registered GP providing, managing and coordinating the care received.  The CCGs vision is therefore that MSK services are available to patients in a setting as close as possible to the patients home. This addresses the indicator of improving people’s experience of outpatient care.  The service is delivered by professionals that the patient recognises and trusts which addresses the indicator of improving people’s experience of integrated care.
Domain 5

Treating and caring for people in safe environment and protecting them from avoidable harm

The chances of MSK complications developing can be significantly reduced by good MSK care, including attending to risk factors and timely referral and intervention, thus protecting from avoidable harm. In addition, the provider must ensure that all staff delivering the services are competent to do so. The specification sets out the policies that a provider is expected to have in place and ensure that these policies are used within the delivery of the service.

The CCGs also require the service provider(s) to use a suitable integrated IT system, such as SystmOne to deliver the service.  
These address the indicators that patient safety incidents are reported – they are reported on the system that clinicians have access to and that there is a reduction in incidence of avoidable harm – the service is delivered by trained staff with the appropriate policies e.g., infection control in place.
2.2 Service Outcomes
The expected outcomes that relate to access and performance are:

· Improved early diagnosis of musculoskeletal conditions

· Shift of appropriate MSK outpatient activity from hospital into community services and the use of specialist pathways when appropriate.  

· Improved utilisation of non-surgical pathways as appropriate.

· Optimised management of patients with MSK conditions in primary care and the community

· Improved access for patients by delivering services closer to home and by increasing the number of investigations carried out during a single appointment, therefore reducing the need for multiple visits to a variety of locations

· Increased patient and carer satisfaction with their access and quality of care

· More equitable access and treatment of MSK patients within different levels of deprivation

· Increased understanding of public, patients and carers regarding lifestyle changes which can improve their health and wellbeing 

· Improved ability for patients to self-manage MSK conditions   
· Improved communication between specialist clinicians and GPs and IT integration
· Improved primary care education of MSK conditions through effective clinical leadership.
2.3 Patient Outcomes

The expected outcomes that relate to the quality of patient care are:

· Improved quality of care within primary and community settings

· Reduced waiting times

· Services closer to patients’ homes

· Improved access to advice and information and increased knowledge and awareness of the management of MSK amongst patients and the population of West London

· Increased patients’ satisfaction with MSK services

It is important to demonstrate an improvement of health outcome of patients and experience within the new service. The Provider will carry out EQ-5D as outcome measure before and after treatment, and will collate feedback forms to demonstrate continuity of a high standard service and provision for improvement depending on patients’ responses (West London CCG is exploring the possibility to pilot Musculoskeletal Health Questionnaire, MSK-HQ as outcome measure for the service).
2.4 Clinical Outcomes

The expected clinical outcomes that relate to the quality of patient care are:

· Assessment and management of each patient within the appropriate level by the most appropriate clinician within the most appropriate timescale

· A reduction in referrals to this services over the years and reduction in the number of follow ups across all levels of care

· Improved communication between specialist clinicians and GPs by using email, telephone and the provision of a detailed care plan in all outpatient letters

· Better clinical management of MSK conditions across primary care.  

2.5 Equality and Social Value

To achieve equality, sustainability and social value the Community MSK Service will need to ensure that it:

· Provides access to the right care in the right place by the right person;
· Establishes standards for quality of care within an effective and integrated service/network;

· Improves patient care and outcomes from the MSK services;

· Maximises prevention, either as part of the Service or another closely related service;

· Reduces supply induced demand, by ensuring that need has been demonstrated

· Uses best available evidence of effectiveness in deciding details of service design and local population need.


	3.
Scope

	3.1
Aims and objectives of service

The overarching aim of the service is to provide an innovative, high quality, Consultant led multidisciplinary community-based musculoskeletal (MSK) clinical assessment and treatment service (the “Services”) for adults and young adults (16+) GP registered population of West London CCG. The Service will provide specialist Multi-disciplinary Team (MDT) MSK care including assessment, diagnosis, treatment and care planning for patients with MSK conditions. The service aims to deliver an accessible, efficient, service managing the majority of outpatient activity within primary and community care settings and significantly enhancing the capability of professional, patients and their carers to effectively manage musculoskeletal conditions. 

The service specialties that are included within the Service scope are:

· Community MSK physical therapy services; 

· Outpatient orthopedic services;

· Outpatient rheumatology services; and

· Chronic MSK pain management services.  

3.1.1
Aims

It is proposed that through an integrated care pathway, Service User experience, need and demand will be met by: 
· Improving access to the most appropriate clinician through a single point of referral and central booking system; 
· Triage (administrative and clinical) from a standardised minimum data set referral form;

· Offering extended hours and ease of access; 
· Delivering care out of either a number of community hubs or a ‘hub and spoke’ model across the borough; 
· Timely and easy access to face to face patient centred assessment and treatment which is based on identified need and risk; 
· An integrated care pathway across clinical disciplines and health settings, provided in partnership with other services, which improve navigation and communication for the Service User and Referrer;

· High quality assessment, treatment, advice and education based on clinical need;

· Promoting quality of life and independence in relation to health and all forms of disability;

· Implementation of health outcome and Service User related outcome Key Performance Indicators (“KPIs”) across the different specialities; 
· Customising services to meet the needs of individual Service Users; and

· Optimising staff wellbeing to provide the best possible environment for Service User care. 

It is also proposed that through integrating a seamless care pathway, the quality of the Services delivered will be improved, efficiencies achieved, and unnecessary hospital appointments reduced. The service aims to:
· Enhance the management of patients within primary and community care, and actively manage the demand for secondary care services ensuring patients have quicker access to appropriate treatment in the appropriate setting.
· Ensure that there is no delay towards the achievement of the 18 week maximum waiting time from GP referral to definitive treatment;
· Utilise the CWHHE agreed clinical pathway guidance developed and support the development of further clinical guidance as required that is used as clinical reference when triaging referrals and providing advice to primary care clinicians on the management of patients with MSK conditions.
· Prevent patients with long term MSK issues increasing demand on other services including referrals into secondary care.
· Deliver service user and referrer education.
· Ensure that the most appropriate community based treatment is offered based on clinical need, but where secondary care intervention is required; the surgical conversion rates are comparable with national benchmarking.

This service will: 

· Support a key objective in the NHS England proposal; London: A Call to Action
 which emphasises that much more should be done to support people to live healthier, independent lives through services provided in community settings that are more accessible to patients.

· Support the Commissioner and local CWHHE Clinical Commissioning Groups in implementing their strategic Out of Hospital (“OOH”) strategy ‘Better Care, Closer to Home’ for 2012 – 2015; 
· Fulfil key objectives related to the North West London Shaping a Healthier Future (SaHF) programme, of which each CWHHE CCG OOH Strategy is a key enabler.  The success of SaHF is predicated on having substantial capacity in the community to meet population health needs. This integrated MSK service facilitates access to community consultation and treatment services thus reducing usage of outpatient appointments in acute settings; 
· Enhance the integrated partnership between the CWHHE CCGs and their Local Acute hospitals;

· Contribute to the delivery of each CWHHE CCG commissioning strategy and QIPP Plan; and 
· Assist in implementing National Institute of Clinical Excellence (NICE) guidance locally. 
3.1.2
Objectives 

· Ensure that Service Users are appropriately managed in the community; 
· Improve access to the most appropriate clinician by delivering care closer to home and avoiding unnecessary hospital appointments; 
· Integrate the clinical pathway between MSK disciplines and health sectors; 

· Establish effective working relationships with relevant interfacing services e.g. Podiatry etc.;

· Improve service user-centred clinical care through the appropriate management of MSK conditions in line with NICE guidance and the MSK Services Framework (issued by the Department of Health in 2006); 
· Improve diagnosis of MSK conditions in an appropriate and timely manner (this will include improving the quality of detail included in referrals); 
· Provide advice, education, treatment and direct listing where necessary for referred patients with joint and or muscle problems for:

· Optimum condition management of chronic MSK conditions

· Regaining / maintaining optimal function

· Rehabilitation back to day-to-day activities

· Self-management advice and education

· Reduce risk of co-morbidities associated with back pain such as depression, social isolation and loss of employment; 
· Improve psychological well-being, social functioning, and every day activities; 
· Build on skills and confidence of local GPs in the physical assessment, initial diagnosis and management of service users who are appropriate for primary care management aligned with our core pathways in general practice; 
· Deliver a safe, quality service in line with the Commissioner’s strategic aims and goals; and
· Achieve value for money in line with the West London strategy and financial plan, whilst at the same time ensuring that Service Users are treated appropriately to their needs.
3.2
Service description/care pathway

The service will provide triage, assessment, diagnosis, treatment and care planning for adult patients of 16 years and above. (All referrals for 16 years and above will be triaged by the service. For younger adults (16 – 18 years old) those requiring paediatric assessment or management may need to be rapidly directed to the appropriate paediatric services, if clinically necessary). 
The service must be delivered by a multidisciplinary consultant led community MSK service, including a combination of workforce skills, including roles such as; 
· Consultants (including pain management, Trauma & Orthopaedics and  rheumatology)

· MSK Consultant Physician/Physiotherapist, MSK GPwSI 
· Extended Scope Practitioners (ESPs)
· Physical Therapists including osteopaths
· Clinical Psychologists
· Occupational Therapists (hands)

· Rehabilitation assistants and technical instructors

· Nursing and Specialist Nurses
· Administrative input
· Sports and exercise medicine practitioners

3.2.1
Included pathways and conditions

The service shall treat the following conditions (not an exhaustive list):

· All arthralgia, myalgia (small and large joint, soft tissue, muscular pain);

· Spinal pain;
· Mechanical arthritis (e.g. Osteoarthritis)

· Chronic regional or widespread MSK pain (e.g. Fibromyalgia, hypermobility);

· MSK related soft tissue lesions (e.g. tendon injuries, ganglion, Dupytrens contracture, trigger finger)

· Metabolic bone disorders (e.g. Osteoporosis, Paget’s disease)

· Peripheral nerve entrapments (e.g. carpal tunnel syndrome)

· Sports Injuries;
· Arthritic and inflammatory conditions, including, but not limited to:
· Mechanical arthritis (e.g. Osteoarthritis)

· Inflammatory Arthritis (e.g. acutely swollen joints, rheumatoid arthritis, psoriatic arthritis, other auto-immune rheumatic diseases, and crystal arthritis);

· Polymyalgia rheumatica. 
Except in an emergency (e.g. suspected sepsis, giant cell arteritis, other forms of vasculitis, organ threatening or life threating disease) Emergency care is excluded from the scope of Service.
Rheumatoid Arthritis Best Practice:
The provider shall also work with GP referrers to encourage referrals for suspected early inflammatory arthritis to be made to the service within three days for urgent attention.
( People referred with suspected early inflammatory arthritis (EIA) should have their first specialist appointment within three weeks of their referral date. 

( Within six weeks of referral, diagnostic testing and any necessary clinical reviews should be completed. By the end of these six weeks, people who do not have EIA should be discharged back to the care of their GP, and people who have EIA should have received their first prescription for disease-modifying therapy.

 ( Every person diagnosed with EIA should receive an annual review, within one year of the date of referral. 

( During their first year of care, people diagnosed with EIA should have regular clinical reviews with monitoring of disease activity, therapeutic benefit and treatment safety in line with published National Institute for Health and Clinical Excellence (NICE) and BSR guidance.  

Patients with established inflammatory arthritis should receive a comprehensive annual review by an appropriate consultant rheumatologist. 

The Provider should comply with NICE Quality Standard QS33 (June 2013) and NICE Clinical Guidelines (CG79), including any future review(s) / update(s). 

The service shall deliver integrated:
· Single point of triage (administrative and clinical), 

· Assessment (direct and non-direct), 
· Onward referral and direct listing, as appropriate, to secondary care (orthopaedics/ rheumatology/ pain) and in accordance with patient choice,
· Direct access to diagnostics including standard X-ray views, musculoskeletal ultrasound, musculoskeletal MRI (without contrast), open MRI where PPwT has been met, routine screening blood tests (e.g. for inflammation, infection or underlying disease), routine pathology (e.g. for microscopy and culture of joint aspirates), nerve conduction studies, CT and DEXA scanning
· Disease management and treatment including: 

· MSK physiotherapy (exercise, mobilisation, manipulation, splinting, taping, electrotherapy and education informed and supported by research evidence, hydrotherapy where available)
· Joint injection therapy, 
· Pain management,

· Acupuncture, 
· Provision of appliances/orthotics,

· Fitting service (including holding a supply) for splints, 
· Possible inclusion of other evidence based / NICE approved physical therapies, for example Osteopath and Chiropractor Services

· Service user support, advice, self-management and education, 
· Referrer support, training and advice in the management of MSK conditions in primary care,

All of the above will be delivered in line with current research evidence, NICE and Department of Health guidance. The Provider shall exclude ‘red flags’, as detailed in the model core pathway below and clinical pathways (Appendix 1)
3.3
MSK Care pathway
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Primary Care Core Pathways Education Programme
Effective  Communication and Liaison
It is expected that following triage of referrals (administrative and clinical), referrals that fall within the scope of the community MSK service will be accepted for assessment and treatment within the community MSK service.  All referrals that fall outside of the scope of the MSK service should be directed to hospital or primary care services as appropriate.  The Service will give support to GPs for MSK advice through a GP advice line.

3.3.1
Primary care management
Elements of primary care management should be managed across the GP networks – with appropriate annual training and validation provided for clinical leads from practices / networks. Management of MSK conditions to be considered in primary care are detailed in the clinical pathways (Appendix 1) and will include:
· Pain management and drug therapies as appropriate according to national guidelines and agreed clinical pathways
· Patient education, lifestyle and exercise advice
· Carpal tunnel wrist splinting (with over the counter splints or first line splints to be provided by the MSK Community service)
· Joint injections (clinical pathways specify one joint injection to be administered in general practice before onward referral. To be delivered by an appropriately trained member of staff).
3.3.2
Referrals
Referrals are made into the single point of access (SPA) by GPs, Urgent Care Centre, Acute consultants and other community AHPs e.g. Nurse Practitioners, rehab teams etc. Each referral should be completed on the CWHHE single referral form containing the agreed minimum data set and be fully completed. Any referral received direct to the community department (or secondary care if not a red flag or 2 week cancer wait) must be returned to the referrer. Referrals are to be made electronically, preferably via SystemOne. 

The SPA admin team will undertake (this list is not exhaustive) : 
· Referral receipt / acknowledgment , 
· Check that minimum data set has been completed

· Booking and re-booking appointments, 
· Text reminders, 
· Operate a telephone queries line and email enquiry line, 
· Book interpreters, 

· Process discharge summaries and DNAs
· Collate activity data and statistics.
3.3.3
Self-Referral
An option for patients to self-refer to physical therapies should be available. This is shown in the model core pathway, and would require an administrative triage. Entry into physical therapies will take place only via the SPA. The model for self-referral will be dependent on the provider and could be via a telephone advice line, referral form completed and submitted by the patient or a web-based questionnaire. The patient will be clinically triaged and assessed by physical therapists. If the referral is rejected, either from the SPA or from physical therapists, the patient will be informed by the service and asked to return to their GP for further consultation. An example self-referral form is shown in Appendix 2.
3.3.4
Red Flags
Red flags are to be excluded from the Community MSK pathway and referrals should be made directly to the acute provider. Red flags are detailed in the clinical pathways and include symptoms and signs that are suspicious of:
· Suspected Cauda Equina Syndrome;

· Suspected cancer (follow 2 week wait pathway);

· Patients with acute, rapid progressive or severe neurological deficit;

· Trauma; acute trauma, suspected fracture, dislocation or infection;

· Acute tendon rupture < 6 weeks; 

· Emergency conditions including but not limited to suspected septic arthritis, temporal arteritis; 
· Suspected organ damage related to an inflammatory rheumatic disorder or vasculitis (e.g. acute renal impairment, interstitial alveolitis, pericarditis, optic neuritis, digital ischaemia etc.) or systemic disease causing toxic symptoms.
3.3.5
Triage
All referrals should be directed electronically to the SPA, except red flags and 2 week cancer rule (2WR) where referrals should be made directly to the acute provider. GPs will send referrals for any MSK condition (not included in the Exclusions or Red Flags) to the SPA via the agreed pathways. 
Admin triage: All in-scope referrals will be made to a single point of access. The Provider will be responsible for ensuring an efficient and effective administrative process. The referral will be acknowledged (e.g. via read receipt or alert) and will undergo a paper admin triage by the admin team to ensure the minimum data set has been fully completed. Any incomplete, inappropriate or poor quality referrals will be returned to the referrer.
Where a referral is for physical therapy and this is indicated on the form, as long as the minimum data set is met, the admin triage will re-direct straight to physical 

therapy without the need for a further clinical triage

Clinical triage: The referral will then undergo a clinical triage to allow the referral to be directed into the appropriate service in accordance with agreed care pathways. Clinical triage will be led by the Lead MSK Consultant and ESP for the MSK community service and be carried out by appropriately trained and qualified member, or members, of the MDT. It should include assessment and/or advice, as appropriate to the referral, from subspecialties where appropriate, e.g. consultant rheumatologist, orthopaedic consultant, pain management consultant, and MSK Extended Scope Practitioner (ESP). For avoidance of doubt, the patient is not required to physically attend the Service for the Initial Clinical Assessment of referral.
Triage turnaround time is within 1 working day from referral receipt for each triage point.

The outcomes of the Clinical Triage will include, as appropriate:

· Prioritising review and accepting urgent referrals, offering patients an appointment within timelines specified by the contract;

· Appointment arranged for Physical Therapies
· Appointment arranged for Community MDT MSK service (directing patient to most appropriate member of the MDT to support patient receive right care first time);
· Ordering diagnostic scans or blood tests for the patient, under the direction of the appropriate clinician, before the patient attendance at the service to see a specialist where appropriate;

· Undertake a telephone assessment/consultation where clinically appropriate;

· Onward referral of patients that are clinically appropriate straight to secondary care including Trauma & Orthopaedics, Rheumatology, Neurosurgery, Plastic Surgery or Pain service (for complex patients) to their preferred hospital.
· Directing patients to other providers for MSK care where patient has expressed a choice of other provider; 

· Directing referrals to a range of other primary care services or provide signposting to other services; and

· Directing referral back to the Patient’s GP with advice for further work up and management where referral information is inadequate and appropriate clinical assessment cannot be made.
· Other services – Podiatry, Dietetics.
Booking is to take place following clinical triage. Once triage has taken place there should be no delay in contacting the patient. Service Users will be given adequate notice and a choice of appointment.

· Waiting time following referral receipt to first appointment attended by patient must not exceed 

      10 working days for all consultant led MDT services and physical therapies. 
· Waiting time following first appointment to follow-up appointment attended by patient must not exceed 

10 working days for urgent appointment and 20 working days for non-urgent appointment for all consultant led MDT services and physical therapies. 

GP advice line (email or telephone, see section 3.3.8 of core specification) responses to be offered within 
2 working days for routine queries and within 4 hours for urgent queries;

A choice of appointment days and times will be offered and patients will have the option of booking appointments outside of the 20 working days period for eventualities determined by patient’s circumstances (a record must be kept of reasoning for patients whom are not seen within 10 and 20 working days).

Clinical triage to directly book into:
· Community MSK services (detailed above),

· Secondary care out patients,
· Diagnostics
· Other services – Podiatry, Dietetics, Mental health, e.g. Primary Care Mental Health Services/IAPT
3.3.6
Community Consultant led MDT MSK Service: 
This function will be provided by appropriately skilled and experienced clinicians within the MDT, and will include the following: 

· Clinical assessment, diagnostics, shared decision making, advice and support by the most appropriate MSK specialist(s) within the consultant led MDT services;

· Consultant led multidisciplinary orthopaedic service offering assessment, treatment and diagnostic work up for listing for surgery, as appropriate, under direct listing arrangements with secondary care providers; 

· Consultant led multidisciplinary pain management service offering assessment, medication as clinically appropriate and treatments appropriate for individual patients (see Section 3.3.10 below).

· Consultant led multidisciplinary rheumatology service offering assessment, treatment and medication as clinically appropriate, on-going follow up and medication under agreed shared care arrangements with the patient’s GP;

· Treatment (See Section 3.3.11); and

· Physical therapies: Physiotherapists, Physiotherapy assistants and Technical Instructors. Includes assessment, manipulation, exercise, education, hydrotherapy (where available),

· Extended Scope Physiotherapy, Diagnostics and Treatment service: and above ESPs. Increased complexity physiotherapy including treatment and interventions such as joint injections including ultrasound-guided, CTS injections, splinting, complex patients for advanced rehabilitation, education), 

· Pain Management: Consultants, Psychologists, Physiotherapists, Specialist nurses. An integrated service with secondary care (see below),

· Sports Medicine (where offered), 

· MSK Medical clinic: MSK consultant. Includes assessment, advice interventions, and may include secondary care clinicians (see below)

· Secondary Care Orthopaedic/ Rheumatology /Neurosurgery /Plastics /Pain service (for complex patients in accordance with agreed clinical pathway)
· Other related services – Podiatry, Dietetics.

· Provision of information to the patient’s GP on any non-MSK condition identified;

· Lifestyle and health promotion advice including; dietary advice, exercise promotion, signposting and coordination with other services e.g. mental health support, health trainers, expert patient programmes.
· Services delivered by the community MSK pathway should adhere to the agreed Clinical Pathways (detailed in Appendix 1). 
· Final services will need to provide benchmarked staffing following appropriate guidelines (e.g. from the CSP) and all staff must be appropriately skilled and experienced clinicians and have relevant skills and competencies. Services offered may include,

Patients are clinically assessed, treatment planned and certain interventions may be undertaken as detailed above. Treatment, education and advice may be offered on a 1:1 or group basis as appropriate to the patient’s needs. Diagnostics may be directly requested, including MRI. The patient will be re-assessed at any subsequent follow up visits and discharged according to clear criteria specified below.
3.3.7
Diagnostics
The Provider may utilise existing Commissioner service level agreements (SLAs) for accessing provision of diagnostic, including any designated local providers. The Provider must maximise efficiencies where possible, such as referring to the most cost-effective provider for imaging, whilst taking into consideration patient choice. The Provider will be required to review, follow-up on results and ensure appropriate action is taken within 1 working day of receipt of results. This process will be stipulated in the agreed Diagnostics clinical guidelines and policy including auditing process to ensure that all staff notes and records are audited within a yearly cycle. Any unnecessary delays in receiving results from diagnostic services must be reported to the Commissioner and recorded and monitored within the Provider’s tracking system. 
Principles for use of MRI in the community service are designated as follows:

· Requests for MSK MRI must be sent via the MSK community service. The patient is to be seen face to face before an MRI is requested. They should be assessed, against the Royal College of Radiologist guidelines. 

· The preference for location must take into account patient choice. 

· If the MRI is being requested prior to and as a requirement for surgery then the MRI should be completed by the provider who is likely to be carrying out the surgical procedure, to ensure the images are at the correct standard for the surgeon. 

· If the MRI is being requested to exclude a condition prior to continuing therapy then the report should be approved by MSK radiologists.

· Images and reports are to be transferable and accessible to community and acute providers.
· Reports are to be embedded into the image.
· In exceptional circumstances, MRI scans are to be provided in absence of patient NHS number with clear clinical justification.
· The Community service will send recent MRI images on to acute provider electronically via the diagnostic provider and include an electronic link where record is held on diagnostic cloud

· Access to urgent scans. Urgent scans should be available as a matter of clinical discretion. Examples of where this might be appropriate include red flags that were not suspected at the time of referral, severe pain refractory to adequate and appropriate analgesia, clinical deterioration where urgent imaging is important to determine diagnosis or management.
3.3.8
Education, training and support for referrers: 
· The Provider shall provide support, training and advice to GP practices in the management of MSK conditions in primary care whilst also delivering care to Service Users at ‘intermediate’ level. 
· Including GPs and other healthcare professionals having access to specialist advice and guidance services, by telephone or email, to support them in the diagnosis and the on-going management of patients in primary care.  The Commissioner expects the Service to turnaround these requests within a maximum of 4 hours for advice relating urgent requests. Advice for non-urgent requests must be provided within two working days. 

· The Parties anticipate that by providing care at this level, secondary care specialists are able to focus on service users with more complex health needs requiring surgical intervention. The Provider’s support to GPs shall include a specific focus on health inequalities with the aim of reducing late presentation, and a reduced likeliness of referral to hospital, elective surgery and unplanned hospital admissions among socially disadvantaged service users.
The Provider will be expected to work with local GPs and the CCG to provide relevant educational support and training to GPs. This will build upon the clinical skills for the diagnosis and management of service users with MSK conditions, as well as providing advice in the clinical decision making of the Service User’s care. The Provider will be required to deliver joint education sessions with interface services to local GPs, in order to clarify for referrers and providers the additional vocational rehabilitation services, mental health and third sector organisations available to service users and to encourage collaborative working. 

3.3.9
Patient self-care 
Patient self-care must be promoted through education and supported self-management plans. As part of self-care/management plan for patients, the provider will be required to use creative approach that support compliance to prescribed treatment plan that improves clinical outcomes and  patient’s recovery.
A variety of tools and techniques should be utilised to support patients in understanding their conditions, what the treatment plan may be and that they are involved along the pathway of care. A specific focus on patient support and care planning for patients with long term conditions is essential.

On discharge from the Service, patients should receive care-planning support, supported by a self-management care plan. This will describe the patient’s self-care action plan and a copy will be held by the patient, the GP as well as the Service.  The care plan should be developed jointly with a patient, respecting the specialist opinion and advice, and be inclusive of maintenance, exercise and other relevant advice (e.g. diet advice).  More complex patient’s care plans may be uploaded on to a shared care record system with access by secondary care with the consent of patients.
3.3.10
Community Pain Service: 
The Provider will be responsible for proving a MDT approach to chronic MSK pain management within the Service.  It is expected that only a small proportion of patients will be referred to hospital care for specialist interventions.  For the purpose of this Specification, MSK Chronic pain has been defined as pain relating to, or resulting from, a musculoskeletal condition or disorder that persists for longer than 3 to 6 months, or beyond a reasonable healing time for an injury or treatment.

Within the pain service, the Provider shall provide:

· Prevention strategies: the Service should work to reduce the impact of chronic pain and empower patients through utilising care planning and supported self-care techniques.

· Pain assessment and care planning with patients: to assist in the selection of treatment options most likely to be effective and accepted by the patient.

· Supported self-management: sign posting patients to self-help resources and support groups.  The Provider should also encourage the development of local patient groups and expert patient support.

· Pharmacological management: in line with the North West London Formulary.                             

· Psychologically based interventions (one to one or group): such as a pain management programme within the Service should be considered for patients with chronic pain. The Service should provide one to one psychological assessment to address any concerns that patients may have about such a referral so as to increase uptake and reduce non-attendance. Access to local (and coordination with) Primary Care Mental Health Services/IAPT Services, mental health services (for clinical psychology), social services and peer support programmes, including developing mentors, should also be considered.
· Physical therapies: exercise and exercise therapies, regardless of their form, are recommended in the management of patients with chronic pain.  Acupuncture will be delivered where evidence supports its use for MSK related conditions (access via pain clinic or ESP / physiotherapist referral, evidence-based treatment only is available which includes sub-acute and chronic back pain, delivered by appropriately trained ESP or GPwSI).
The Provider will need to integrate with specialist pain management services in hospital to facilitate direct referrals for specialist interventions e.g. spinal injections.  Referrals to hospital pain services may include patients who have failed initial therapies, those with high Opioid demands and those requiring specialist diagnostic procedures and interventions. 

3.3.11
Clinical and non-clinical treatment and minor procedures
The Service must offer most appropriate clinical and non-clinical treatment and minor procedures to meet the needs of patients using the Service. Clinical and non-clinical treatment and minor procedures include:
· Provision of appliances/orthotics;

· Fitting service (including holding a supply) for splints;

· Physical therapy includes physiotherapy, osteopathy, acupuncture and hydrotherapy;
· MSK hand therapy and occupational therapy; 

· Rehabilitation programmes;
· MSK related minor operative procedures within clinically appropriate settings;

· Joint injection therapy, including Intra-articular injections and soft tissue injections; and

· Joint aspiration.

· Lifestyle, well-being and health promotion advice including; dietary advice, exercise promotion, signposting and coordination with other local statutory and voluntary community services for peer/patient support with regard to mental health, social health, self-care/management, health trainers, expert patient programmes.

Joint Injection therapy: General guidance for joint injections is for one steroidal injection to be administered in primary care by an appropriately trained member of staff. If this does not have satisfactory clinical outcomes, the patient will be referred into the Community MSK Service for onward care and treatment. Where clinically indicated, ultrasound capability should be available to complete ultrasound guided injections.
Any minor procedures or surgical interventions carried out by the Service will be carried out in the appropriate environments, which meet national standards, Care Quality Commission (“CQC”) requirements and any applicable Regulations.   Any such treatment must comply with all relevant NICE guidance and other clinical best practice and thresholds as agreed by the Commissioner.

The commissioner may require the Provider in future to enhance the provision of treatment options to include such therapies as the administration of biological medication for inflammatory arthritis through joint agreement, in accordance with any future updates to NICE guidelines that permit this to occur in the community.

3.3.12
Shared Decision Making
Shared Decision Making (SDM) is a key component that underpins the Service. SDM will be promoted by the service, and may involve signposting patients to the national Patient Decision Aids and online tools to supply information and advice to patients and guide and support them through decision making.  
3.3.13
Discharge Criteria
Acceptable discharge criteria are as follows:
· Resolved
· Optimum outcome following treatment/ advice achieved
· Patient able to self-manage
· Patient able to manage condition with exercise programme
· Patient failed to attend for initial appointment or full course of treatment in line with the CWHHE CCG DNA policy
· Patient declines to participate in recommended evidence based management

· Patient requires referral to another discipline or back to original referrer
· Referral back to GP for further management with advice
· Patient discharged for requested second unbiased opinion
Information provided to a patient’s GP at discharge should include:

· Patient identifiable details (patient number / name);

· Date of attendance and discharge;

· Investigations carried out;

· Summary of findings (including diagnosis);

· Information provided to the patient;

· Management plan;

· Medications initiated or terminated; and

· Follow-up arrangements.
· Name of the clinician 
3.3.14
Onward referral from the Service
Direct referrals can be made from the Service to hospital care for MSK related conditions. 

Where onward referral to hospital based care is required (e.g. for surgery or adolescent patients that require paediatric specialist opinion), the Service will be required to provide:

· Informed choice of provider for patients – patients must be presented with information on options they have for choice of provider when referred to hospital;

· Notification to the patient’s GP within 7 days;

· Direct listing where appropriate and where arrangements are in place and patient choice is offered;

· All diagnostics results and patient notes under agreed information sharing arrangements with hospital providers to prevent diagnostics duplication; and

· Processes and pathways for rapid onward referral of patients with suspected malignancy, under 2 week wait rules, ensuring follow up with the receiving provider to ensure the referral has been received and actioned.

The Service must have in place pathways and processes for urgent referral to A & E for emergencies.

3.4
Information Technology
The CCG requires the service provider to use SystmOne operating system via a secure N3 connection to deliver the service. To enable the service to access shared patient records with GPs and to support whole system integrated care (WSIC) between the service and primary care. 
The Provider will be responsible for the provision, maintenance and cost of all Information Management & Technology (IM&T) hardware and software, licenses and IT support services required to meet the needs of the Service. The provider will install and maintain IM&T systems that enable secure storage and transfer of information between providers in the care pathway. 
The Provider must ensure that appropriate “IM&T Systems” are in place to support the Service before Service Commencement.  “IM&T Systems” means all computer hardware, software, networking, training, support and maintenance necessary to support and ensure effective delivery of the Services, management of patient care, contract management and of the organisation’s business processes, which must include:

· Single point of access;

· e-Referral; 
· Clinical services including ordering and receipt of pathology, radiology and other diagnostic procedure results and reports;

· Prescribing;

· A single electronic patient health record for every patient, which is identifiable by a unique number (e.g. patient NHS Number);

· Inter-communication or integration between clinical and administrative systems for use of patient demographics;

· Systems for referral management and booking for both GP referrals to the Service and onward referral from the Service to a specialist.

The provider will work with the CCGs and other parties involved in the care pathway to improve the use of information in support of patient care. This may include participation in audits.

3.5 Equipment

The Provider will be responsible for the purchase and maintenance of all equipment inclusive of the agreed tariff.

The Premises may contain equipment, furniture, furnishings and consumables used in the delivery of the Services (e.g. reception and office desks, consulting room furniture, fridges used for storing drugs, syringes, sample collection materials, bandages, etc.). Collectively these will be known as the “Equipment”. The Equipment may include permanently installed Equipment as well as Equipment used in the maintenance and upkeep of the Premises.

The Provider will ensure that all medical equipment is regularly calibrated or serviced in line with the manufacturer’s guidelines

3.6
Medicines Management  
The Provider must have a mechanism to prescribe medication using an FP10 for new medications or amended doses. At least 14-28 days of supply should be prescribed, unless the full course of treatment is less than 14-28 days or a lesser supply is appropriate for clinical reasons. The prescription has to be entered within the patient electronic medical record with the appropriate coding.
This will allow treatment for the patient to be commenced and provide accurate prescribing data for the Provider, the GP and the CCG. The Provider needs to provide accurate information (within 48 hours of the appointment) within the Electronic Record regarding the  outcome of any appointment and resultant changes to medication to allow the GP to prescribe on-going medication to the patient as clinically appropriate
In line with the NWL Integrated Formulary, GPs should not be asked to prescribe medicines included in the ‘red’ list and unlicensed medicines (http://www.hounslowccg.nhs.uk/news-and-ublications/publications.aspx?n=1941). GPs should not be asked to prescribe unlicensed ‘specials’ when an alternative, more cost effective licensed product is available. Providers should restrict their prescribing of unlicensed medicine to the list recommended by the Royal Pharmaceutical Society. Ideally, informed consent for the use of licensed medicines outside of their licensed indications should be obtained from patients before the prescription is written. Where there is a substantial body of evidence to support the use of a licensed medicine outside of its licence, the GP may be asked to prescribe.

When a medicine requires specialist monitoring, the GP may be asked to prescribe only if the following conditions are met before shared care takes place:

· The patient's condition is stable; and

· The agreement of the patient's GP is sought prior to the transfer of prescribing; and

· The GP is sufficiently informed and able to monitor treatment, identify medicine interactions and adjust the dose of any medicines as/if required by shared care; and

All individual consultations are required to include a discussion of ‘how to use prescribed medicines and devices’. This should be supported by the provision of information leaflets as appropriate. The Provider will ensure that any potential issues of medicine adherence (medicine taking) are considered and addressed. 

When the patient is discharged from the service (or after episodes of care as appropriate) information should be provided to the GP including:

· Details of any medicines that have been stopped, the reason why the medicine has been prescribed and the intended duration of any new medicine

· Any adverse reactions or allergies 

· Appropriate contact details where the GPs can communicate any issues

· Any special arrangements made with Community Pharmacists or Community Nurses to supply/administer medicines

The providers will be required to monitor and audit internal prescribing as good practice and provide a report to the Commissioner every six months.

The Provider will meet safe and secure handling of medicines standards as required by CQC annual health check, and be able to provide evidence of compliance (i.e. procedures and policies).

All medicines (diagnostic, analgesics, anaesthesia, and discharge medicines) and devices will be procured by the treating service Provider and should be inclusive of the agreed tariff.

The CCG will not be invoiced by the Provider separately for medicines which have been provided, whether through the clinic or by out-patient prescribing. All tariffs are therefore ‘drug inclusive’ and are inclusive of initial supply of medicines. 

The Provider will monitor their prescribing as good practice and provide a report to WLCCG every six months on request.

The patient pathway should include community pharmacies to address medication adherence, information on prescriptions, counselling on first supply, any other queries.

The Provider will demonstrate compliance of any relevant Safety Alert Broadcast systems, NPSA and MHRA safety alerts and notices. The Provider will have a formal process of sharing incidents with WLCCG including documentation with planned action.

The Provider will have a process in place to report Adverse Drug Reactions via Yellow card reporting system (i.e. local procedures and policies).

3.7
Accessibility/acceptability 
· The provider will offer services from a variety of locations in the community and will offer between a minimum 08:00 and 18:30 Monday to Friday and include some flexibility to offer later evening and/or weekend opening. 
· Flexibility with regard to locations, days, times and sessions held (e.g. extended hours) to reflect modern working commitments and to encourage maximum levels of attendance is supported.
· The service will be provided from community sites that provide coverage across the West London CCG areas. This will include as a minimum 1 location in the north and 1 location in the south of West London CCG catchment area.
· Service delivery sites must be easily accessible via public transport and provide the option of parking nearby.

· Services should be accessible to all patients registered with a GP in West London CCG.

· The Provider must demonstrate how they will ensure equality of access for all patients meeting the duties of the Equalities Act 2010 for protected characteristics including but not limited to age, gender, disability, race, religion and sexuality, including where appropriate, positive outreach to patients and case finding. 

· Leaflets should be available in translated versions on request and interpreters will be supplied where required- languages include Arabic, Farsi, Bengali, Cantonese, Polish and French. 

The Provider will ensure that the service is open for patient consultations 48 weeks per year between Mondays-Friday. The service could be available on weekends or evenings.

The Provider should give relevant information to patients as to what services to access should a treatment complication arise outside these normal hours.
The Provider must provide appropriate assistance and make reasonable adjustments for service users etc. who cannot speak, read or write English or have communication difficulties.’  (please follow the following link:  http://www.england.nhs.uk/wp-content/uploads/2015/03/14-nhs-contrct-serv-conditions.pdf , page 14, SC 13.2) 

The Provider is expected to provide accessible and high quality transport for patients based on the national guidelines and eligibility for Patient Transport Services.    
The service should develop an accessibility and non-attendance policy to be approved by the commissioning organisation prior to mobilisation and go-live.
3.8 Cancellation Policy

If a patient cancels their appointment they will be offered another appointment.

If a patient cancels twice on consecutive appointments they are liable to be discharged except in exceptional circumstances. A warning will be given after the first cancellation.

If a patient cannot book a further appointment for valid reasons, the appointment may be left open for a maximum of one month.

3.9 Did Not Attend (DNA)

If a patient did not attend their appointment (either new or follow up) they will be sent a letter to book a new appointment in 10 working days. If the new appointment is not attended they will be discharged except in exceptional circumstances. DNAs will not be paid for by the CCG. 
Once discharged if a patient telephones the department they will be advised to go back to their doctor for another referral if they still require treatment.

In exceptional circumstances a patient may be offered another appointment once discharged.

3.10 Response time and prioritisation

· Referred patients  have a confirmed appointment booked within 5 working days of receipt of the referral
· Routine assessment and treatments must be carried out within 10-20 working days of referral receipt

· Urgent assessment and treatments must be carried out within 10 working days of referral receipt
· Reports and letters following assessment/treatment sent to GPs within 5 working days
All referrals should be offered an appointment that is compliant with the 18 week referral to treatment pathways.
3.11
Population covered
The MSK service should be available to the following:

· All patients aged 16 or older registered with a West London CCG member practice
· All patients aged 16 or older temporarily registered with a West London CCG member practice

3.12
Any acceptance and exclusion criteria and thresholds

Exclusions

· Patients who do not have a suspected musculoskeletal condition

· Patients under the age of 16 for all Services (patients between 16 – 18 years old will be accepted by the Service but may need to be referred to a paediatric service if clinically necessary)
· Patients not registered with a GP in the commissioning borough (unless a NCA (non contractual agreement) is in place)
· Patients requiring inpatient care / day-case services beyond simple procedures and outpatient infusion / injection treatments provided by the community MSK service
· NHS England Prescribed Specialist Commissioning Services

· Patients requiring home visits

· Red flags as detailed in section 3.3.4
3.13       Governance Requirements

Clinical Accountability 
Whilst the overall clinical responsibility of the Service User resides with the registered GP, the Provider shall be clinically responsible for the episode of care that is administered to the Service User. Further, the Provider shall be responsible, and accountable, for all aspects of the work of its Staff, including the management of Service Users, in accordance with the GMC, NMC, Health Care Professionals Council, Chartered Society of Physiotherapy and College of Osteopathy codes of ethics and rules of professional conduct. 

There must be a clear and accountable governance arrangement with senior clinical leadership to provide accountability over care provided within the Service with appropriate presence at Service delivery locations.
The provider must ensure adequate clinical input and support from lead Consultants for orthopaedic, pain management and rheumatology to provide consultant led multidisciplinary MSK services.  Consultant is in attendance and available to supervise at least 70% of clinical sessions/schedules.  Audit of clinical sessions/schedules attended and supervised by Consultant e.g. job plan, clinic and attendance record must be provided if requested by the contracting authority/commissioner.
Workforce
The community MSK workforce must be capable of meeting all the requirements of the service specification and must be flexible enough to deal with fluctuations in demand and capacity without detriment to service delivery. It is expected that the service will be fully-staffed throughout the contract with the appropriate skill mix of clinicians, managers, and administration staff.  Any staff vacancy must be reported to the Commissioner as part of monthly monitoring or as the potential vacancy arises (including long term sickness and maternity). Vacancies are likely to impact on service delivery and must be dealt with pro-actively.  

The commissioner is looking for innovative approaches to workforce provision, which puts clinical safety and   quality at the heart of the service with an emphasis on patients being seen by the most clinically appropriate           person at the most appropriate time.

Staff from secondary services should not be used to back fill staff vacancies/absences within the community service. We will expect the service to focus on developing the MSK workforce with particular emphasis on effective recruitment, development and utilisation of specialist nurses/allied health professionals and GPwSIs.  More senior specialist staff should only deliver aspects of care that only they can do.  

The service will also be expected to recruit/activity develop staff with competencies across related clinical areas as necessary, to ensure patients with associated MSK conditions receive optimum care. 

The provider will have responsibility for ensuring that suitable training and mentoring arrangements exist for all clinicians working within the service and that training is provided to ensure succession planning for future       provision of MSK services.

The provider will ensure that all staff members have the training and development they require to deliver the services in a way such that patients receive compassionate, efficient and empathetic care. 

Minimum clinical governance requirements
· There should be a clearly documented process to support the management of the MSK service.
· In addition to those referenced within the main body of the standard contract, the provider should have policies covering:
· Infection control procedures
· Needle-stick injury management (including access to fast track management)
· Clinical Waste Management
· Health and Safety 

· The provider should ensure that the service is delivered from a suitable location

· The provider should ensure the service is delivered from a suitable clinical room

· The provider should undertake a risk assessment of the room that they intend to deliver the service from ensuring that they assess for the risk of collapse and any other reasonable foreseeable circumstances

· The service should be provided in a room with a couch and a sink

· The service should be provided in a room with a panic alarm system

· All standards of communication should adhere to Caldicott and Data Protection guidelines

· Data generated in the course of delivering the service should be available to the commissioner on request.  The commissioner will give due regard to data protection and confidentiality requirements. 

· If required to ensure that the service is operating effectively, the commissioner can interview the service provider's staff.  

· Health promotion activities can be promoted to patients as long as there is no cost attached to a patient in taking up these activities.
            Minimum Information Governance requirements 
The Provider will ensure that all information sharing guidelines and protocols are abided by to maintain the safeguard of service user identifiable data. The Provider will take account of: 

· Data Protection Act requirements; 
· NHS Code of Confidentiality;
· The CCG’s information governance policy
· Informed consent; and
· NHS Connecting for Health’s care records guarantee. 

If there are any concerns regarding the safe transfer or use of service user identifiable data, then these should be reported as a Serious Incident and referred to the local Caldicott Guardian. 
The Provider will have in place a completed NHS Information Governance Statement of Compliance (IGSoC) process, comprising:

· IGSoC signed by the most senior executive in the organisation, and sent from that individuals mailbox (usually the CEO) to igsoc@nhs.net;

· Logical Connection Architecture – a description of the applying organisations network infrastructure;

· Sponsorship letter from the NHS organisation to which you provide services.

· All IGSoC processes will have to be approved via Connecting for Health IGSoC Team. http://www.connectingforhealth.nhs.uk/systemsandservices/infogov/igsoc

The Provider must complete and provide evidence that they have achieved a minimum of level 2 scores for their organisation's Information Governance Toolkit https://nww.igt.hscic.gov.uk/
3.14
Interdependence with other services/providers

Referral sources

· Referrals can be made by GPs, UCCs (Urgent Care Centres), ED (Emergency department), Acute consultants and other Community AHPs (for example Podiatrists, Nurse Consultants, Community Rehab)
· Self-referral by patients to the physiotherapy service (via clinically appropriate triage route)
· The Provider shall have in place appropriate interface services, such as: diagnostic providers, podiatry service, community psychological therapy services, dietary services and exercise on prescription. 
· At point of referral, the provider is to ensure that where necessary, Service Users can access interpretation services; 
· At point of referral, the provider is to ensure that where necessary, imaging services shall be available for Service Users referred to imaging. 
Interdependencies

· Referral Management Service (where applicable)

· GPs

· Consultants in secondary care

· CWHHE CCGs

· Diagnostic services

· Acute Settings – Chelsea & Westminster NHS Foundation Trust, Imperial College Healthcare Trust, West Middlesex University Hospital, Ealing Hospital Trust, Northwick Park, Kingston Hospital, Ashford and St Peters
· Tissue Viability Service

· Practice Nurses

· Bio-mechanical podiatry

· Dietetics

· Health Improvement Teams

· Central West London Mental Health Service

· Community Occupational Therapy Services

· Local Authority

· Community Health Services

· Community Rehabilitation

To assist with integration and multi-disciplinary working, the Provider will host regular clinically-led multi-disciplinary team meetings including relevant clinicians from other services (MSK leads in GP practices and secondary care clinicians) to discuss patient care pathways and integrated working.

Coordination with Primary Care

The engagement and support of local GPs will be vital to the success of the Service. The Provider will work effectively with local GPs and GP networks, including:

· Keeping GPs informed about the diagnosis, care provided, plan for ongoing care, expectation of practices in primary care (including review dates). 

· Support GPs / GP networks to develop primary care MSK leads.

· Ensure adequate medication information is provided at discharge from the service to support medication review by local GPs and pharmacists;
· Involve clinical networks in the on-going development of services;

· Involving primary health care teams in delivery of care (including shared care arrangements); and 

· Education and skills development of GPs and the wider primary health care team, and support for condition management in primary care.

The new service will be accessible for local GPs, who will be able to ask for advice and guidance via email (or through an arranged phone call) before or instead of referring a patient. 

3.15
Patient Engagement and Experience
The Health and Social Care Act (2012) underlines a commitment to put patients at the centre of care delivery by providing them with better information, more choice and a stronger voice. All major policy drivers make it clear that good practice in patient experience must be embedded, for example a patient panel, in reviewing the service so that the views of patients and the public are heard and inform decision making.
The NHS Outcomes Framework 2011/12 sets out a clear framework for driving improvement in the quality of patient experience and outcomes. Alongside the Framework sit the Care Quality Commission’s Essential Standards which outline how the NHS can provide the services and experience that patients expect.
The Provider of the community musculoskeletal service will be expected to involve patients, carers and the public in the planning and monitoring of the service, including any future developments throughout the contract term. 
Patients as partners in care

A key component of developing suitable long term disease management programmes is to develop patients’ skills and knowledge in managing their own condition.  It is expected that the service provided by the community team will support the ethos of developing “expert patients”.  

The Provider will offer a comprehensive range of patient information and will direct patients to other resources such as support groups in order to educate support and empower them to live with their skin problems. Patients should be included in the development of and implementation of care plans and be involved in continuous review of needs and what actions to be taken to achieve these requirements.

The following components will be considered as part of this service model:

· Care Plans, personal health plans and patient diaries that support self-management.

· Accessible and comprehensive patient and GP information to support pro-active self-management.

· Guidance on self-management for patients 

· Tele-health solutions where clinically appropriate.

Advice on self-management and patient education leaflets to be made available by the service.

Information will be formatted according to WLCCG’s guidelines, and agreed by WLCCG’s Communications Department and should be made available in different languages as required.

Patient participation
The Provider will work with patients in ways that foster partnerships and include:

· Agreeing jointly with the patient their goals for improved health and wellbeing

· Facilitating peer mentoring and support

· Promoting self-care – including Expert Patient Programmes

· Understanding patient comments and suggestions, and responding to these as part of the service improvement

· Offering self-management tools including considering the appropriateness of tele-health solutions where this improves the quality and accessibility of care.

The Provider will be expected to use EQ-5D and other standardised instrument as a measure of health outcome of patients before and after an episode of care/treatment provided by MSK services. Health outcome of patients will be monitored and patients will report at least 20% improvement after treatment/an episode of care (West London CCG is exploring the possibility to pilot Musculoskeletal Health Questionnaire, MSK-HQ as outcome measure for the service).
The Provider will make arrangements to carry out patient satisfaction surveys in relation to the service and will co-operate with such surveys that may be carried out by the commissioner. The provider shall have regard to any Department of Health guidance relating to patient satisfaction surveys. The provider will be expected to demonstrate evidence of having used the patient experience of using the service to make improvements to service delivery. 
Patient satisfaction with the service will be monitored as a KPI with the expectation of the highest possible satisfaction and at least 75% of patients will report a positive experience of the service.

The Provider will be expected to act upon patient feedback in all its forms including the provision of a clear complaints procedure, and make adjustments as appropriate to ensure they continue to deliver a high quality patient centred service. It is the provider’s responsibility to ensure that a variety of mechanisms exist, are supported, and resourced to enable patients to give feedback on the service and also to report back on actions taken and how the service is improved as a result. All patient engagement should form part of an audit trail to ensure the quality, transparency and integrity of the process. 
3.16 Continuity of Service and access for patients
Patients with long-term conditions, under the care of the Service, must be provided with access to telephone or email support by the appropriate MDT member within the service, with a response to be provided preferably within 24 hours but no more than 48 hours.
3.17 Acute Services

Key to the success of the new community service will be strengthening arrangements to ensure that hospitals only see those patients who must be seen in hospital and all other referrals will be seen in the community service.  The provider will be required to participate in reviews of referrals going direct to acute services and facilitate the redirection of referrals appropriate for the community services, by for example participating on MDT panels and contributing to care planning decisions for patients.  Rates of re-direction will be monitored within the contract via a KPI. The provider will be expected to develop referral pathways and protocols with providers within the local healthcare economy where necessary.  The new community service will be accountable for ensuring local acute trusts are aware of the service and referral arrangements. 

3.18 Psychological therapies 

If the patient requires psychological support for mild or moderate anxiety and depression associated with their condition then the patient should be referred to the local primary care mental health service /IAPT service.  

	4.
Applicable Service Standards

	4.1
Applicable national standards (e.g. NICE)
· The DH MSK Services Framework (2006)

· NICE Guidance, Osteoarthritis; The Care & Management of Osteoarthritis in Adults. Feb 2008
· NICE Guidance, Rheumatoid Arthritis; The Management of Rheumatoid Arthritis in Adults. Feb 2009
4.2
Applicable standards set out in Guidance and/or issued by a competent body (eg Royal Colleges) 

The following is not an exhaustive list; providers will be expected to adhere to all relevant guidelines.

· Procedures carried out to UKCC nursing standards
· National Service Frameworks where applicable (Long Term Conditions, Older People)
· Procedures carried out to Royal College of Physicians standards
· The Chartered Society of Physiotherapists – Quality Assurance Standards, 2012
· Health Professions Council – Standards of Proficiency; Physiotherapists, 2013
· Royal College Nursing– Integrated Core Career and Competence Framework, 2012
· Pain society and faculty of Pain Medicine at the Royal College of Anaesthetists- standards for care of pain generally and pain management programmes etc.
4.3
Applicable local standards
4.3.1 Locally defined, general requirements for providers 
Requirement

Applicable service category

Provider delivers their community medical and surgical services contractual and statutory requirements. No breaches in the last 12 months.

Community Service
Provider is CQC registered with no conditions 

All

Provider has a clear waiting list.

Community Service
Same day appointments are available for patients clinically assessed as requiring them.

All

Provider shares information with commissioners to support quality improvements (subject to IG rules).

All

Provider actively collects analyses and acts on feedback from patients and carers.

All

Provider participates in clinical audit cycles and peer review external to their practice.

Community Service
Provider provides agreed list of community out of hospital services
Community Service
4.3.2 Locally defined, service-specific requirements for providers 
Requirement

Applicable service category

Individuals will have access to relevant and comprehensive MSK information, in the right formats, to inform choice and decision-making about their care. 

All

Providers will signpost patients to local relevant services which could help them.

All

Information and services will be available for individuals who are able to self-manage their MSK conditions or who need care plan support. 

All

Providers will consider whether working with other providers would increase the efficacy of new service (e.g. third sector, schools, libraries, religious organisations).

All

Providers demonstrate that they have identified any potentially hard to reach groups (as defined by the JSNA) that exist within their target population, and have taken appropriate action to improve access to the service for these groups.

All

4.3.3 Key Performance Indicators (KPI’s)

The Key Performance Indicators (KPIs) at Table 1 have been developed for this service for the first year. These    will then be annually reviewed and adjusted. 

	5.
Applicable quality requirements and CQUIN goals

	5.1 Applicable Quality Requirements (See Schedule 4 Parts [A-D])

Not applicable

5.2 Applicable CQUIN goals (See Schedule 4 Part [E])

The following CQUIN goals to be implemented from 2017/18 onwards:
(i)       (i)    Reducing variation in GP referrals to MSK acute and community services (for example top 20 GP 
(ii)              practices have been identified as high MSK referrals)
· Provide an enhanced clinical support to GPs to improve GP compliance with MSK core pathways as specified in Appendix1 of this service specification.
· Assign a designated MSK clinician to attend GP MDT meetings by providing direct clinical input to support GPs in managing patients with MSK conditions

· Develop a robust GP/practices education programme in up-skilling GPs in conjunction with these practices

(ii) Patient forum and self- help group 
· Working with local community/voluntary/patient groups to establish and maintain self-help group for patients with long term and chronic pain problems/conditions (i.e. Liverpool SMILE pain support group).
· To set up patient forums with the aims to provide an effective platform to monitor and report on patient outcome measures, service quality performance and any service improvement in response to patient feedback and satisfaction with the service (a minimum of four patient forums to be held annually)

· Develop a range of initiatives/approaches that support self-care and self-management for MSK patients
(iii) Compliance to MSK Clinical Pathways 

· Carrying regular clinical audit to ensure MSK clinicians are complying with the relevant MSK clinical pathways within the sub-specialities of the consultant led MDT services for orthopaedic, pain management and rheumatology in accordance to best clinical guidance, NICE quality standards and guidelines 
· Providing assurance that patients are receiving the right care in the right place by right person. 
These CQUINS goals will be reviewed and amended annually where necessary


	    

	The Provider’s Premises are located at: The service provider should deliver services from sites locally defined by each West London but as a minimum there should be two sites to allow equal provision to the North and South of each borough. 



	7.
Individual Service User Placement

	Not applicable


Table 1: Key Performance Indicators

	NO.
	Quality Requirement


	Threshold
	Method of Measurement
	Frequency
	Consequence of breach
	Timing of application of consequence
	Applicable Service Specification

	1.
	Patient Satisfaction with the service 
	75% satisfied with the service

Numerator: Number of patient satisfied  with service

Denominator: Total number of respondents

Minimum response rate 25% of patients who attend MSK clinics

Numerator: No. of patient responses

Denominator: Total number of patients who attend clinic
	Establish a regular programme of surveying the MSK patients to elicit views about patient experience, service quality and barriers to attending.  

Provider required to agree questionnaires with commissioners and means of administration
	Quarterly


	0.5% Financial Penalty Weightings  (Annual Invoice Value)

	
	

	2.
	Waiting Times
(a) First appointment - Percentage of patients seen or/and treated within 10 working days of receipt of the referral

(b) Follow-up  appointment - Percentage of patients seen or/and treated within 10 working days for urgent and 20 working days for non-urgent in receipt of the referral
	(a) First appointment - 90% seen or/and treated within 10 working days
(b) Follow-up appointment - 90% seen or/and treated within 10 working days for urgent appointment and 20 working days for non-urgent appointment
Numerator: Number of patients seen or/and treated within 10 working days for First appointment and 10 working days for  urgent and 20 working days for non-urgent
Follow-up appointments.

Denominator: Total number of patients referred within 10 working days for First appointments and 10 working days for  urgent and 20 working days for non-urgent Follow-up appointments.
	Performance Report
	Monthly
	1.0% Financial Penalty Weightings  (Annual Invoice Value)

	
	

	3.
	Improvement of health outcome of patients after treatment/an episode of care (West London CCG is exploring the possibility to pilot Musculoskeletal Health Questionnaire, MSK-HQ as outcome measure for the service).


	20% improvement of health outcome as reported on EQ-5D by patients

Numerator: Number of patient reported an improvement of health outcome after treatment//an episode of care
Denominator: Total number of respondents

Minimum response rate 50% of patients who have completed treatment /an episode of care

Numerator: No. of patient who completed EQ-5D before and after treatment /an episode of care

Denominator: Total number of patients who have completed treatment /an episode of care

NB: Percentage of improvement and minimum response rate will be reviewed annually and adjusted during the contract term
	Provider Report
	Monthly
	1.0% Financial Penalty Weightings  (Annual Invoice Value)

	
	


SCHEDULE 4 – QUALITY REQUIREMENTS
A. Local Quality Requirements 

	Quality Requirement


	Threshold
	Method of Measurement and Frequency
	Consequence of breach                               
	Monthly or annual application of consequence
	Applicable Service Specification

	Improve quality and access to services – 

· More patients diagnosed and treated within the community.

· Services closer to home.

· Avoid unnecessary delays or waits for secondary care appointments

· Better signposting and cross referral to relevant services

· Reduce the number of appointments a patient needs to attend

· High quality of service and outcome for patients with common musculoskeletal problems

· Clinical audits


	1. 75% of patients report satisfaction and positive experience with service

2. Audit data provided of breakdown of annual activity in terms of ethnicity and age

3. Triage >90% of referrals to service within 1 working day

4. 90% of patients to be seen at  initial assessment or first routine appointment within 10-20 working days of being triaged into the service
5. Urgent appointments offered  and seen by the service within 10 working days of being triaged into the service
6. 100% of onward referrals to secondary care have a set of investigations and results completed appropriately where known. 

7. Undertake bi-annual clinical audits, including ‘value-added’ by contact with the service (reduction in pain, improvement in pain / symptoms / ability to self-manage
8. Compliance of staff with statutory and mandatory training (Threshold 95%)
9. Outpatient letter and discharge summaries to meet minimum dataset as detailed in the service specification (for both clinicians and patients)
	Monthly, quarterly and cumulative annual reports to the CCG must include:

Audits of:

· Outcomes of patient satisfaction and remedial action/development plans

· The total number of referrals received for triage in the community service;

· The number of immediate onward referrals to secondary care following paper triage;  

· The number of onward referrals to secondary care following a minimum of one appointment/attendance within the community service;  

· First and follow-up activity within the community service.

· Bi-Annual staff training report
	As per GC9


	
	

	More efficient and targeted use of clinical resources

· Reduce the number of secondary care outpatient attendances

· Reduce the number of referrals or investigative/ diagnostic procedures to secondary care and Accident & Emergency attendances

· Increase conversion to surgery rate (70% or higher)
	1. Increase conversion to surgery rates (70% or higher)
	· Quarterly and accumulative annual monitoring from acute activity report 


	As per GC9


	
	

	Support for GPs

· GPs are better supported and advised for the provision of musculoskeletal care

· Provider will arrange educational activities for GPs and support for referrers with the aim of improving the quality of referrals and MSK knowledge of referring clinicians


	1. Annual consultation with GPs within the networks about availability of support and training demonstrates high satisfaction

2. A minimum of one educational workshop/ session per practice or as required annually
	· GP consultation confirms high satisfaction with support and training processes through on-going dialogue and feedback. This will take place through Network meetings and Service meetings.
· Submission of annual training records by GP practice
	As per GC9


	
	


Summary of Monthly Activity and Quality Performance Report

	Performance Indicators to be Monitored

	Measure
	Threshold

	% Referrals triaged at each triage point within one working day
	>90%

	First to follow up ratio – physical therapies
	Up to 1:4

	First to follow up ratio – interface service
	Up to 1:2

	DNA % of first contacts
	<10%

	DNA % of follow up contacts
	<10%

	% of appointments cancelled by the service
	<5%

	First urgent appointment offered  and seen within 2 weeks 
	90%

	First routine appointment offered  and seen within 2 weeks 
	90%

	Percentage of SUIs managed within 60 working days 
	100%

	Compliance of staff with statutory and mandatory training
	95% 


	Activity & Quality Indicators

	Measure
	

	Number of first contacts
	Local activity

	Number of follow ups
	Local activity

	Total contacts
	Local activity

	Number of self-referrals
	Local activity

	Number of discharges
	Local activity

	% Patients triaged and rejected at referral
	

	Number of OP first appointment with no OP follow up
	

	Surgical conversion rate for orthopaedics
	70%

	Number of Serious Untoward Incidents (SUIs) in the period
	

	Number of Clinical Incidents (CIs) in the period
	

	Number of Complaints in the period
	

	Complaints received as % of total number of patients treated
	<2%

	Number of Compliments in the period
	

	% of appointments cancelled by the patient
	

	Number of patients who have declined an offered appointment
	

	Numbers waiting more than 4 weeks to first appointment
	

	% of patients who have expressed satisfaction with the appointment offered and accepted
	

	Distribution of waiting times for urgent appointments from GP referral to patient being seen
	

	Distribution of waiting times for routine appointments from GP referral to patient being seen
	

	Referrals to Pain Management from triage
	

	Referrals to Pain Management from community service
	

	Referrals to MSK Physical therapies from triage
	

	Referrals to MSK Physical therapies from community service
	

	Referrals to Primary Care Mental Health Services/IAPT / Mental Health from community service
	

	Referrals to Podiatry from triage
	

	Referrals to Podiatry from community service
	

	Referrals to other services e.g. Diabetic from triage
	

	Referrals to other services e.g. Diabetic from community service
	

	Referrals to Acute T&O from triage
	

	Outcomes of Patient satisfaction surveys and reports with remedial action/development  plans
	


Appendices
Appendix 1: MSK Core Pathways


[image: image2.emf]BACK PAIN PATHWAY

PRIMARY CARE ASSESSMENT

History of;

•

New onset loss of bowel or 

bladder control

•

Severe progressive 

neurological deficit in the 

legs e.gmajor motor 

weakness

On Examination;

•

Saddle anaesthesia

•

Lax anal tone

•

Palpable Bladder

CAUDA 

EQUINA

SAME DAY REFERRAL 

THRESHOLD FROM 

PRIMARY CARE

•

Patients are at high risk of permanent 

neurological damage and warrant same day 

referral via telephone to neurosurgery at SMH or 

CXH 

•

Clinical diagnosis therefore no investigations are 

required prior to referral

•

MSCC guidelines; 

http://www.nice.org.uk/nicemedia/live/12085/4

2586/42586.pdf

•

For patients with oncology related cauda equina

pathology, discuss with oncology team

History of;

•

Cancer, steroid use, HIV or 

immunodeficiency

•

Non-mechanical pain or 

persistent night time pain

•

Thoracic band pain

•

Systemically unwell, fever 

or unexplained weight loss

•

New onset of pain, under 

the age of 20 or over the 

age of 50

•

Structural deformity

On Examination;

•

If saddle anaesthesia 

present – treat as 

cauda equina

•

Any neurological 

deficit

OTHER RED 

FLAGS

DIAGNOSTIC THRESHOLDS

•

FBC, LFTs, Bone profile, ESR and PSA in men.

•

Consider referral to specialist without imaging 

although:

•

CXR maybe indicated in smokers.

•

Consider spinal x-ray if suspicious of 

vertebral collapse

URGENT REFERRAL THRESHOLD FROM PRIMARY CARE

•

NWL Cancer 2WW referral if suspected cancer 

•

Urgent referral for other non cancer cases, non resolving cases or diagnostic uncertainty

•

Suspected inflammatory cause e.g. prolonged early morning stiffness

History of;

•

Unilateral leg pain

•

Leg pain is usually worse 

than the back pain

•

Pain in the buttock

•

The majority of pain 

(>90%) is experienced in 

the lower lumbar region 

with pain radiating below 

the knee and into the 

foot.

•

A minority may 

experience pain in the 

upper lumbar region with 

pain in the groin and inner 

thigh

•

Use BPI Body Map

On Examination;

•

Presence of 

paraesthesia or other 

neurological signs

•

Consider referred 

pain as an alternative

•

Straight leg raise 

•

Perform knee flex, 

and test strength

•

Test reflexes, 

dermatomes and 

myotomes

SCIATICA

URGENT 2 WEEK REFERRAL 

•

Patients with progressive or severe neurological 

deficit to neurosurgery.

ROUTINE REFERRAL TO MSK SERVICE

•

Patients who have used decision aids and whose 

symptoms have not resolved after 6 weeks of 

conservative management

PRIMARY CARE MANAGEMENT

•

Pain control: consider early neuropathic agent. Review all pain control after 2 weeks

•

For identified muscle spasm, allow max. 3 days low dose diazepam

•

NICE guidelines  http://guidance.nice.org.uk/CG173 

•

Shared decision making

•

Early referral to physiotherapy

•

Encourage as much activity as possible – exercise advice leaflet

REFERRAL TO RAPID RESPONSE SERVICES

•

For housebound patients or patients 

experiencing acute social incapacity

History of;

•

Pain between 12th rib and 

buttock creases.

•

Mechanical type pain.

•

Exclude inflammatory low 

back pain, radiculopathy, 

other non-muscular 

causes of back pain and 

red flags

On Examination;

•

Assess spinal, hip and 

knee movement.

•

Exclude neurological 

deficit.

•

Consider other 

causes and other non 

MSK causes of back 

pain

DIAGNOSTIC THRESHOLDS

•

Use the STarT Back Screening Tool to identify patients who need more intensive 

input (insert link to STarTBack Tool on system one)

NON-SPECIFIC 

BACK PAIN

0 WEEKS – 6 WEEKS 

(LOW & MEDIUM RISK)

•

Reassure and advise 

to stay active

•

Active management in 

primary care.

•

Pain control: 

paracetamol, NSAIDs 

with PPI cover and/or  

weak opioids

•

Physiotherapy

7 WEEKS – 12 MONTHS

•

Review diagnosis and 

ensure no red flags

•

Pain control: consider 

early neuropathic agent. 

Review all pain control 

after 2 weeks

•

Consider referral 

depending on disability to:



Structured exercise 

programmes



Manual therapy or 

manipulation



Acupuncture

ROUTINE REFERRAL 

•

Patients should be 

assessed by an 

interface service or 

MDT prior to surgical 

referral. Ensure the 

STarT Back tool has 

been used by this 

point

•

High psychological 

distress or depression

NO

NO

NO

YES

YES

YES
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PRIMARY CARE ASSESSMENT

History

•

Intermittent paraesthesiain the correct distribution 

of the median nerve (the thumb, index, and middle 

fingers, and half the ring finger)

•

If little & ring finger affected – think! Cubital

tunnel syndrome

•

If whole hand – think! Nerve root 

impingement

•

Night time symptoms

Examination

•

Sensory loss over affected 

fingers

•

Positive Clinical test –

Phalen’s, Tinel’ssign, 

Compression test

•

Muscle wasting in severe 

cases

Investigation

•

Routine blood tests are not

indicated unless there is suspicion 

of systemic illnesses such as 

diabetes or thyroid disease

•

Nerve conduction should not be 

used to diagnose and are only 

indicated in cases of diagnostic 

uncertainty

DIAGNOSTIC THRESHOLDS

•

Carpal tunnel syndrome is a clinical diagnosis based on history and examination

•

Exclude the differential diagnoses based on the pattern of  paraesthesia

PRIMARY CARE MANAGEMENT;

•

Link to BOA guidance:

http://www.boa.ac.uk/LIB/LIBPUB/Documents/CCG_Pai

nful%20Tingling%20Fingers_draft.pdf?Mobile=1

•

Conservative treatment for  mild - moderate symptoms:

•

Wrist splinting

•

Single steroid

•

Consider reversible causes  (pregnancy, hypothyroidism)

•

Patient education and use of decision aids:

•

Online decision aids -

http://sdm.rightcare.nhs.uk

•

Short form decision aids -

http://www.optiongrid.org

ROUTINE REFERRAL;

All Referrals to MSK 

single point of triage



Moderate 

deteriorating 

symptoms



Failed conservative 

treatment for mild 

CTS after 8/52



Diagnostic 

uncertainty

CONSIDER AN URGENT (<2W) REFERRAL 

IF;

•

Suspicion of Inflammatory joint 

disease send to Rheumatology

•

Suspicion of Peripheral limb 

ischaemiasend to Vascular

•

Suspicion of Fracture or onset of 

numbness or tingling after an injury  

consider Xray or send to fracture 

clinic

•

Functional impairment

•

Muscle wasting
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PRIMARY CARE ASSESSMENT

History

•

Chronic widespread pain lasting more than three 

months which affects both sides of body, above and 

below the waist, and the  axial skeleton

•

Associated with depression, anxiety, fatigue, poor 

concentration, sleep disturbance and irritable bowel 

syndrome

•

Assess the site and duration of pain, and the degree of 

disability

Examination

•

MSK screen and 

neurological screen

•

Examine other systems as 

guided by the history

•

Exclude progressive 

neurological disease, 

inflammatory arthritis or 

other systemic illness

DIAGNOSTIC THRESHOLDS

•

Bloods: FBC, U&Es, LFTs, bone profile, 

inflammatory markers, glucose and TFTs

Risk factors

•

Significant medical co-morbidities

•

Significant anxiety, depression, alcohol/drug 

misuse, sleep disturbance, psychological or 

social issues

•

Health anxiety - requesting stronger meds, 

poor self management

•

Poor family or carer support

•

Medico-legal issues

PRIMARY CARE MANAGEMENT

Patients with insight into diagnosis

•

Self care and supported self management underpins management:

•

Patient education – Arthritis Research UK leaflet

•

Structured self management classes if available

•

Arrange follow-up and support

•

Address psychological co-morbidity

•

Encourage activity

•

Analgesia – start with paracetamol,  consider  low dose tricyclics.

Patients not engaging with diagnosis or significant risk  factors

•

Refer to specialist program if available.

•

Primary care, MDT or interface service with expertise in the co-

morbidities: GP, IAPT, community MSK service, social services

ROUTINE REFERRAL;

•

High risk patient or failed 

management of the low risk 

patients

•

Diagnostic uncertainty

•

Avoid multiple referrals to non 

specialist clinics

Chronic widespread pain is a spectrum disorder with fibromyalgia 

being the most severe manifestation.
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Gout is the commonest inflammatory 

arthritis and is largely diagnosed and 

managed in primary care, but often poorly.

There are three phases:

1. Asymptomatic hyperuricaemia– raised 

urate, but no features of acute gout

2. Acute gout – acutely painful and inflamed 

joint(s), self limiting with asymptomatic 

periods in between

3. Chronic tophaceous gout

PRIMARY CARE ASSESSMENT

Acute Gout

•

History of acutely painful and swollen joint(s)

•

Often affects the first MTPJ but other joints can be implicated

•

Rapid onset over 6 to 12 hours

•

Redness over the affected joint

Chronic Gout

•

History of recurrent acute attacks

•

Tophi present

DIAGNOSTIC THRESHOLDS

Acute Gout

•

Bloods tests are not helpful. Urateis often normal

•

X-ray’s are not helpful

•

The gold standard  is joint aspiration to identify crystals in the synovial 

fluid, although this is often not done in primary care

Chronic gout

•

Urate is usually raised

•

X-ray of affected joints show typical changes

PRIMARY CARE MANAGEMENT

Acute Gout

•

Patient education – Arthritis Research UK leaflet

•

Advice about alcohol intake and assess 

cardiovascular risk

•

NSAID with PPI cover

•

Colchicine

•

Steroids

Chronic Gout

•

Start allopurinol as per NICE guidelines; 

http://cks.nice.org.uk/gout#!prescribinginfosub:14 

if:

•

More than two acute attacks in 12 months

•

Tophi present or erosive change on x-ray

•

Aim to reduce urate below 0.36mM

ROUTINE REFERRAL;

All Referrals to MSK single point of triage

•

Diagnostic uncertainty

•

Any clinical issues not manageable in primary care or patients with 

multiple of complex co-morbidities

•

Side effects from treatments
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PRIMARY CARE ASSESSMENT

History

•

Acute Injury – consider fracture, ligament tear or 

meniscal injury

•

Joint pain exacerbated by increasing activity (OA)

•

Stiffness in the morning  (OA or  Inflammatory)

•

Stiffness after rest for less than 30 minutes (OA)

•

Crepitus (OA)

•

Swelling (non-specific indicator of pathology)

•

Locking and giving way ( meniscus, loose body, 

patellofemoral, ligament instability)

•

Retro-patella pain - on stairs, after inactivity (patello -

femoral)

•

Referred from hip or spine

•

Lacks trauma, persistent, younger – consider tumour

Examination

•

Site of pain

•

Presence of an effusion

•

Range of movement  in hip 

and knee.

•

Retro patella tenderness

•

Joint line tenderness  

•

Ligament laxity on stress

•

Patella tendon tenderness

•

Consider referred pain.

NOTES ON DIAGNOSTICS / REFERRAL

•

Osteoarthritis is a clinical diagnosis , weight-bearing knee x-rays should therefore only be  

requested if considering  referral for surgery (AP, lateral and Skyline )

•

Unexplained knee pain in the young should be referred for investigation

•

Knee MRI will only be available and requested under specialist care where it changes management

PRIMARY CARE MANAGEMENT

•

All diagnoses  - lifestyle advice -

weight loss, exercise, cushioned 

footwear

•

Patient education

•

Analgesia

•

Consider physiotherapy

•

Trauma – “RICE”  + physiotherapy 

unless full quick recovery

•

One OA -Intra-articular steroid 

injection for short term relief, only if 

not considering surgery in the near 

future, by appropriately trained staff

•

Refer if  diagnosis unclear, persistent 

dysfunction or red flags

ROUTINE REFERRAL;

All Referrals to MSK single point of 

triage



OA where pain or disability not 

acceptable for patient with primary 

care management



Persistent Patello femoral or patella 

tendon pain



Suspected Meniscal tear with 

persistent  pain, locking or swelling 



Ligament injury with persistent pain 

or dysfunction

CONSIDER AN URGENT REFERRAL IF;

•

Locked knee post injury  ( loss of 

extension)

•

Suspicion of Inflammatory joint 

disease (send to Rheumatology)

•

Suspicion of malignancy (2WW)

•

Severe persistent night pain 

•

Septic arthritis (urgent admission)

•

Suspicion of Peripheral limb 

ischaemia (send to Vascular )

Investigation; Royal College of 

Radiology  nww.irefer.nhs.uk

•

X-ray indicated in OA when 

considering surgery or if significant 

trauma

•

MRI is the investigation of choice to 

identify meniscal tears and loose 

bodies

•

U/S is useful for anterior knee pain 

with suspected tendinopathy or 

associated bursitis

•

Knee pain without trauma locking or 

restriction of movement ( red flag)-

MRI is useful in patients with 

persistent undiagnosed pain, to 

exclude avascular necrosis ,sepsisor 

tumour (URGENT)
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PRIMARY CARE ASSESSMENT

History

•

Pain in groin or inner thigh, exacerbated by 

walking.

•

Limp on the affected side

•

Reduced walking distance and/or problems using 

stairs

•

Pain on sitting or rising from a chair

Examination

•

Pain in hip and/or groin 

on movement

•

Reduction of hip flexion 

and/or internal and 

external rotation

•

Consider referred pain 

from the spine

DIAGNOSTIC THRESHOLDS

•

X-rays of pelvis should only be considered if referring 

for a further opinion

•

MRI and bone scan only if under specialist care

PRIMARY CARE MANAGEMENT

•

Lifestyle advice: weight loss, exercise, cushioned footwear

•

Patient education: OA is an active process, it is not wear and tear. Exercise 

does not increase damage.

•

Physiotherapy

•

Consider one lateral steroidal injection by appropriately trained staff

•

Analgesia:

•

Simple analgesia – paracetamol

•

Oral NSAIDs with PPI cover – ibuprofen or naproxen. Aim for short 

term or intermittent  use

•

Consider opioids only if pain is not controlled. Avoid potent opioids, 

especially in the elderly

ROUTINE REFERRAL;

All Referrals to MSK single point 

of triage

•

Primary care management 

tried and pain or disability not 

acceptable

•

Confirmed osteoarthritis on x-

ray

•

Suspected inflammatory cause

•

Patient understands the risks 

and benefits of surgery –

signpost to patient decision 

aids:

http://sdm.rightcare.nhs.uk

http://www.optiongrid.org

CONSIDER AN URGENT

(<2W) REFERRAL IF;

•

Rapid onset or 

functional 

deterioration

ROYAL COLLEGE OF RADIOLOGY GUIDANCE



[image: image8.emf]POLYMYALGIA RHEUMATICA

PRIMARY CARE ASSESSMENT

History

•

Consider PMR in patients over 55 (usually 60) with 

acute to sub-acute (1-2 weeks) onset of bilateral 

shoulder pain, and often lower limb girdle pain

•

Morning stiffness over 30 minutes duration

•

Systemic symptoms – low grade fever, weight loss and 

depression

•

Often symptom onset can be very rapid

Examination

•

Upper arm muscles 

are tender on 

compression

•

Check for history or 

examination features 

of inflammatory 

arthritis

DIAGNOSTIC THRESHOLDS

•

Blood tests:

•

Elevated inflammatory 

markers: PV, ESR & 

especially CRP 

•

FBC, glucose, TFTs, U&Es, 

bone profile & LFTs may 

provide supportive 

information

•

Urinalysis

•

Imaging is not usually helpful in 

primary care

PRIMARY CARE MANAGEMENT

•

If confident about the diagnosis, PMR can usually 

be managed in primary care. If a referral is made 

because of diagnostic uncertainty, then the 

patient can often be discharged to primary care 

with a management plan

•

Patient education and advice:

•

Arthritis Research UK leaflets are free and 

excellent

http://www.arthritisresearchuk.org/arthrit

is-information/conditions/polymyalgia-

rheumatica.aspx

•

Prednisolone 15 mgs/day for 2 – 3 weeks and slow 

reduction titrated against symptoms over 9 to 18 

months (see management leaflet)

•

Consider bone protection by using FRAX and NOGG 

tools:

http://www.shef.ac.uk/FRAX/tool.aspx?country=1

•

NSAIDs and other analgesics do not have a role

ROUTINE REFERRAL;

All Referrals to MSK single 

point of triage

•

Diagnostic uncertainty

•

Atypical presentation

•

Relapse on steroid 

reduction 

•

Poor response to initial 

steroid treatment

CONSIDER AN URGENT REFERRAL IF;

•

Evidence of peripheral inflammatory 

arthritis.

•

Any suspicion of giant cell arteritis.

•

Any features suggestive of giant cell 

arteritis warrant urgent referral for a 

same day opinion: headache, jaw 

claudication, tenderness over the 

temporal artery and/or visual 

disturbance
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H H i swelling
History i——>! .« Positive ‘squeeze test’ — painful lateral
+ Recentonsetof pain and especially swellinginany : i compression of:

RHEUMATOID OR INFLAMMATORY ARTHRITIS
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jointsuggests an inflammatory arthritis
« Symmetrical pain and swelling in the small joints of the
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rheumatoid arthritis
* Morning stiffness lasting more than 30 minutes
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« Check for conditions associated with seronegative
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i <+ Metacarpophalangeal joints (MCPJs)
i <+ Metatarsophalangeal joints (MTPJs)

: URGENT REFERRAL TO MSK SERVICE
i (Rheumatology);

« Refer urgently to rheumatology on suspicion=:
i of inflammatory arthritis without delay, even ()}
i ifblood results are normal

« This is especially the case if:
H « The small joints of the hands or feet are

affected

« More than one joint is affected
« There has been a delay between onset

DIAGNOSTIC THRESHOLDS

{ MANAGEMENT Referral should be made on clinical | :;\s’i);n;Ftoms and seeking medicel

H H suspicionand not delayed by H
NSAIDs such as : waiting for blood test results i | REDFLAG:
naproxen 500mgs BD <_' Blood tests which may be helpful tothe | i Emergency conditions must be referred directly to
with PPI cover, can rheumatology service: L5} hospital as appropriate to the patient’s condition,
reduce pain but a good + FBC, ESR, CRP, U&Es and i i including:
response should not LFTs H i Suspected organ damage related to an inflammatory
delay referral « Rheumatoid factor i rheumatic disorder or vasculitis (e.g. acute renal

Steroids or injections H
are not indicated prior to :
referral H

i impairment, interstitial alveolitis, pericarditis, optic
i neuritis, digital ischeamia etc) or systemic disease
causing toxic symptoms.

Anti-CCP is not for routine primary care :
use H
Imaging is not helpful in primary care
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PRIMARY CARE ASSESSMENT

History of, or suspected malignancy, investigate and refer as appropriate. Red 

flags; unexplained weight loss, night pain, high inflammatory markers.

URGENT REFERRAL TO SECONDARY CARE

Trauma; Suspected fracture, dislocation or infection  REFER TO A&E / X-RAY

Suspected inflammatory condition Investigate

Acute distal biceps rupture <6 weeks URGENT REFERRAL TO T&O

Severe OA, chronic severe capsulitis with marked limitation of function, suspected labral

tear or history of diabetes

Non-acute Non-traumatic Pathology

· Pain over the shoulder, clavicle and acromio-clavicularjoint 

when reaching overhead

· Specific pain and tenderness over ACJ on superior shoulder

· Pain on adduction across the body (scarf test)

· Local swelling or distortion (subluxation) on inspection

· Exclude other shoulder 

pathology

· Consider analgesia/ NSAIDS

· Consider one injection 

superiorly into ACJ

IF NO IMPROVEMENT 

IN 6 WEEKS, REFER TO 

MSK SERVICE

Instability

· Diffuse / non-specific pain over the gleno-humeral joint, biceps, deltoid and scapula areas.

· Feeling of instability on movement, or reported subluxation or dislocation.

· Traumatic dislocation, followed by recurrent dislocation or subluxation.

· Recurrent dislocations or subluxation without any initial trauma/injury.

· Often the patient is able to actively self-dislocate or subluxthe joint

· Usually full active range of movement

· Positive instability tests (sulcus and apprehension tests)

· Positive anterior and posterior draw test at the gleno-humeral joint.

· Possible hypermobility syndrome (Beightonscale) and/or underlying hypermobility syndrome e.g. 

Ehlers DanlosSyndrome

REFER TO MSK SERVICE

Consider analgesia

REFER TO MSK SERVICE. 

DIRECT TO PHYSIO

Rotator Cuff Pathology

· Gradual onset of non-specific pain and weakness in the shoulder or sudden onset of pain and 

weakness after a traumatic incident, or period of sustained overhead activity. 

· History of impingement, biceps tendonitis, RA

· Unable to sleep on affected side

· Common after 40 years

· Reduced active range of movement

· Reduced shoulder strength especially abduction and external rotation.

· Possible muscle atrophy if chronic or degenerative tear

· Full thickness Rotator Cuff tear indicated by inability to abduct arm 20-100⁰ and positive LAG signs

· Exclude Cervical origin, dislocation, RA and proximal myopathies

Consider analgesia

Capsulitis / Stiff Shoulder

· Shoulder stiffness and pain

· Typical age group 40+

· Common in diabetics

· Restricted active and passive ROM especially external rotation

· Exclude possible osteoarthritis

· Consider analgesia

· Consider one capsular steroid 

injection by appropriately 

trained staff

· Teach active and active 

assisted shoulder exercises

CONSIDER REFERRAL 

TO MSK SERVICE

Gleno-Humeral OA

· Progressive onset of shoulder stiffness and pain.

· History of previous trauma such as fracture, dislocation or rotator cuff pathology

· Exclude possible underlying inflammatory pathology e.g. RA

· Typical age group 50+

· Functional impairment and night pain common symptoms

· Restricted active and passive ROM with associated muscle weakness

· Consider analgesia +/or 

one injection into the 

glenohumeraljoint by 

appropriately trained 

staff member

IF NO IMPROVEMENT 

IN 6 WEEKS, REFER TO 

MSK SERVICE

Impingement

· Pain typically over lateral aspect of upper arm/shoulder especially over deltoid 

and biceps muscles

· Possible history of injury.

· Repetitive use of shoulder in occupation or sport, or sustained ‘slouched’ 

postures

· Uncommon <40 years

· Painful mid arc on abduction and pain on hand behind back

· On examination Hawkins, Neers or Empty cans test positive

· Passive ROM greater than active ROM

· Pain relief and advice 

to avoid the aggravating 

activity

If no improvement 

consider singular steroid 

injection by 

appropriately trained 

staff

IF NO IMPROVEMENT IN 6 

WEEKS, REFER TO MSK SERVICE

REFER TO MSK SERVICE. 

DIRECT TO PHYSIO


Appendix 2; Example Self-referral Form
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Now you do not 

need to see your 

doctor to get an 

appointment for 

physiotherapy, 

you can contact 

the department 

direct

We are always trying to improve our 

service and welcome any

suggestions, comments or complaints. In 

the first instance please

bring them to the attention of the Service 

Manager on xxxxxx. 

Alternatively our Patient Advice and 

Liaison Service (PALS), telephone: xxxxx

Email: xxxxx

Website: xxxxx

Please make sure you have 

completed your self referral form is 

completed in full, and then return 

to the department where you 

would wish to be treated;

Either xxxxxx or,

xxxxxxx

For a translation of the document, an interpreter or a 

version in large print, Braille or audio, please contact 

xxxxxxxx
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GOUT

Gout is the commonest inflammatory arthritis and is largely diagnosed and managed in primary care, but often poorly. 

There are three phases:

Asymptomatic hyperuricaemia – raised urate, but no features of acute gout

Acute gout – acutely painful and inflamed joint(s), self limiting with asymptomatic periods in between

Chronic tophaceous gout

Primary care assessment



Acute Gout

History of acutely painful and swollen joint(s)

Often affects the first MTPJ but other joints can be implicated

Rapid onset over 6 to 12 hours

Redness over the affected joint

Chronic Gout

History of recurrent acute attacks

Tophi present

Diagnostic Thresholds



Acute Gout

Bloods tests are not helpful. Urate is often normal

X-ray’s are not helpful

The gold standard  is joint aspiration to identify crystals in the synovial fluid, although this is often not done in primary care

Chronic gout

Urate is usually raised

X-ray of affected joints show typical changes

PRIMARY CARE MANAGEMENT



Acute Gout

Patient education – Arthritis Research UK leaflet

Advice about alcohol intake and assess cardiovascular risk

NSAID with PPI cover

Colchicine

Steroids

Chronic Gout

Start allopurinol as per NICE guidelines; http://cks.nice.org.uk/gout#!prescribinginfosub:14 if:

More than two acute attacks in 12 months

Tophi present or erosive change on x-ray

Aim to reduce urate below 0.36mM

ROUTINE REFERRAL;



All Referrals to MSK single point of triage

Diagnostic uncertainty

Any clinical issues not manageable in primary care or patients with multiple of complex co-morbidities

Side effects from treatments












OSTEOARTHRITIS OF THE HIP

Primary care assessment



History

Pain in groin or inner thigh, exacerbated by walking.

Limp on the affected side

Reduced walking distance and/or problems using stairs

Pain on sitting or rising from a chair

Examination

Pain in hip and/or groin on movement

Reduction of hip flexion and/or internal and external rotation

Consider referred pain from the spine

Diagnostic Thresholds



X-rays of pelvis should only be considered if referring for a further opinion

MRI and bone scan only if under specialist care

PRIMARY CARE MANAGEMENT



Lifestyle advice: weight loss, exercise, cushioned footwear

Patient education: OA is an active process, it is not wear and tear. Exercise does not increase damage.

Physiotherapy

Consider one lateral steroidal injection by appropriately trained staff

Analgesia:

Simple analgesia – paracetamol

Oral NSAIDs with PPI cover – ibuprofen or naproxen. Aim for short term or intermittent  use

Consider opioids only if pain is not controlled. Avoid potent opioids, especially in the elderly

ROUTINE REFERRAL;



All Referrals to MSK single point of triage

Primary care management tried and pain or disability not acceptable

Confirmed osteoarthritis on x-ray

Suspected inflammatory cause

Patient understands the risks and benefits of surgery – signpost to patient decision aids:

http://sdm.rightcare.nhs.uk http://www.optiongrid.org 

CONSIDER AN URGENT (<2W) REFERRAL IF;



Rapid onset or functional deterioration



ROYAL COLLEGE OF RADIOLOGY GUIDANCE
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SHOULDER PAIN PATHWAY

PRIMARY CARE ASSESSMENT

History of, or suspected malignancy, investigate and refer as appropriate. Red flags; unexplained weight loss, night pain, high inflammatory markers.

URGENT REFERRAL TO SECONDARY CARE

Trauma; Suspected fracture, dislocation or infection 

REFER TO A&E / X-RAY

Suspected inflammatory condition

Investigate

Acute distal biceps rupture <6 weeks

URGENT REFERRAL TO T&O

Severe OA, chronic severe capsulitis with marked limitation of function, suspected labral tear or history of diabetes

Non-acute Non-traumatic Pathology

· Pain over the shoulder, clavicle and acromio-clavicular joint when reaching overhead

· Specific pain and tenderness over ACJ on superior shoulder

· Pain on adduction across the body (scarf test)

· Local swelling or distortion (subluxation) on inspection

· Exclude other shoulder pathology

· Consider analgesia/ NSAIDS

· Consider one injection superiorly into ACJ

IF NO IMPROVEMENT IN 6 WEEKS, REFER TO MSK SERVICE

Instability

· Diffuse / non-specific pain over the gleno-humeral joint, biceps, deltoid and scapula areas.

· Feeling of instability on movement, or reported subluxation or dislocation.

· Traumatic dislocation, followed by recurrent dislocation or subluxation.

· Recurrent dislocations or subluxation without any initial trauma/injury.

· Often the patient is able to actively self-dislocate or sublux the joint

· Usually full active range of movement

· Positive instability tests (sulcus and apprehension tests)

· Positive anterior and posterior draw test at the gleno-humeral joint.

· Possible hypermobility syndrome (Beighton scale) and/or underlying hypermobility syndrome e.g. Ehlers Danlos Syndrome

REFER TO MSK SERVICE

Consider analgesia

REFER TO MSK SERVICE. DIRECT TO PHYSIO

Rotator Cuff Pathology

· Gradual onset of non-specific pain and weakness in the shoulder or sudden onset of pain and weakness after a traumatic incident, or period of sustained overhead activity. 

· History of impingement, biceps tendonitis, RA

· Unable to sleep on affected side

· Common after 40 years

· Reduced active range of movement

· Reduced shoulder strength especially abduction and external rotation.

· Possible muscle atrophy if chronic or degenerative tear

· Full thickness Rotator Cuff tear indicated by inability to abduct arm 20-100⁰ and positive LAG signs

· Exclude Cervical origin, dislocation, RA and proximal myopathies

Consider analgesia

Capsulitis / Stiff Shoulder

· Shoulder stiffness and pain

· Typical age group 40+

· Common in diabetics

· Restricted active and passive ROM especially external rotation

· Exclude possible osteoarthritis

· Consider analgesia

· Consider one capsular steroid injection by appropriately trained staff

· Teach active and active assisted shoulder exercises

CONSIDER REFERRAL TO MSK SERVICE

Gleno-Humeral OA

· Progressive onset of shoulder stiffness and pain.

· History of previous trauma such as fracture, dislocation or rotator cuff pathology

· Exclude possible underlying inflammatory pathology e.g. RA

· Typical age group 50+

· Functional impairment and night pain common symptoms

· Restricted active and passive ROM with associated muscle weakness

· Consider analgesia +/or one injection into the glenohumeral joint by appropriately trained staff member

IF NO IMPROVEMENT IN 6 WEEKS, REFER TO MSK SERVICE

Impingement

· Pain typically over lateral aspect of upper arm/shoulder especially over deltoid and biceps muscles

· Possible history of injury.

· Repetitive use of shoulder in occupation or sport, or sustained ‘slouched’ postures

· Uncommon <40 years

· Painful mid arc on abduction and pain on hand behind back

· On examination Hawkins, Neers or Empty cans test positive

· Passive ROM greater than active ROM

· Pain relief and advice to avoid the aggravating activity

If no improvement consider singular steroid injection by appropriately trained staff

IF NO IMPROVEMENT IN 6 WEEKS, REFER TO MSK SERVICE

REFER TO MSK SERVICE. DIRECT TO PHYSIO


















Self-Referral to

Physiotherapy

Now you do not need to see your doctor to get an appointment for physiotherapy, you can contact the department direct

We are always trying to improve our service and welcome any

suggestions, comments or complaints. In the first instance please

bring them to the attention of the Service Manager on xxxxxx. 

Alternatively our Patient Advice and Liaison Service (PALS), telephone: xxxxx

Email: xxxxx

Website: xxxxx

Please make sure you have completed your self referral form is completed in full, and then return to the department where you would wish to be treated;

Either xxxxxx or,

xxxxxxx

For a translation of the document, an interpreter or a version in large print, Braille or audio, please contact xxxxxxxx





What conditions can be treated?

Physiotherapy can help with a range of muscle and joint problems

including back pain in the lower or middle back, neck pain, recent

injuries such as strains and sprains, and joint or muscle pain.



How do I self-refer?

Fill in the self-referral form opposite

Return the completed form to the department you wish to be treated at this address xxx or via email; xxx 

After 2 days, call the appointment booking line on xxx to make your appointment













image1.jpeg







image2.png

R = Lol X

IR = e s iercir ] xJPomanm 5~

File Edit View Favorites Tools Help

i Favorites 5 ] Suggested Sites = 8] Web Siice Gallery =

@nrsmail

NHSmail | NHS

. O = o

P~

il & | b (39 tems) & Remindersi 1 - | @ Help
5 (5 xumer Al QS BRETCCE (Snen < | [ B X | 33 B Rerly | ERResyto A1 | B Forvard

{2 calendar

o [ £-1% msK work

 Deleted ltems (10

HEE Arangeby: Date - Nensstonton = || [eoton U, ot on 25 Wk 2014

e 23 e Sarvens Tue 155 ¢ 4

%mgﬁ © RE: CHHHE MK Review 14/15 Next teps - plesse. Julie Scrivens [Julie Scrivens@nw.london.nhs. k]

= Birms ey | Sent 18 March 2014 14154

e G Tos Kumar Al (NS BRENT CCG)

Soe 9t el ey s 005 HAMVERSHTT A FUAN )

[ sent Items 9 Ocaupational Health form Attachments: S Review 14/15 Ne...; (=) RE: Room booking Thursday 23r...; [ CWHHE MSK Review 14/15 Next 5...; B)CWHHE Disbetes Strateay o
3 e Sarvens Tue 11 ¥ Ve doc (5 KE) [open s et el =

0 symcsowes © U MSK Review 14/15 Next Steps plesse s
(e ' ! o Diabetes one which could be tweaked and the logo (below) we need to use.
9 Tasks. (5 e Scrivens Tue 02:19 ¥
Search Foders i MK Draft Notes

a 0 1will come back to you with more to do no doubt...!
Last Week
3 cem (wis RENT CCG) Fi1gps © | Manythanks
© Cincamestng Julie
23 cem (wis RENT CCG) Fri1ap3

@ Miutes of incalmeeeting of 7.3.14. G
3 McCarthy Nora (NS BRENTC... Fa 1403 ¥ e
o g

23 Mariams Vansaray Thu 1303 % =t b ==

Negotiaton Traiing 27th & 28t March
2 e savens Thu 1303 7

- @ FW: Gynacology Service Review/evaluation i

) remsi  snerss (b pp | leservens B







image3.jpeg







image4.png

71 Self Referral Form Solent.pdf - Adobe Reader "W

Ele Edit View Window Help

R — RSN TR TR e i

Tools | Sign | Comment

SBRzeDs

)

W Warketing . | I TRBox Jessicas.
E rErme

te.

The Physiotherapy Service helps patients regain their health and
independence after an injury or operation. It ko helps people with
long term conditions

Physiotherapy can help with a range of muscle and joint problems
including back pain In the lower or middle back, neck pain, recent
Injuries such as strains and sprains, and oint or musce pain.

Just folow these t pointment

Complete self referral form on the page opposite, filling

] ttout honestly and with as much Information as possible
10 give us a dear understanding of your condition.

‘Queen Alexandra Hospital:

B tmarys Hosprat:

After two days of submitting your self referral form
‘contact us on the appointment line number:

Lines are open: Monday 9am - 12pm and 1pm - 4pm
3 ‘Tuesday - Friday 10am - 12pm and 1pm - 4pm

Lines are open: Monday - Friday 8.30am - 11am
and 1.30pm - apm

W reseerch po

(LS

beration [Co... " DiagnosticsSr.

T oomcmea- T Psentato

| PR Wherosot xcel

Complete fully to enable us to process your referral without delay.
Name of birth
Address
Post code
NHS No

GP surgery

Please give a brief description of why you need physiotherapy.

How long have you had this comy
Isthe problem  New3  Ongoing 3
Are the symptoms worsening?  Yes 3
‘Are you able to carry out your normal activities?  YesQ  NoQ
‘Ave you off work with this problem? YesD NoQ  Not applicable 2
Ave you having difficulty seeping?  Yes3 NoQ)
For back pain referral, do you curtently have leg pai
Ifyes, havey  diffculies passing or controling urine? Yes 3
If yes, please contact your GP Immediately.

weight without trying?  Yes 3

Nod

Yes2 Nod
u ha NoQ

Nod

other symptoms such as numb
3 Nod

tingiing
or muscle weakne

1fyes, please give de

M TTT questions fr. F710 Gynaecol.

L

W yreece

ogy Se.

ET ®
o

EE B Referral For.

1

Tuesday

197

014









G CWHHE
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POLYMYALGIA RHEUMATICA

Primary care assessment



History

Consider PMR in patients over 55 (usually 60) with acute to sub-acute (1-2 weeks) onset of bilateral shoulder pain, and often lower limb girdle pain

Morning stiffness over 30 minutes duration

Systemic symptoms – low grade fever, weight loss and depression

Often symptom onset can be very rapid

Examination

Upper arm muscles are tender on compression

Check for history or examination features of inflammatory arthritis

Diagnostic Thresholds



Blood tests:

Elevated inflammatory markers: PV, ESR & especially CRP 

FBC, glucose, TFTs, U&Es, bone profile & LFTs may provide supportive information

Urinalysis

Imaging is not usually helpful in primary care

PRIMARY CARE MANAGEMENT



If confident about the diagnosis, PMR can usually be managed in primary care. If a referral is made because of diagnostic uncertainty, then the patient can often be discharged to primary care with a management plan

Patient education and advice:

Arthritis Research UK leaflets are free and excellent
http://www.arthritisresearchuk.org/arthritis-information/conditions/polymyalgia-rheumatica.aspx 

Prednisolone 15 mgs/day for 2 – 3 weeks and slow reduction titrated against symptoms over 9 to 18 months (see management leaflet)

Consider bone protection by using FRAX and NOGG tools:
http://www.shef.ac.uk/FRAX/tool.aspx?country=1 

NSAIDs and other analgesics do not have a role

ROUTINE REFERRAL;



All Referrals to MSK single point of triage

Diagnostic uncertainty

Atypical presentation

Relapse on steroid reduction 

Poor response to initial steroid treatment

CONSIDER AN URGENT REFERRAL IF;



Evidence of peripheral inflammatory arthritis.

Any suspicion of giant cell arteritis.



Any features suggestive of giant cell arteritis warrant urgent referral for a same day opinion: headache, jaw claudication, tenderness over the temporal artery and/or visual disturbance












KNEE PAIN

Primary care assessment



History

Acute Injury – consider fracture, ligament tear or meniscal injury

Joint pain exacerbated by increasing activity (OA)

Stiffness in the morning  (OA or  Inflammatory)

Stiffness after rest for less than 30 minutes (OA)

Crepitus (OA)

Swelling (non-specific indicator of pathology)

Locking and giving way ( meniscus, loose body, patellofemoral, ligament instability)

Retro-patella pain - on stairs, after inactivity (patello - femoral)

Referred from hip or spine

Lacks trauma, persistent, younger – consider tumour

Examination

Site of pain

Presence of an effusion

Range of movement  in hip and knee.

Retro patella tenderness

Joint line tenderness  

Ligament laxity on stress

Patella tendon tenderness

Consider referred pain.

Notes on Diagnostics / referral

Osteoarthritis is a clinical diagnosis , weight-bearing knee x-rays should therefore only be  requested if considering  referral for surgery (AP, lateral and Skyline )

Unexplained knee pain in the young should be referred for investigation

Knee MRI will only be available and requested under specialist care where it changes management

PRIMARY CARE MANAGEMENT



All diagnoses  - lifestyle advice - weight loss, exercise, cushioned footwear

Patient education

Analgesia

Consider physiotherapy

Trauma – “RICE”  + physiotherapy unless full quick recovery

One OA -Intra-articular steroid injection for short term relief, only if not considering surgery in the near future, by appropriately trained staff

Refer if  diagnosis unclear, persistent dysfunction or red flags

ROUTINE REFERRAL;

All Referrals to MSK single point of triage

OA where pain or disability not acceptable for patient with primary care management

Persistent Patello femoral or patella tendon pain

Suspected Meniscal tear with persistent  pain, locking or swelling 

Ligament injury with persistent pain or dysfunction

CONSIDER AN URGENT REFERRAL IF;



Locked knee post injury  ( loss of extension)

Suspicion of Inflammatory joint disease (send to Rheumatology)

Suspicion of malignancy (2WW)

Severe persistent night pain  

Septic arthritis (urgent admission)

Suspicion of Peripheral limb ischaemia (send to Vascular )

Investigation; Royal College of Radiology  nww.irefer.nhs.uk

X-ray indicated in OA when considering surgery or if significant trauma

MRI is the investigation of choice to identify meniscal tears and loose bodies

U/S is useful for anterior knee pain with suspected tendinopathy or associated bursitis

Knee pain without trauma locking or restriction of movement ( red flag)- MRI is useful in patients with persistent undiagnosed pain, to exclude avascular necrosis ,sepsis or tumour (URGENT)












CARPAL TUNNEL SYNDROME

Primary care assessment



History

Intermittent paraesthesia in the correct distribution of the median nerve (the thumb, index, and middle fingers, and half the ring finger)

If little & ring finger affected – think! Cubital tunnel syndrome

If whole hand – think! Nerve root impingement

Night time symptoms

Examination

Sensory loss over affected fingers

Positive Clinical test – Phalen’s, Tinel’s sign, Compression test

Muscle wasting in severe cases

Investigation

Routine blood tests are not indicated unless there is suspicion of systemic illnesses such as diabetes or thyroid disease

Nerve conduction should not be used to diagnose and are only indicated in cases of diagnostic uncertainty

Diagnostic Thresholds

Carpal tunnel syndrome is a clinical diagnosis based on history and examination

Exclude the differential diagnoses based on the pattern of  paraesthesia

PRIMARY CARE MANAGEMENT;

Link to BOA guidance:
http://www.boa.ac.uk/LIB/LIBPUB/Documents/CCG_Painful%20Tingling%20Fingers_draft.pdf?Mobile=1

Conservative treatment for  mild - moderate symptoms:

Wrist splinting

Single steroid

Consider reversible causes  (pregnancy, hypothyroidism)

Patient education and use of decision aids:

Online decision aids - http://sdm.rightcare.nhs.uk   

Short form decision aids - http://www.optiongrid.org

ROUTINE REFERRAL;



All Referrals to MSK single point of triage

Moderate deteriorating symptoms

Failed conservative treatment for mild CTS after 8/52

Diagnostic uncertainty



CONSIDER AN URGENT (<2W) REFERRAL IF;



Suspicion of Inflammatory joint disease send to Rheumatology

Suspicion of Peripheral limb ischaemia send to Vascular

Suspicion of Fracture or onset of numbness or tingling after an injury  consider Xray or send to fracture clinic

Functional impairment

Muscle wasting












CHRONIC WIDESPREAD PAIN

Primary care assessment



History

Chronic widespread pain lasting more than three months which affects both sides of body, above and below the waist, and the  axial skeleton

Associated with depression, anxiety, fatigue, poor concentration, sleep disturbance and irritable bowel syndrome

Assess the site and duration of pain, and the degree of disability

Examination

MSK screen and neurological screen

Examine other systems as guided by the history

Exclude progressive neurological disease, inflammatory arthritis or other systemic illness

Diagnostic Thresholds



Bloods: FBC, U&Es, LFTs, bone profile, inflammatory markers, glucose and TFTs



Risk factors

Significant medical co-morbidities

Significant anxiety, depression, alcohol/drug misuse, sleep disturbance, psychological or social issues

Health anxiety - requesting stronger meds, poor self management

Poor family or carer support

Medico-legal issues

PRIMARY CARE MANAGEMENT



Patients with insight into diagnosis

Self care and supported self management underpins management:

Patient education – Arthritis Research UK leaflet

Structured self management classes if available

Arrange follow-up and support

Address psychological co-morbidity

Encourage activity

Analgesia – start with paracetamol,  consider  low dose tricyclics.

Patients not engaging with diagnosis or significant risk  factors

Refer to specialist program if available.

Primary care, MDT or interface service with expertise in the co-morbidities: GP, IAPT, community MSK service, social services

ROUTINE REFERRAL;



High risk patient or failed management of the low risk patients

Diagnostic uncertainty

Avoid multiple referrals to non specialist clinics

Chronic widespread pain is a spectrum disorder with fibromyalgia being the most severe manifestation.












BACK PAIN PATHWAY

PRIMARY CARE ASSESSMENT

History of;

New onset loss of bowel or bladder control

Severe progressive neurological deficit in the legs e.g major motor weakness

On Examination;

Saddle anaesthesia

Lax anal tone

Palpable Bladder

CAUDA EQUINA

SAME DAY REFERRAL THRESHOLD FROM PRIMARY CARE

Patients are at high risk of permanent neurological damage and warrant same day referral via telephone to neurosurgery at SMH or CXH 

Clinical diagnosis therefore no investigations are required prior to referral

MSCC guidelines; http://www.nice.org.uk/nicemedia/live/12085/42586/42586.pdf

For patients with oncology related cauda equina pathology, discuss with oncology team

History of;

Cancer, steroid use, HIV or immunodeficiency

Non-mechanical pain or persistent night time pain

Thoracic band pain

Systemically unwell, fever or unexplained weight loss

New onset of pain, under the age of 20 or over the age of 50

Structural deformity

On Examination;

If saddle anaesthesia present – treat as cauda equina

Any neurological deficit

OTHER RED FLAGS

Diagnostic Thresholds

FBC, LFTs, Bone profile, ESR and PSA in men.

Consider referral to specialist without imaging although:

CXR maybe indicated in smokers.

Consider spinal x-ray if suspicious of vertebral collapse

URGENT REFERRAL THRESHOLD FROM PRIMARY CARE

NWL Cancer 2WW referral if suspected cancer 

Urgent referral for other non cancer cases, non resolving cases or diagnostic uncertainty

Suspected inflammatory cause e.g. prolonged early morning stiffness

History of;

Unilateral leg pain

Leg pain is usually worse than the back pain

Pain in the buttock

The majority of pain (>90%) is experienced in the lower lumbar region with pain radiating below the knee and into the foot.

A minority may experience pain in the upper lumbar region with pain in the groin and inner thigh

Use BPI Body Map

On Examination;

Presence of paraesthesia or other neurological signs

Consider referred pain as an alternative

Straight leg raise 

Perform knee flex, and test strength

Test reflexes, dermatomes and myotomes

SCIATICA

URGENT 2 WEEK REFERRAL 

Patients with progressive or severe neurological deficit to neurosurgery.

ROUTINE REFERRAL TO MSK SERVICE

Patients who have used decision aids and whose symptoms have not resolved after 6 weeks of conservative management

PRIMARY CARE MANAGEMENT

Pain control: consider early neuropathic agent. Review all pain control after 2 weeks

For identified muscle spasm, allow max. 3 days low dose diazepam

NICE guidelines  http://guidance.nice.org.uk/CG173 

Shared decision making

Early referral to physiotherapy

Encourage as much activity as possible – exercise advice leaflet

REFERRAL TO RAPID RESPONSE SERVICES

For housebound patients or patients experiencing acute social incapacity

History of;

Pain between 12th rib and buttock creases.

Mechanical type pain.

Exclude inflammatory low back pain, radiculopathy, other non-muscular causes of back pain and red flags

On Examination;

Assess spinal, hip and knee movement.

Exclude neurological deficit.

Consider other causes and other non MSK causes of back pain

Diagnostic Thresholds

Use the STarT Back Screening Tool to identify patients who need more intensive input (insert link to STarT Back Tool on system one)

NON-SPECIFIC BACK PAIN

0 Weeks – 6 Weeks (low & MEDIUM RISK)

Reassure and advise to stay active

Active management in primary care.

Pain control: paracetamol, NSAIDs with PPI cover and/or  weak opioids

Physiotherapy

7 WEEKS – 12 MONTHS

Review diagnosis and ensure no red flags

Pain control: consider early neuropathic agent. Review all pain control after 2 weeks

Consider referral depending on disability to:

Structured exercise programmes

Manual therapy or manipulation

Acupuncture

ROUTINE REFERRAL 

Patients should be assessed by an interface service or MDT prior to surgical referral. Ensure the STarT Back tool has been used by this point

High psychological distress or depression

NO

NO

NO

YES

YES

YES












