CATS Briefing for Directors on Wednesday April 30 2008 
Thanks for asking me to come along and update you on CATS in West Herts.
I understand that various issues have been raised regarding CATS but that you all still have open minds as to the strengths, weaknesses and future of CATS and so Andrew has asked me to come along and present the facts.  The brief he gave me was:

Where have they come from?

Where are they at?

What are the issues?

How are we addressing the issues?

I’m going to start by setting out very clearly what CATS is not.  It’s important I do this because there is a lot of confusion between CATS and CAS – what they are, how they work, what they achieve etc.

CATS in West Herts is completely different to CAS in E&N Herts.  People confuse them because they were both supported by the old PCTs as ways to save money.  But the West Herts CATS was not initially proposed as a cost saving measure – it was proposed as a means to help implement IiYH and the national strategy to shift care closer to home.  
My understanding is that this was not the case for the E&N Herts CAS.  When the CAS was introduced in E&N Herts it was to control referrals.  It was explicitly a demand management function and seen as solely to cut costs.  Local GPs were against it and are still generally unhappy with it.  There is no clinical ownership of it by local GPs because it has always been perceived as being totally management-led with very little relevant clinical input.

The impression is that it has not helped to make any significant shift of care out of the hospitals.
Implementation of it has caused huge problems for us in introducing CATS in West Herts as everyone has at least initially perceived it as the same as CAS – the LMC, GPs, acute trusts, others in PCT and so it has taken much longer to show people they are fundamentally different. Some still perceive them as the same.
This perception was not helped by the fact that W3R PCT also attempted to set up a referral management centre in a management-led way and this completely collapsed due to opposition from local GPs.  On review, the PEC Chair also agreed that this was an unworkable idea. 

CATS is different
CATS was designed to act as a vehicle to shift care from secondary to primary settings

To improve the quality of care – make it faster, more local, more convenient, more holistic, more cost effective, with less unnecessary interventions and tests, and as a force for further shifts (supporting training and development of GPs).  How much of that is offered by the E&N Herts CAS?

CATS is generally perceived by PBC GPs in West Herts to have succeeded because it has always been clinically led and is locally owned by GPs working with local consultants.  I wonder if you realise what a powerful mechanism CATS has been to bring the GPs and consultants together to agree new care pathways?  

They are doing some fantastic work together now in improving the efficiency of services and the patient experience and moving forward on a one stop shop approach for patients including diagnostics.  Please come out and talk to them and find out more about this.  STAHCOM recently held a CATS road-show attended by over a hundred GPs keen to find out more and it was a testament to the amount of support for CATS and what they have achieved.  Is this happening in the E&N Herts CAS?
CATS have shifted care where previous initiatives failed.  This is why they feature in PBC Commissioning plans and PBC Groups have set up their own performance management groups to monitor them.
Even the LMC are supportive of our model of CATS – I have a letter from Peter Graves in support of that dating back to when we first established CATS.
CATS are supported by local patients – they were consulted about the establishment and have always supported CATS.  Does the same apply to the E&N Herts CAS?
I’m not saying CATS are perfect.  Of course as we’ve been introducing them some aspects have been less than perfect, the world has changed rapidly around us whilst we’ve advertised, assessed for and negotiated contracts.  Don’t forget we advertised these contracts in April 06 – well before the introduction of AWP contracts and at a time when the DH was agreeing ISTC contracts that enabled market entry to alternative providers through minimum guarantees of income.

We have done nothing different to what the DH was doing at the time.  But now things have moved on – we fully accept that and have been in discussion with CATS providers for some time about moving them onto cost per case contracts and opening things up to competition.
Yes, GPs have been reluctant and slow to refer to those CATS where the private sector won the contract ie ophthalmology.  We are dealing with this by encouraging WatCom and DacCom to use the service – both have agreed to go down that route and so their referrals should more than offset the under activity from the other two localities and we will move the contract to cost per case.  
Patient satisfaction with this service is high, retention rates in primary care are high (over 80%) and their price is more than 20% below national tariff.  The quality of care they offer is very good and delivered in and near GP practices.
Yes, some GPs and some consultants still resist the concept of CATS.  Usually because they have a vested interest in the status quo such as the gynaecologists who have a private colposcopy service in Harpenden and seek to influence decision makers in the PCT to protect their private income.  Others have strong connections with local consultants and hospitals and fear the hospitals are unable to move with the times and manage change.  It is not protecting a hospital trust to preserve it in aspic, rather we need to help the trusts to manage these changes which are inevitable given the Government’s agenda.  With CATS we have always encouraged working with the local hospital trusts and involved them.
Yes, there have been a small number of complaints.  These are to be welcomed as they provide useful customer feedback as to what the CATS need to do better.  We are very keen to read the complaints and to take the issues up with the CATS GP Clinical Lead who, in my experience, always investigates the matter quickly and thoroughly.  To my knowledge none of the complaints about any WH CATS has flagged up any issues of poor clinical quality.  

In my experience the majority are usually about the interface between CATS and WHHT in terms of referrals from CATS to WHHT for example as a result of the fact that WHHT has not yet implemented direct booking onto theatre lists in the way that other local trusts – B&CF and L&D for example, have.

Yes, there have been many logistical issues to resolve such as implementing C&B in CATS and the monitoring mechanisms for the 18 wk TWT.  Tell me, has this been an easy ride for acute hospitals?  Have we invested sufficiently in the capacity and skills to help implement these challenges?  If you were able to answer yes to those questions I would feel criticism on these counts would be legitimate.  This is not to lay blame – we have all been under huge pressure, but are we criticising ourselves because things take longer to get sorted out as a result?

We are as keen as anyone to ensure the 18 wk TWT is achieved, but before anyone jumps on CATS can you please look at what the acute hospitals are doing and ask the question as to whether some of their behaviour is hindering rather than helping achievement?  If they make it difficult for CATS to access diagnostics quickly, this will inevitably cause delays.  And there is no need for this – CATS clinical care is all consultant-led.
Yes, it has taken time to get good performance information on CATS to monitor their impact.  We have been asking for help for, literally, years to do this.  We have all been starved of the resources to demonstrate what is going on.  But if you look at my hand outs afterwards you will see that the information we receive on CATS performance compares well with that which we receive on well established acute trusts.
And yes, there are other issues which will always arise and which need to be addressed such as the TUPE implications of change.  This has to be worked through but cannot be a reason not to make these shifts.  The Government requires us to open up the market, to offer patient choice by bringing in diversity of providers and it is impossible to estimate exactly where patients will choose to go for their care.  But we know that they usually seek the advice of their GP and so if we are to make accurate predictions and assess TUPE implications reasonably then we need the GPs working with us.
Given all these issues which we are working our way through addressing – hopefully with the support and help of our PCT colleagues - is it still worth implementing CATS?

We are public servants to the Govt and their aims are ours – whether we agree or not. Darzi clinic is a good example of this. 
One of their aims is to shift care closer to home
One of their aims is to see PBC succeeding as the mechanism to do this
We have a strategy, DQHH, which is underpinned by a shift of care from secondary to primary settings – a lot of out patients and diagnostics but also some treatment

We claim to want to see PBC succeed

We know that with PbR, the 18 wk TWT and patient choice all mechanisms available for us as a PCT to control demand are disappearing.  We cannot ration by waiting, by sticking to block contracts with local trusts or any other age old method.  The new mechanism for keeping control of our finances is PBC – with GPs aligning clinical and financial decision making.

As far as most of West Herts PBC is concerned, CATS is absolutely fundamental to delivering PBC – it is the mechanism by which GPs will get a grip on referrals and redesign care pathways.  The GPs involved in PBC know that without it they have no control – and that the acute trusts can draw patients in and bounce them around the system, racking up the bills at every point of care.  
CATS offer a way of bringing control back to primary care and by association back to the PCT.  We need to support that and invest in making sure that CATS can monitor performance, can assess referral patterns of all GPs and take action to support them in managing more care through general practice services eg training, referral thresholds and pathways.
This is the vision for CATS and we are not yet fully there.  Don’t forget – we have been continuing to implement CATS against the backdrop of huge organisational change and on a shoe string.  I have two PBC Support Managers in West Herts and one practice manager who is standing in temporarily to cover another of the four posts.  We have lost our full time finance support which has made it more difficult for us to ensure performance reports are available for the PBC groups regularly.
There is still a lot of work to be done in getting all the CATS as robust and effective as possible – no-one would deny that.  But considering we had virtually nothing 2 years ago we’ve come a long way. We need the visible and audible backing of our HQ for what we are doing if we are to make it a complete success. 

But at present we are not there in securing the visible and audible backing of our HQ and I think there are a number of reasons why.

Let me tell you a little about my perception of the feeling in West Herts from working there and listening to colleagues and GPs there on a daily basis
The PCT HQ is based in E&N Herts so is inevitably more influenced by E&N Herts issues and perceptions.  The results of the staff survey bear this out – West Herts staff are undoubtedly expressing their collective feeling of being relatively unsupported by the centrally based leadership.  There may be good reason for this feeling or there may be no basis at all for this feeling, but the feeling is there nonetheless – fact.
Again - this is not to blame anyone or to criticise.  I’m just telling you how it is, the facts.  Together the PCTs are a huge organisation spread out across a large area and has come from 8 separate PCTs each with their very own culture.  It’s always going to be difficult to get cohesion and a sense of common purpose with that backdrop and history.  We have to work hard to counteract that sense that West Herts is out on a limb – an outpost, the Wild West.  We all have to pull together to really listen to what the staff and GPs are saying and to give out common messages of support to them.

PBC Leads feel unsupported by the PCT despite the best efforts of my team and other key individuals based in Charter House.  
And this message is not coming to me from my husband.

I’m going to name for you GPs who have mentioned to my team and I within the last month their frustrations with the PCT regarding lack of support for PBC, CATS etc.  Not to bring a verbal petition but to bring home the message that this is widespread and these are intelligent GPs who want to work with the PCT to deliver our objectives and yet feel the PCT is luke warm at best in its response.  Ask any of them yourselves, ask:
Ian Isaac

Rami Eliad

Sheila Borkett-Jones

Clair Moring

Roger Sage

Mike Walton

Kapil Kedia

Dylan Philips

Nicolas Small

Alan Ferris

Frankie Sturridge

Corina Ciabanu

Gerry Bulger

Richard Gallows
The disquiet is so great that a lot of these GPs have been talking about raising the matter of the lack of PCT encouragement and support for PBC and these issues with the SHA and Dept of Health.

These are all GPs who have been keen to change and develop services through PBC – not necessarily to run them themselves although sometimes this is the case – but to see patient care improve and to implement the stated objectives of the Govt and the PCT.  
If these GPs feel the PCT is not giving them enough support can you just imagine what the other 90+% of GPs feel?  These are doctors who wish to co-operate with the PCT, who are the most PCT friendly of all.
So why are these GPs, like my team and I, not feeling as though others in the PCTs are behaving in such a way as to support this?

There seems to be at best ambivalence towards CATS by people based at Charter House.  Yes there are bound to be issues to be resolved in transforming services in this way, bound to be glitches, bound to be resistance from some.  Have you experienced any change in the NHS that has not encountered some problems that need to be sorted?   
But the messages we are all continually receiving in West Herts from our colleagues here seem not to be “how can we help you to overcome these problems in shifting care from secondary to primary settings?”.  Rather they seem to be “you are making things change, this is causing some problems, we’re not sure you should be doing that”.
What then is the strategy of these PCTs in achieving the stated aims of the Govt and the PCTs regarding shifting care and delivering PBC?  If not through CATS, then what?

CATS have been established in such a way that it is able to develop and evolve.  They are not fixed in stone.  Contracts can be renegotiated to become AWP contracts.  We can design contracts to enable market entry where this needs to happen – that is our role as PCTs, to manage the market locally and find ways to introduce competition and more choice for patients.

If anyone wants to do away with CATS then I would like to know what their alternative actually is.  If we ditch a strategy like this without coming up with a viable alternative that is proven to be successful what will the reaction be from patients, GPs and partner organisations?
When we first introduced CATS we didn’t pluck the idea out of thin air, we found working and successful models from elsewhere and tailored them to suit this area.  We knew that it could gain GP ownership, that care could be improved and that savings could be made.  Any alternative to CATS should be able to deliver all those things.  

I like to scan the horizon, see what is going on in other PCTs, to learn from others.  I was invited to speak at a national conference a few months ago on best practice in MSK services and I heard speech after speech alarmingly similar to my own from people from all over the country who are all delivering the same changes we are.  
This is the way things are going and if we don’t deliver this – or something better – then we won’t just be standing still, we’ll be going backwards because everyone else is starting to do it.  And once PCTs have shifted most of the simple work out of hospitals and getting it delivered below national tariff then the tariff will be rebased and go up to reflect the fact that hospitals are now dealing with more complex work. That’s bound to happen.  If we don’t shift this work now we’ll end up paying a lot more for it in future.
In many parts of the country GPs are still resisting these changes and it is the PCT that is pushing for them.  Here we seem to have the GPs pushing and the PCT resisting. Why?

I know some of you have expressed concerns about probity.  Perhaps you feel that these GP Clinical Leaders are being given a free rein to develop the services and line their own pockets.  Let me explain the facts.

The service specifications for CATS were developed on the basis of work done by Joel and Steve in public health, setting out for each specialty the full extent of what could be delivered outside the hospital.  These drafts were taken out to interested local GPs and consultants to discuss and agree what would be appropriate.  Then there was a period of consultation on each specification including patient groups and acute trusts.  There was feedback and changes made to the specifications.

Each specification stated that “over time” it was expected that the CATS would deliver this range of services.  We expected to start them off relatively simple and small and allow them to grow and develop as they got their feet under the table, understood the case mix, grew capacity and skills etc.  These specifications then went out with all the appropriate documentation – including the outcome of consultation – as part of the tender process.
The tender process followed best procurement practice.  The auditors assessed our process using the first contract we tendered as a sample and gave us the thumbs up.  I asked for feedback and they told me that everything was fine and there were no improvements to be made. We did everything by the book and we had independent clinicians assessing bids along with patient reps and/or NEDs.  Public health and finance played a key role in every assessment panel.  

The NHS procurement specialists have advised us that we don’t need to tender for every new development to CATS because the service specifications set out the extent of the full service expected to be in place eventually and bids came forward on that basis.  Nobody has found any real probity issues despite the level of scrutiny we are under by our colleagues.

We are not worried about scrutiny, we welcome it.  We would very much welcome an independent review of each CAT Service as long as this was done through a clinically led process with robust management support from people who understand what is going on across the country. We welcome the opportunity to learn and improve.  But we need your support and your commitment to move this forward successfully.
We need to do away with the mixed messages which on the one hand tell us we must deliver PBC and the shift of care out of hospitals but on the other hand treat us as though we are behaving badly when we actually work in partnership with our local GPs to make this happen.  We need coherent support from our PCT colleagues, with a clear system of approval and support.  
We are happy to follow due process – we believe that is what we have always done – but make it a clear one rather than everyone wading in with different reasons outside their brief as to why something shouldn’t happen, or changing the goal posts just as we are about to score.

In conclusion, I am committed to CATS because it delivers our objectives.  If our objectives have changed or do change then tell me that openly and share it with the GPs.  I’m as happy as the next person to move on and deliver something different.   
I’m open to any other suggestions as to what that is, if it’s better then I’m all for it.  I ask only that you take a positive approach rather than a negative one and if there is serious criticism for CATS which you feel cannot be overcome by us all pulling together then please put forward viable realistic alternatives.
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