CAS/CATS Meeting 

St Albans PCT, Waverley Road
27th Nov 2006 


Present

Suzanne Novak – Commissioning, PCT

Steve Laitner – Public Health, PCT (part-time GP)

Katrina Power – Provider Services, PCT

Melanie Phillips – PCT 

Ginny Snaith – now “18 week lead”, PCT

Toni Leggate – PCT

Monica Hough – PCT

Paula Simms – PCT

Linda Mercy – Public Health, PCT

Stuart Line – Public Health, PCT

Sheila Borkett-Jones

GB & MMc

Turnaround meetings – different models of CAS and CATS being done differently

Leslie Watts asked SL (= Steve Laitner throughout this document) and SN to look at the different models established to date

Strengths and weaknesses

Disseminate information

Maximise benefits achieved to date and savings

Particular model worked in St Albans & Hertsmere
Improve patient experience

Close and working relationship between the consultants and the GPs

Not just making savings

Only got permission to take them forward when showed they would improve patient care (previous model was consultants moving into primary care)
Secondary ( primary care shift
SL – catalyst for review was concerns from GPs in E&N Herts

Misunderstandings

Anne Walker asked for review of CAS in E&N Herts and roll out of CAS across W Herts

Rather than one review ( high level review and understanding of best models across the county

South Manchester and Oldham examples

Reform Team at DH – Best Practice Guide for CAS/CATS

Used St Albans as one of best practice models

Framework sent out

Localities asked to work on this – fill it out

Heather Moulder to a meeting tomorrow about tariff and overall cost

Where CAS/CATS established ( significant change in OPD
E.g. Dermatology in E&N Herts ( 30 to 40 patients per quarter compared to 300 in other sectors

MSK data shows having effect

Need to prove it once and for all

“No other model in our mind”
If evolves effectively into managing OPD in primary care ( doing it well

Little secondary care left so look at sending then to tertiary care

Primary care owned

Consultant skills and diagnostics are required

Grid being drawn up of the elements and who will be leading

SN – lesson learnt – important to have it done through PBC

St Albans – 2 locality based commissioning groups on board
Bids sent in led by local GPs

KP – GP Clinical lead – GPwSI wants to do the work

Or GP Clinical Lead – wanting to promote the model

Teaming up with consultants – leading bids

Interaction with clinicians ( efficiencies

PS document on CAS Review:

Minor Surgery – referrals to PCT – offer choice

LES (over and above DES)

MSK – own provider service won the bid (!)
Physiotherapy

Paperwork ( Tudor wing, using Hemel

Not Carol Pollard

Logged onto a system – was Comwise – changed today to System1 (TPP)
Working at 2 sites (no orthopaedic consultant triaging at Hemel, only at Watford) –leading to delay

Choice Team in PCT

All C&B referrals to PCT ( faxed to Hemel and Watford for triage to CAS

SBJ – all non-CAS referrals to Hemel

Since Sept 2006 only choice is MSK

Pretty good buy-in from Watford GPs (had meeting)

Made sense

Service set up by PCT

MH – widely advertised

Employing Catherine Percy, and new doctor starting

Orthopaedic consultants do a month each in turn on triaging

Only 1 rheumatologist is triaging

SBJ leads MSK committee – CAS clinicians involved in it

Revamping carpal tunnel pathway

Want community pain clinic to be set up again (Paul Hart)
Previous consultant one was closed because it was not NICE compliant

MRI scan route

Set up as physio-led service – need more clinical input

Short waiting list for extended scope practitioner

Long waiting list for GPwSI

Keen to get them onto TPP system

Minor oral surgery on hold – Angie Biela

SN and SBJ – MSK – 40% referrals do not go on to secondary care

The only specialties with decreasing activity

But not to the extent one would expect because of backlog (!)

6000 to 7000 referrals from Watford and Dacorum combined

~ 4000 Watford ~ 3000 Dacorum

The referrals going in are dropping – but MH could not give the percentage drop 

Referrals are down but waits are now 11 weeks (compared to 13 weeks previously)

Cutting community physio

Plan to triage this through MSK as well

PCT doesn’t want patients seen earlier than 10 weeks

Would mean offering differential service
Can’t offer earlier appointment

SN – has the total number of referrals from GPs increased or not? This is the main worry 

MH – drop in referrals but patients are choosing to go elsewhere

Can only go elsewhere by paper referrals

KP – need to monitor Bucks/Luton referrals

Patients not offered choice at primary care service

SBJ – offered choice if need secondary care appointments ( why gone for generic choice team rather than choice being part of CATS

Different structure from St Albans & Hertsmere
SN – Hertsmere GPs ( limited company: Herts Health

Bidded for CATS – won most of them

Work with Potters Bar – who do the choice

Some contracts won by WHHT

Need to demonstrate doing it without conflict of interest

SBJ – Haematology

Anticoagulation – plans for LES

PS/SBJ – Diabetes – phased approach with consultants and GPwSI

Review for discharge

Type 2 one-stop shop

Type 1 secondary care

Dermatology in Watford – 60% of the work to go to primary care model

Triaging service with photos ( discharge to primary care

MH – Julia Schofield not given a proposal for Dacorum

Triaging Plastic Surgery referrals, so triaged by Dermatology

If need plastic surgery referral ( tertiary

Financial problem – if going to save money

If take work out of hospital ( destabilising hospital

SBJ – consultants on board

Lot of stuff that can do in primary care – won that battle
Problem with PCT

MH – whole health economy – if Trust goes into the red, have to pick up the tab

Choose & Book – only 1/3rd of Watford GPs took up the DES

Rest returned their DES money to the central service

SBJ – either need to have CAS or not

If there is an alternative ( causes leakage

GB – GPs are not being allowed to offer C&B for the C&B DES
NHS addiction to waiting lists

SL – ultimate aim is rational decisions by patient

“Truly informed patient”
Who runs CAS has to manage referral thresholds in primary care

So not paying twice

Providing alternatives to secondary care

Plethora of management consultants recently, e.g. UHE and PKF

Challenging our management

Managing inpatient admissions that flow from OPD is the main problem

Rather than the flow of patients into OPD

Blunt tool – 

What is wanted is the understanding of the natural course of disease

CAS identifies the training needs of the practices and skilling them

SL/SN/SBJ – don’t agree with backfill costs

GPs should not be paid twice

There has to be a differential payment or a freer market (where someone else comes in)

SBJ – GPs interested in triaging service and team, not just single operator

SL – found it cheaper because not paying for backup costs and also too many follow-ups

SBJ – Watford setting up gynae OPD service

Looking at PMB and IMB

OPD hysteroscopy clinics run in E&N Herts
SBJ/SL – denied that they had heard the message “if cut costs will hurt the Trust”

SBJ – consultants should be consultants

Changes in the NHS Pension Scheme so Trusts’ obligations to fund consultants’ pensions will be going

SL – bids details

Stimulation to do things differently

GB – Trusts trying to block consultants

SL/SN – reducing contestability of bids

Citing breach of contract to work independently of Trust

Trust leading on bids

KP – Barnet and Chase Farm Trusts will allow consultants working in chambers

SN – better bids with Hertsmere GPs than WHHT

SL – multidisciplinary – looking through referrals as a team – orthopaedic consultant/GPwSI learnt a lot from each other – les hierarchal – more multidisciplinary primary care led 

SN – innovative GPs need support
Devolve PBC budget for that service on behalf of their practices

SBJ – 3 practices doing anti-coagulation in Watford for all practices

Not the enthusiasm

Not the willingness

PCT doing commissioning and procurement

Gynaecology – can’t reduce activity even if do the work in primary care

SBJ – St Albans & Hertsmere is specialty specific

Watford more generic

SL/SN – share each others’ specifications

SBJ – want one West Herts model

SN – locally sensitive though

PBC has 4 distinct localities

Get PBC leads together

Local GP ownership

Common standards and clinical processes

Wants commissioning local

‘Bottom up flavour’ not one locality

SBJ – but for pathways, yes

GB – local providing

MH – 2 Dermatology consultants couldn’t work together
SL – “Round table” points
KP – potential in which CAS/CATS join up or share

Could move forward very quickly

St Albans & Hertsmere GPs engage with other ones

Involve Jane Rice

Look for quick wins

May need to shelve diabetes and neurology – may not give quick wins

Quick wins are MSK, gynaecology, oral surgery (police dental referrals better), urology, ophthalmology

Confidence with consultants

Geriatrics

Sports injuries

Sharing gastroenterology and cardiology work with MH

SN – cardiology and respiratory bordering onto unscheduled care

Loophole to build diagnostics into it

MP – nil to add

GS – “18 week hat” – get through process as soon as possible

Careful how will roll out

How links with acute pathways

What already been done if patient goes on to another Trust (i.e. do not go to back of queue again)

SL – direct listing for surgery from CAS/CATS needed
Acute Trust – where does the referral management team fit into the process

TL – good idea to bring PBC together

MH – don’t reinvent the wheel

PS – nil to add

LM – are E&N Herts going to be part of review?

SL – later on – joint meeting later

Lot of sharing

GS – the sooner the better

Stuart Line – nil to add

GB – details of each type CAS/CATS already got

SN – stock-take

PCT chairs should not be the same as the PBC leads

KP – Locality Management Group locally in St Albans & Hertsmere – done through this

MMc – what are the services

How are they working

What changes are there to activity

What is best practice

How will the review proceed
SN – PCT Directors will approve/add recommendations to results of review

( PBC groups for decisions

Given paper

Decide on framework

Risk of private providers coming in if provide all specialties

Trudi Southam is the PCT Planned Care lead

Workstream managers working underneath her

Julia Schofield and Pat Munday have put in ISIP bid (through SPMS) for Sexual Health and Dermatology
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