Lesley Watts Meeting with West Herts PBC Representatives

16th November 2006






Royalty House
She is the Turnaround Director for the Herts PCTs

She has no history in Hertfordshire

There is no West Herts Locality Director

One is needed – one of the most important appointments that needs to be made

There is no recovery plan for East & North Herts

5 to 6 weeks ago the recovery plan for West Herts was said to be on course for a balanced position at year end

Then £4milllion extra spend came out of the woodwork (on her first day in post)
Spend will be ~ £30million over and above the control total (which is in itself an overspend)

This is 2.6% of the overall budget amount

The PCT has to meet the control total

She has to look at the position right across Hertfordshire
There was no narrative between the 2 acute providers and the PCTs and no joint attempt at recovery

There is no hope if the 4 hospitals don’t work together

The 3 Chief Executives have produced recovery statements with defined workstreams

Some progress has been made

In E & N Herts referrals are down 6% to 7%

W Herts referrals are also down

However there has been an increase in consultant to consultant referrals in E & N Herts

Is the same true in West Herts?

There are £7million gaps in SLA performances in the contracts with
· The 2 home providers

· The London and out of county providers [£17million contracts]

Due to increases in referrals

The PCT has told E & N Herts that, between now and the end of March 2007, if
· Emergencies and urgent referrals

· Access target waiters

· Eighteen week access

are taken into account, there is more than enough money for their contract

However, they are treating ahead of target for the elective workload

SBJ – Choose & Book is aggravating this

A letter is to go out to say that any patient who is put on a list, from the end of this month, with a view to treatment, will not be treated before the end of the financial year

Similar modelling will done in W Herts in the worst [sic] specialties

SLAs should not be set on money – there has to be modelling
More money may be coming in

In the short-term situation, the PCTs are in recurrent balances

In Herts there is too much capacity for what the money will buy

SBJ – WatCom can’t spend any money to make the savings and effect changes by redesigning to bring secondary care work into primary care
II – where is the top-slicing? There are differences across the patch

ZH – disagrees that GPs are not using their expertise to do work in-house / out of hospital

CC – there are no clear strategies, e.g. (a) the issue of the UCC
Plans were put in place in IIYH. There has been no enabling, no money, and lip service only. St Albans & Hertsmere have a different project

(b) There are 2 different models of CAS – nothing can be taken forward

LW sees no role for CAS or CATS in the longer term – certainly no long term future for the administrative bit
She has asked what proportion of patients are referred on to secondary care
SBJ wants the admin centre (CAS) to act as a centralised C&B service, staffed by generalists

The CATS is the alternative provider

LW – Prescribing – the statin work has done very well

High cost drugs to be looked at next (e.g. losartan)

28 day dispensing needs to save £2million

CM – there needs to be a level playing field for drugs budgets

Currently there are different levels across the county

GPs are expected to make savings on budgets that have been set at a lower level

28 day dispensing is controversial – sums of money have been made available – those who have done it have required a large input of staff and money

LW – Community Matrons

Issues about how many bodies there are in the PCT

RW – there needs to be a locality-based community approach to the PCT
MJ – there should be targets and priorities that both communities can be in agreement with, and targets and priorities to agree the mechanisms, properly resourced. The practices must be enrolled to be involved in everything – in short, a proper management approach

CC – is there to be a uniform approach? Different approaches have been encouraged in the localities

CM – there is little recognition of the differences in the 2 localities

LW – the PCT has to be interested in how we want to work

Nothing that says PBC has to be homogenous – though there must be a coherence in approach

What can the PCT do to facilitate these things, e.g.

· COPD (as long as there is a care pathway)

· Dermatology service, if cheaper

And subscribe to it (PBC having signed up to it)

Does not have to be the same

II – Proposed a forum to take this forward, as a result of this meeting. Co-operative to take this on
RS – meeting to establish this forum

RW – what clinicians can and will do and what PCT management will do. Clinicians will not “go native” – need to stay anchored to avoid loss of credibility

Someone mentioned that clinicians are being pushed to be accountable

LW – clinicians need to know the resources that they are consuming and to achieve financial balance

If reject one method of making savings, have to accept the consequences elsewhere
PBC groups give clinical advice and intelligence
PCT steps in to manage

LW is around for ~ 6 months in the absence of the W Herts Locality Director

RW – all PBC people need to come together regularly but infrequently

The smaller group of PBC leads is how PBC relates into the PEC

I.e. groups on the ground ( PBC group ( send representatives to PCT

SBJ – someone whom the PCT Non Executive Directors know to go to, to make decisions. Senior enough to make things happen
PCT Commissioning staff:

Gareth Jones ( Strategic Commissioning

Locality Directors ( Locality Commissioning

Jane Halpin ( Clinical Engagement

CAS ( Steve Laitner and Suzanne Novak
MJ – what is the purpose of the newly-proposed group?
Set priorities; identify constraints; identify resources; answer questions

How get things done – group answers this

Someone mentioned that the PEC Clinical representative have to have the confidence of the constituents, rather than the PCT appointing “committee people”
2 way process

RJ – there is nothing to move towards or to get excited about

He has been working in Barnsley – has been given resources to make change

LW does not know exactly what the combined PCTs budget is [sic]

“Are we using the money in the way we should be using it?”

“Is there some wastage?”

GB – GPs in Dacorum are low prescribers, low referrers and high QOF scorers

LW – need to firm up how to take this forward

She would not commit to the appointment of an interim PCT person

JC – 8 people to go forward, either from a joint meeting of PBC groups or separate meetings. Representatives could rotate

RW – PCT needs to facilitate how PBC comes together and works together (CC – e.g. COPD could be organised by Dacorum for the whole of W Herts), yet foster individual projects and recognise differences

RS – meeting amongst Locality leads in the near future
