HERTFORDSHIRE PCTs JOINT PROFESSIONAL EXECUTIVE COMMITTEE

1.00-4.00pm, 18th APRIL 2007, BOARDROOM, CHARTER HOUSE, WELWYN GARDEN CITY

1.
Present:

Dr Mike Edwards (ME)


PEC Chair, West Herts PCT (Chair)

Dr Tony Kostick (TK)


PEC Chair, East & North Herts PCT 
Anne Walker (AW)


Chief Executive
Heather Moulder (HM)


Director of Nursing

Andrew Parker (ANP)


Locality Director (W Herts)

Gareth Jones (GJ)


Director of Strategic Commissioning

Alan Pond (ADP)


Director of Finance

Dr Jane Halpin (JH)


Director of Public Health 

Dr Richard Walker (RW)


PEC member (W Herts)

Dr Roger Sage (RS)


PEC member (W Herts)

Dr Martin Hoffman (MH)


PEC member (E & N Herts)

Jacqueline Clark (JC)


Director of Provider Development

Dr Peter Shilliday (PS)


PEC member (E & N Herts)


Apologies 

Melanie Walker (MW)


Locality Director (E & N Herts)

Dr Mark Andrews (MA)


PEC member (E & N Herts)

Pauline Pearce
(PP)


Director of Public Involvement & Corporate Services

In attendance
Catherine Pelley (CP)


Asst. Director for Children’s Commissioning 

Tad Woroniecki
(TD)


Asst. Dir. Finance for Non-Acute & Corporate Services
2.
Minutes of the previous meeting 21.3.07.

Two comments: Dr Jeremy Cox is not a PEC member. MH said he had not had his question answered in the minutes re payments for data collection.
3.
Matters arising 
· JC gave Provider Services update. A letter has been sent to PBC leads saying JC would like to meet with PBC groups to discuss SLAs, vacancies and the future development of pct Provider Services. The budget for 07/08 will be an uplift of 2½% on 06/07.To fill all vacancies would take us to £3m over our cash envelope so need to prioritise. An advert has gone out in general for Health Visitors this week and will go out for District Nurses next week.  RS said DNs are not aware yet that adverts will be placed so we must be careful they do not assume all the vacancies will be filled. JC will highlight the areas of greatest risk. 
· PS queried if there is a plan for interacting with localities, JC has an open mind on this and is willing to go with how PBC groups feel. AdP said some specialist services are Herts wide rather than distinct to some localities, need to identify which are which. PS suggested discussing at locality groups and feeding back to JC. JC is willing to attend PBC locality meetings if required.
· RW anxious there is no framework to allocate the budgets of the provider service and that it possibly would not be looked at with equity to deploy resources into community. TK said provider services budget allocation is on a capitation basis by practice and does not equate to the historical spend. The resources are shared fairly it is up to the localities to decide which services to spend it on.

· RS highlighted there is a West Herts PBC leads meeting next week. HM said Claire Hawkins is doing some work with community groups on district nursing and that the Out of Hospital operational plan will be taken to PBC level and these may be helpful in identifying needs. ME requested that the OOH operational plan come to the next PEC. Action: HM to send out before next PEC meeting
· ME said there had been discussions on the PEC relationship to PBC and identifying OOH plans for the county. PBC groups identify their local plans, the PCT supports to prioritise and the PEC bridges the two areas to set the strategic direction. 

· JH has a public health link to each PBC group
· JC has sent a letter out to all staff in Provider services because of concerns re the future

· Item 6 on March minutes  – Beverley Flowers will try to include the information requested in her next report

· Item 11 on March minutes – C & B LES, ME queried if it had been confirmed to practices that this has been extended. ANP not sure but will check with GJ or MW. Queried if PBC LES 07/08 has gone to practices to sign with draft still on it, action ANP to ensure the final one is sent out with draft removed and discuss with PBC leads any issues. Discussed again the £1.50 per patient and is it enough, TK felt there is a degree of freedom on how the localities spend it. ADP explained again. Discussion followed re RW query on what influence the PBC groups have on practices not coming up to speed, because the whole PBC could be penalised. TK felt there were levers around enhanced services money.  RS said there have been discussions in his area that if practices do not comply they would not be part of the PBC group. The LMC will also become involved in disputes.
3a.
Management structure – Anne Walker 

· MW has a new job as Chief Executive of Newham PCT and will be leaving at the end of May. Need to reconsider the management arrangements now; this also came out of the FFP. AW has been reviewing it with the Directors. There are issues around strategic commissioning and contracting. We need a very clear definition for the Director of Commissioning with responsibility for the business unit. There is a need to clarify the SLA portfolio which ANP has led on since he began with the PCT. 

· The SHA has the power to tell us how to organise the running of the PCT. 

· The PCT is now out of special measures so we will no longer have a SHA Turnaround Director working full-time with us. 

· The ASR Consultation has been delayed – should now be the end of May. 

· MH highlighted if one Locality Director does the work of two he hoped it would not make it more difficult the access that person urgently.

· PS queried if they were thinking of a PBC Director for the whole of Herts, a Director of Commissioning and a Director leading on strategic planning – if so it will change the locality structure as it was.

4.
Acute Services Review – Gareth Jones

· At the last meeting GJ explained the SHA requested a lot more work to be done giving a clear definition of the business case before we go out to consultation. Teams have now pulled this together to go out by the 21/5 but it needs sign off by the SHA first. Action: GJ to share the latest draft with PEC members. He highlighted it is a very sensitive document as the final draft must be checked by the lawyers. 

· PS raised that at the last meeting AW said the SHA wanted a clear financial and clinical case for change putting into the business case. ADP explained this was being done. 

· RW felt the politics were very sensitive and any document needs to be clear on drivers and benefits for change. Residents need a reason and proper explanation for why they are losing their acute hospital.

· PS felt the document needed to show what the replacement service would be clearly.

· Action: PEC members to feedback direct to GJ individually
5.
Financial update – verbal Alan Pond 
· ADP gave overview of the financial position. Month 11 - £18m over control total built into financial plans. 25/4 is the cut off date for Trusts to bill us so after that will have the total figure. SHA is happy with the position. Although nothing will come to Bedfordshire and Hertfordshire, ADP explained that £178m is to be given to Trust’s in deficit from last year; he is attempting to change this so that we receive a share. 
6.
Children’s Commissioning Operational Plan & Service Quality Specification: Maternity Services – Catherine Pelley
· CP summarised the main issues and explained the operational plan is what she has been working on for several months with other services and agencies. It sets out the priorities and what is needed to improve services and equity across Herts and create models of care. Clearly in Provider services and Acute Trusts commissioning intentions need to be identified and services need to be defined and changed.

· Maternity Services specification – to go on the agenda for May PEC and feedback to be discussed then. This is the first attempt at commissioning services and improving quality, access and choice. Targets are to reduce caesareans and increase breast feeding. TK queried what is the difference between Community Paeds and Acute Paeds – Community Paeds deal with complex health needs and milestones and Acute Paeds with very sick children. The ADHD issue – some refer to Community Paeds and some to Psychiatrists – there is no clear pathway or follow up or hand over to the adult service. CP clarified in the West Aspergers, Vaccs and ADHD are referred to Dr Janet Hislop – in the East & North there is no clear pathway. The bulk of children’s out-patient appointments in the West take place in Children’s Clinics. PS and RS said the move of direction of community treatment rather than acute for children is for the better,
· Continued work is being done on Children’s Service redesign. PS suggested looking at children’s acute out-patient referrals, looking at urgent care and looking at the top ten referrals.

· RS commented on community midwifery and the shortage– he feels it is wrongly placed in the Acute Trust and queried if it would be better run by the PCT. CP’s specification could be used to drive change across the whole maternity service not to just take on midwifery by the PCT. If we drive forward the quality of care, midwives would be happy to work in the Acute Trust.
· PS queried who is on the Board and are Cons. Paeds involved? The situation is again different in East & North to West – with service redesign the same service will be rolled out across the county. Community Liaison has GP involvement. There are no GPs involved in the Children’s Trust but Dr Barbara Buckley is the Community Paed. Involved. Need to identify GP links in E & N Herts.

· ME summarised the PEC supported the issues identified – advised these should not be led on PBC individual levels and the way forward was a county wide strategy but he suggested CP discussed it at the E & N Herts PBC Leads meeting.

· CP to attend PEC in October to give an update and to attend the May PEC to receive feedback on the maternity specification.

7.
PBC/Budget Methodology – Tad Woroniecki

· TW discussed the paper he had circulated it had been adapted from an internal working paper. Budgets had been issued to PBC Leads last week setting out the budgets for the two PCTs for 07/08 with a high level of detail. PBC groups to go back to TW to identify lines they wish to take up for 07/08.

· TK queried the decision the leads took was to go to each locality to take on maximum budget – provider budget allocated on a capitation basis to each practice using guidance.

· MH felt the presentation was very clear. He had gone through stages 1, 2, and 3 for his locality. The rent and rates were based on 05/06 06/07 then take 4.1% off – TW explained this does not matter because the important question was whether the 2007/08 budget was adequate. MH queried could TW guarantee the buying power to buy more than the reference period existing in the proposed budgets. TW said that the budget did allow for a real terms increase on the reference period, across all practices. ADP said that there might be variations between practices and a real terms increase on its own would not guarantee enough activity to meet waiting times targets in 2007/08, but the GPs could be reassured that the modelling of 2007/08 budgets had taken waiting times into account. 
· On the reductions for excess bed days the modelling is right.

· PS clarified the next steps, need feedback from the localities on what to include in their budgets and what is blocked back to the PCT.
· RS – reference if over two financial years. ADP said it was an increase in the acute budgets of  5-5½% overall.
· RW felt they needed guidance on the lines to know what the locality looks like to compare other localities. The data to be sent out needs to be usable.
· ME suggested sending out what was sent to the Leads to be distributed through the PBC Leads to practices and asking them if they are happy for all their practices to receive the whole spreadsheet. Then each locality can see the whole picture.
· TW to send a letter explaining to the 12 PBC leads what is being sent out. Action: TW
· TW highlighted that PBC groups should be responsible for the oxygen budgets and there was general agreement. 
8.
PEC – Fit for the Future 

· The paper on this came out just before Easter – the reorganisation of PEC within PCTs should be in place by October 07. Our Board has agreed to extend our present PEC until the end of June.
· The paper provides guidance on the relationship with PBC and that we need to look at the arrangements of the PBC Governance Committee. It does not comment on monitoring PBC performance – this needs to be looked at.

· ME asked for first thoughts on developing the full PEC by October. 

· PS felt the main thing is that PEC has a vital role for providing clinical leadership to the PCT. It provides a more formal structure to operate together. Each member should have individual roles and responsibilities; he felt it is a good document.

· RS – felt care should be taken not to duplicate the roles of the PBC Governance body and PEC. He felt PEC is vital in ensuring the group is seen to be clinically engageable and how relationships are managed.

· RW does not feel that PEC is a strong enough vehicle for clinical engagement PEC should offer scrutiny for ideas – should be credible and accessible.

· RS said the PEC part of the PCT is a crucial role.

· ME felt the most important role of the interim PEC was to increase the PBC role. The Chairs feel PEC should be multidisciplinary and queried the numbers on it, they felt we should continue as a joint PEC for both PCTs.

9.
AOB

· Dee Boardman’s paper on OOH and Unscheduled Care – MW has led on OOH urgent care work. Existing contracts end in September and the present providers are asking what will happen then. Work has been done on the extent and scope of urgent care and the paper identifies the options. 

· ANP asked for views – his view is that we need to recommission the existing care out of hours service and think about going out to market tendering for OOH provision. It needs to be flexible and the timeline needs to be by the end of the existing contracts.
· ME felt the issue was at the end of September when the OOH contract finishes, under the Acute Services Review it does not all have to be in place that quickly, we could provide for OOH and leave the Urgent Care Centres later.

· Need to decide if the key elements are correct, are Urgent Care Centres for OOH or 24/7. Dedicated UCC take at least one year to deliver.

· RS said the West Herts Leads group had expressed concern over the timescales, they have queries on tendering and having a working group defining the specification, proposals and timescales – felt we should take one step at a time. We need to pull in expertise urgently.

· PS suggested a new contract for OOH in September, the key part is flexibility and to ensure the contract does not tie us up, we need to focus on the contract and looking at what needs doing now and what can be done in two years time. 

· Luton & Dunstable wrote a specification but it is difficult to do for a UCC – you can be less specific on what you are aiming for. If we limit it to providers who can do UCC and can also provide the OOH service it would not be a long list.

· RW felt it would be a missed opportunity to tie in OOH and developing the Dacorum UCC.
· GJ suggested two PEC members to work with this over the next month, suggested RW or Meena Savla, Meena is now working on the St Albans one. PS or Mark East from E & N Herts,
· ME said the OOH specification to come back to the May PEC but the specification for the UCC at Hemel should be developed and if it followed the timeline for OOH specification then this would be managed together but they were not mutually dependent Clearly the Dacorum UCC is a priority as the A & E at Hemel is due to ‘close’ in October 2008.. For UCC and OOH to work in an integrated way we need flexible contracts.

· RW suggested extending the Hemel contract for one year and providing both specifications by Sept 08. One provider of OOH has said they would not do a further short-term extension of the contract; they would only do it for one year.

· ANP said 1-5 in the paper is what we need it is possible to extend to cover UCC in Hemel 08, the process is to follow on from the tendering process, for this we need advice from the procurement service. 

· Although we have to provide OOH across the whole of Herts it does not necessarily all have to be the same provider. In conclusion it was felt if UCC can run parallel with OOH that would be good but if not they could be run separately.
· It was agreed to develop the OOH spec for the May PEC.

10.
Next meeting 

· The next PEC meeting will take place on the 16th May at 1.00pm in the Boardroom at Charter House – Tony Kostick to Chair. 
