The West Hertfordshire Clinicians’ Conclave 

‘CLINICAL SERVICES FOR THE FUTURE’
A MEETING FOR CLINICIANS – 12th JULY 2007

FACILITATED BY: PROFESSOR LAURIE McMAHON
Dr Mike Edwards, PEC Chair for West Hertfordshire PCT welcomed everyone to the meeting, introduced Laurie McMahon and explained the purpose in more detail.
The meeting had been arranged to discuss the future of clinical services in West Hertfordshire. The Trust and PCT need to know about major changes the PBC groups are planning. Investing in your Health and the Acute Services Review are reconfiguring services and it is an opportunity to share information.
Community Services in Hertfordshire are part of the PCT, but there are ongoing discussions about making it a separate entity.

Clinicians will change things, they must decide where to go but they need to be enabled. They are looking at important issues that need to be tackled over the next 3-4 years but they will need some strategic direction.

Professor Laurie McMahon presented “Looking through the wider lens”

Laurie highlighted that it is very rare to get GPs, and consultants from the Acute Trust working together for the future in this way – especially with the blessing of the Trust Board and the PCT!  In his experience in most of the large scale service change issues he has worked on it is the clinicians who really understand what is needed and what is possible. But in order to ensure that the strategies they develop are realistic about financial and policy issues and that they mesh with the PCT’s commissioning intentions, clinicians need the support of managers with finance, estates and workforce expertise.  With their help there is no reason why this ‘conclave’ can not determine the shape of service for people in West Hertfordshire and to ensure that the resources available to the whole economy are best distributed to meet the needs of patients and provide a more stable context for all the players involved in providing care.   He said this is more than just ‘engaging the doctors’ – which is what often happens after the decisions have been taken! This is the doctors being in control - making the doctors the architects of the way services are to be provided.  Laurie felt that the omens are really good given the close working relationships that had been established and the attitude of the Trust to co-designing whole patient pathways with those working in community settings.  If the West Herts community can make this work they then they will become an example not only to the rest of the county but to the region and beyond.  
Laurie then made a presentation that reviewed the national forces and drivers for change and explored situations where the localisation of services was seen as the answer to both delivering safe and sustainable services closer to people’s homes as well as helping the acute trust to reduce overhead costs by downsizing the number of beds required to deliver care. We need to ensure that the clinical governance arrangements are appropriate to localised services and that both the hospital and community providers are properly and fairly resourced
Laurie concluded that this was a win/win/win/win situation!  The patients want better access to high quality services closer to their homes, the GPs want to be able to treat and assess patients without them having to enter acute hospitals and have access to the skills and resources to do it locally, the Acute Trust wants to reduce its cost footprint whilst maintaining a proper revenue stream for providing services and expertise in local settings and the PCT want to reduce the overspend and deliver on the Government’s policy of getting care out of hospitals.  Over the next few meetings the Conclave need to develop a ‘big picture’ and then create a clear, robust development plan to make the changes happen. This will ensure that both the commissioners and providers of services and more important, the patients that use them are happy!
Gareth Jones, Director of Strategic Planning for the PCT

Gareth explained we have just started the consultation on delivering quality healthcare in Hertfordshire. They are not consulting on the centrality of Acute Services in Watford as this was decided in 2003 in Investing in your Health. 

The total spend in West Herts last year was £610m, the spend for 2001/14 will be £760m. They are looking at significant re-investment into primary care – need to shift £100m last year to £139m by 2001/14. The resources are there but it needs to be done properly.  In general the ideas outlined by Laurie were in line with the PCT’s commissioning intentions and he was very excited by the Conclave initiative. 
Dr Nicholas Small, PBC Lead Hertsmere gave a presentation 

Nicholas explained that up to 70% of Hertsmere activity goes to Barnet & Chase. Nicholas went through his presentation showing their five core values, strategic goals and highlighted their commissioning priorities. OOH and Unscheduled Care is defined by usage of Barnet & Chase. They are working to get Fit for Purpose with a firm of management consultants, Partners in Practice. Nicholas went through the CATS priorities for the first nine months that they will deliver locally and this is the way the PBC group want it to develop in the future. 

Graham queried how much de-centralisation could be done and still remain cost effective 

Dr Sheila Borkett-Jones, PBC Lead WatCom gave a presentation

Sheila explained that WatCom had gone back to the Operating Framework for Capacity and Demand management 06/07 and that led them to look at various specific areas. They felt that we needed to get over thinking of primary and secondary care with a division – need to think instead about who provides what services in and out of hospital care. WatCom have several GPs working in the hospital setting. GPs have been engaged in locality redesign. MRSA is the big issue for all patients. It is felt we need to rebuild the clinical governance forum. They are trying to reduce referrals where possible, i.e. anticoagulation and they are doing more minor surgery in practices. They are looking at a business case for dermatology; they want to triage and treat 70%. They are also looking at treating more diabetes patients in community. They have agreed to negotiate some discharge policies with some specialities in the Trust. They want to use DacCom’s work on COPD and heart failure. They felt 50% of haematology does not need referral. Unscheduled care is an issue for all; they are drawing up a draft business plan for Urgent Care. There has been a problem with District Nursing because of the vacancy freeze.
David Law felt the over-riding thing is to create structure and priorities. Pathways need to be redesigned across West Herts not to negotiate individually with four PBC groups.  Competition is a good tool but care needs to be taken not to destabilise the service. Change must be beneficial for patients as well as financially viable. The Trust, PCT and PBC groups must think about using skills more effectively to create a better and enhanced service. 
Tony Divers queried “any willing provider” and how this would be managed? Where is the control on clinical governance and cost? PBC groups must commission from competent providers. 

Arla Ogilvie feels there is a problem on how to get together on a middle management level. A process is needed to enable people delivering the service the support they need to put together the business case. Arla felt we should watch backs as there are big companies ready to step in!

Stuart Bloom highlighted that the PCT is a young organisation too. ASR has been working together as a health economy partnership across Herts – partnership is the key word. 
Concerns were raised about the lack of holistic care for patients; this can involve patients being investigated and referred to separate places which can cause confusion. 

Laurie felt PBC groups need to standardise pathways into the Trust because it will not be possible for the Trust to respond effectively to a large number of different pathways.  This will mean some negotiation between PBC groups and beneath them, between the practices.  It also meant that the PBC groups had to think about ways of ensuring that their practices conformed to the pathways once established and agreed.  

Dr Richard Walker, PBC Lead DacCom

In the Dacorum area the problem is that the hospital will become much smaller and this will cause major issues with patients and Councils. The Urgent Care Centre will be up and running ahead of others.  There is pressure on getting organisational change sorted out. Need to feel confident that changes will last longer than the next General Election! 

The business of taking care out of secondary care needs strong structures and enough finance left in the tariff so that multi-disciplinary teams can be still pulled together for complex patient care. 

The risk in PBC groups is that GPs are starting afresh, they are bringing naivety, enthusiasm, they are not constrained by national targets but they need to be cautious of trying to encompass too many things at once. One issue is how they are engaging with the PCT, patients, Acute Trusts and other GP colleagues.
Laurie made the point that PBC needed a great deal of analytical support if it was going to work properly. If the PCT were going to have access to analytical resources these needed to be ‘passed down’ to the PBC groups  
Richard said that they had no data to take to practices on referral, prescribing and QOF achievements. They now have a process to map referrals going out of the practices as this area is one of the biggest consumers of cost along with prescribing and urgent care. 

Steve Laitner reflected on the strategic direction and that the impact of change on secondary care needs to be properly considered and that every thing had to be based on a solid analysis of the health needs of the local communities. 
David Law felt we need to caution against going straight into structural response. We need to look at the service first, bring together skills – if commissioning is done well change will be achieved despite the structures and a great deal of money can be saved.  

Dr Alison Davies, PBC Lead STAHCom gave a presentation

STAHCom use target sessions and go through issues at Connect meetings. Information is put on their education web page to send out to colleagues. They are working on a business case to re-open some beds at Harpenden Memorial hospital for respite care and are working further on a palliative care strategy. They are looking at the West Herts formulary and strategic planning on prescribing. 
One of their objectives is to ask practices to identify patients at risk and decide how to best manage them. They are aiming to bring care closer to home where patients feel comfortable and reassured. They are going for Level 3 in August 2007.  They do not want to reduce quality by going for the cheapest tender for unscheduled care.

Dr Graham Ramsay, Medical Director, WHHT 

The Trust hope to finish Phase One by September of shifting most of the elective work and day cases to SACH. The Acute services move from HHGH to WGH is in advance of the ASR review.  Phase Two – the business case is with the SHA, to run an acute admission unit for specialist services on one site (WGH) – they hope for approval by September and aim to open in Watford in 2008. Phase Three – the Watford Health Campus, they need to be financially viable before obtaining PFI. 
They need commissioning certainty, so need to know the SLAs before the start of the financial year. They have concerns that moving to four PBC groups will put this back as it has been so much easier this year dealing with one PCT.

The Urgent Care Centre is very important; it can dramatically impact on attendance at A & E. The Trust needs to know more information about the UCC is it to be GPs, Nurses or a mixture etc. The plan needs to be completed quickly. 

Out-patient – new to follow-up ratios – they saw 33,000 follow-up patients, 7,300 were not paid for. GPs need to be ready to take over a proportion of these patients to avoid follow-up.
Priorities pathways have been implemented – some were signed off a year ago. They need management support to implement after the Clinicians have designed the pathways. For example the laparscopic cholycystectomy pathway, the redesign service was 66 days now it is down to 14 days. Colorectal cancer was 92 days now it is down to 12 days – redesign referral from the GP to the Consultant. 

The 18 weeks target is entirely achievable if services are properly re-engineered across both primary, secondary and domiciliary care. 
The business case for the second Cath. Lab requires reassurance from Commissioners that they are willing to repatriate the work from other health economies especially in London. With regard to direct access to diagnostics the diagnosticians need to be clear how GPs want to do this this – but are willing to listen to them and work together on a solution
Alison Davies raised the issue that the CB pathway does not fit well and needs to be refined by through local conversations. Mike Edwards felt that getting ‘step down’ right was one of the most important issues because of the effect it can have on patient safety, patient satisfaction and the costs that can be saved.
Katrina Hall, acting for Jacqueline Clark, Director of Provider Services gave a presentation

They provide a wide range of services that are dependent on commissioning plans for the future. Katrina went through the 07/08 provider plans. They will be discussing with partners how to develop in the future, there are eight different organisations been brought together. They are linking with Urgent Care providers looking at systems etc. They have some integrated care models and have a range of multi-disciplinary teams. They will shortly be developing an older people’s CAT.

Partnership groups are working together and looking at the transfer of care and moving people out of hospital and looking at preventing admissions.  They need to extend rapid assessment for older people and perhaps co-locate in Urgent Care Centres. Looking at moving bed based I.C. services to the HH site. Laurie remarked that the presentation made clear the importance of having the pathways inclusive enough to include community and domiciliary care and that the clinicians and others working in community settings have to be involved in the development of the new care pathways. 

Discussion 

The group then split into four groups with a mixture of Acute Trust, PBC and PCT staff to begin to brainstorm and decide the important things to concentrate on and the criteria to take them forward.   Possible examples might be emergency care, care of the elderly, elective surgery, diagnostics and long term conditions.  David L said that getting these pathways right had the potential to provide better care and save considerable amounts of money.  
The rough notes of this session are attached in an appendix. 

In the closing comments Alison Davies was not sure of the way to take it forward and make savings at the same time and asked for advice on this. Pathway redesigns make systems more efficient and this in turn makes the savings that will not be to the detriment of the patients. This is how to sell it to PBC groups and to the public. However there needs to be a good PR message to get it across to the public.  Others said that the public will have to be fully engaged in the redesign of services.  
Richard Walker thought that the power of commissioning is over-rated and that help should be given to the providers to refine what they provide and ensure it is fit for purpose and then put together a package to sell.  Perhaps that is what the Conclave group can do.  
Stuart Bloom felt innovation is very important but we have reached the time when we need to stop talking and move things forward. The PCT should have a ‘can do culture’ to support this idea not look at why we can’t do things. 
Mike felt we need to have a shared understanding about how they wanted to do things in this part of Hertfordshire.  If we were to squander this opportunity other providers will come in and provide accessible services and cause fragmentation of existing primary and secondary providers.  He suggested that the group now need to take all these ideas forward quickly to develop a clear process for redesigning services and implementing the changes.  
The PCT agreed to support the Conclave group in doing this. Mike made the point that it was essential that the PCT supported the work and did not ‘take it away’ and do things for the group.  This had to be – and be recognised as being - a clinically led initiative not a PCT led initiative.  Laurie said that drawing on his experience elsewhere he would prepare an outline process for consideration at the next Conclave meeting on the 9th of August.  This would not be the whole group but consist of a subset - West Herts PBC leads under the chairmanship of Mike and consultants from across the range of specialties under the chairmanship of Graham. They will work together to describe how this initiative can be best taken forward and then they will report back to the fuller GP and consultant body at a date early in September. 
Appendix

GROUP WORK TO DECIDE MOST 
IMPORTANT ITEMS FOR WORKING ON
Elective Clinics

· Feedback and education
· Identify high volume “presenting complaints” and high volume procedures
Criteria 

· Training and development
· Senior clinical led services (problem with sub-specialisation)

· Integration 1(/2( care (FY1/FY2 1( care experience) – also multi-disciplinary

Team to agree pathways

· Consultant

· GP (involved in PBC)

· Radiologist

· Specialist Nurse/Therapist

· Transport/Paramedics

· Public Health 

· Manager/s across 1(/2( care

· Social Services

· Councillor/s

· Patient!

Step down 

· Alcohol – need care worker 

· Getting people out safely – anticoagulation, IV antibiotics

· DVT (still getting admitted)

· COPD exacerbations

· Chest infection

· UTI/epididymo-orchitis
· Cellulitis 

Emergencies/Unscheduled

Whole of Urgent Care/OOHs Unscheduled Care Network 
· Pathways:

- alcohol – needs Nurse or Care worker

- acute chest pain – needs agreement re management in RAU. Who should agree pathway? 

- shortness of breath 

- dizzy

- loss of consciousness (transient)

- vomiting and abdominal pain 
· Palliative care – especially nursing homes

- admission avoidance for end of life  (not just cancer) 

- Sharon Chadwick (St Francis) – pathways agreed with nursing homes and direction

· Rapid assessment elderly care

- frail elderly, deteriorated at home

- no plan 

- RAU – St Albans – works well

Conditions/Services

· Intermediate Care (definitions) 

· Diabetes/Long Term Care

· Unscheduled Care

· Referrral process/output

· DV 
Criteria 

· Whole health economy 
- stability

- certainty

- planning

· Work already been done, two years “Investing in Your Health”

· Transparent, continuous communication, formal and informal 

· Named clinical and managerial resources

· NWST significant impact 

COPD

Diabetes

Heart Failure

One Stop Shops ( direct listing

UCC/Out of Hours/Intermediate Care
Criteria 

· IYH pathways starting point

· Redefined process including implementation and contracting 

· Process includes engagement as precursor for compliance

· Communication strategy

· Specialist Nurses and other non-medical involvement

· I.T. and technological solutions

· Review, monitoring and evaluation

· Definition/thresholds of risk

· Identified governance and Consultant support 

· Parts of pathway outside of tariff 

· 24/7 pathways 

Implementation

COPD 

Dermatology

Dyspepsia 

Heart failure 

Stroke 

Diabetes

Specify

· Intermediate Care

· Direct access

· Surgical pathways 

Criteria 

· Co-ordination by PBC Groups 

· Agree priorities and resources to support 

· Clinical governance to be agreed

· Involvement from PBC/Trust and PCT Provider Services

· User involvement

· Clinical Executive with management support ( Board sign-off by organisations 
