West Herts PBC Leads’ Meeting


99 Waverley Road, St Albans
4th January 2007 

Attendees
PBC

Roger Sage – St Albans & Harpenden – Chair

Ian Isaac – Watford & Three Rivers

Kenneth Spooner – Hertsmere

Mark Jones – Dacorum

Nick Brown – Watford & Three Rivers

Alison Davies – St Albans & Harpenden – Unscheduled Care Lead and Medicines             

         Management Lead

Meena Savla – Dacorum – Unscheduled Care Lead

Jeremy Shindler – Watford & Three Rivers – Unscheduled Care Lead

Liz Lythaby – Watford & Three Rivers

Nicolas Small – Hertsmere

Mary McMinn – Dacorum 

PCT

Melanie Walker – Locality Director East & North Herts

Dee Boardman – Assistant Director of Strategic Commissioning  
Suzanne Novak – Assistant Locality Director, Watford & Three Rivers and Dacorum

Moira McGrath – Assistant Locality Director, St Albans & Harpenden and Hertsmere

Jackie Adams – Consultant assisting whole of Herts PCT – involved in setting up the first OOH co-op in Kent and involved in L&D OOH tender
Purpose 
Introductions were made and attendees were welcomed to this third meeting of West Herts PBC Leads. The subject of OOH came up at the last meeting. This meeting is to examine the current provision of OOH, future plans for OOH and the relationship to Urgent Care. 
There is a variety of provision across West Herts, from co-ops to private companies.
Commissioners wish to maintain quality OOH services, yet are constrained by financial pressures. IIYH was put on hold some months ago.
Background
A representative from each area briefly described current OOH and Urgent Care and where clinicians would like to be.
Hertsmere 
All practices use Harmoni, from 6.30 pm to 8 am. GPs can do paid sessions. Harmoni’s bases are at Borehamwood and Potters Bar, in health centres. Harmoni has its own call centre now (previously it used another base). Harmoni triages and visits patients as necessary. Numbers are low. Patients also attend Watford and Edgware Hospitals (host PCT pays for A&E attendances). It is difficult to progress a vision.

Dacorum 
Harmoni is used. Hemel Hospital’s closure is going to change the A&E status. DacCom has been looking at how to provide an Urgent Care Service; GPs are prepared to help if funded. This model has not been ratified. The idea is that if patients walk in to Hemel In Hours they are directed back to GPs (for minor illnesses). The GP in A&E deals with minor injuries only. Harmoni will work out of Hemel; the PCT has been trying to co-locate them in Hemel Hospital, in the fracture clinic. DacCom is very keen not to increase demand.
Watford
Harmoni is used; they work to protocols. Previous WatDoc data has been accessed. The WatDoc admission rate was 6.6%. Harmoni’s admission rate is 10% for all contacts, but the data is ‘dirty’ and covers a different patient base. Is there some way of accounting for additional hospital costs with the 30% rise in admissions? StarDoc’s admission rate is decreasing whilst Harmoni’s is rising. WatCom is now looking at In Hours and OOH separately. Altogether, there are ~ 50,000 attendances a year. 25,000 of these are minor illness attendances ≡ 1 per GP principal per day.  25,000 are minor injuries attendances. It is not known if these are all local, or from out of the area (football, shopping). It is difficult to move people away from the habit of attending.
There is scope for innovative salaried posts; ex-registrars are coming up through the Watford training scheme. In the document DB sent round yesterday, the Urgent Care Centre is designed into the new Watford campus. Is this a higher imperative or is it still negotiable? It was pointed out that primary and secondary care need to be integrated; this can be done in the new building.
St Albans
St Albans doctors opted out. StarDoc is now doing triage. The StarDoc paper had been circulated prior to the meeting. StarDoc had an up-rating in its budget but most of it has been absorbed. StarDoc uses Emergency Care Practitioners; it has trained them so well that 2 are going to Australia to use their training there! StarDoc started with some nurses who were trained in Minor Injuries, but not in Minor Illness. Some of their nurses were trained prescribers. StarDoc is ready to go, to cover all of West Herts. It works with BHAPS. It has enough doctors, and knows of doctors in N London, and registrars, ready to expand their skills. Tenders want local ownership and local knowledge. StarDoc is non profit-making, therefore it pays people well. It already pays NHS Pensions.
PCT comments
Last autumn DB was asked to look at an Urgent Care vision. Jackie is now working on it. In the short-term, the FRP requires more savings this year. In the long-term, the PCT needs to take stock. In West Herts, Watford is now the acute campus. In East Herts, this is out to consultation. Gareth Jones wants to respect localities. DB has got to do an overall paper to go to the Acute Services Review. It needs to be a descriptor for who is using the service, with details of sites and travel times; it has to be user-friendly.
Harmoni’s contract finishes at the end of September 2007. Other OOH providers’ contracts finish at end of March 2007. SE Herts, HOOHS (HEMS) have all had letters asking them to extend their work until the end of Sept 2007. StarDoc will have a similar letter.
The PCT needs to know what GPs want. Should OOH go out to tender?  How does OOH fit in with Urgent Care Centres? The PCT needs our views on the document which DB circulated. This is a stage in the PFI process, to obtain a generalised idea of the footprints before documents go to the PFI partners.
At present there delicate contract negotiations with Harmoni; these include skill-mix clauses. Harmoni have a monthly meeting with Lynn Dalton and DB re: data. The data is poor. Only the national minimum is supplied. Watford Practice Managers have asked for more, but can only get this if they pay for it. Harmoni say they are full, if doctors apply to work sessions for them. Training is mostly coming to StarDoc. Harmoni said that they were under-priced. A business case will be put together. It will go to all PBC colleagues.
Discussion
It was asked how the new guidance on PBC shapes something which will have to be bidded for competitively, or whether there are other options. The PCT can offer a range of options, and should support primary care providers to provide services. They have no view yet as to which is better. The PCT has to account for public money. There are an existing range of providers who have interests in staying in Hertfordshire. All commissioning of all services is the PBC responsibility. The PCT has to make sure commissioned services are safe, financially stack up, and that PBC plans achieve national targets. It was commented that PBC has got to decide if it provides or commissions (or both). What are the partisan issues that would persuade the PCT to un-level the playing field? The reply was that the new guidance frees up primary care so that PCTs don’t have to tender. However, governance issues have to be satisfied. There are risks in potential challenges later. There is a legal rigmarole in re-tendering (re: red tape) but there has to be robustness. For example, some founder members of Harmoni had to opt out.
There was considerable discussion about historical issues.
PBC feels that the PCT is not looking for single model of ‘one fits all’; this is supported by conversations with colleagues in East and North Herts. Local networks and the link with Intermediate Care are important. GP co-ops may offer a better service, but are not cheaper. The comment was made that commissioners have to pull back from the brink. If a service is much more expensive, it has to go. The right things must be taken into consideration. Non flagged-up costs have to be considered. Something that causes additional demand must not be created. GP co-ops could be better by looking after ill patients in the night, while daytime demand is redirected back to GP practices.
Jackie Adams
Described two different models of OOH care in which she has been involved:
Maidstone
This follows the ‘Direction of Travel’ comments from Professor Alberti. It is a DH pilot. GP Mark Reynolds set up the model. It is based in the A&E Department of Maidstone Hospital. In Hours, there is no GP cover. The Minors side is built as a Primary Care centre – it uses the See and Treat scenario. From Reception one turns left for Majors and right for Minors. It is staffed by nurse practitioners. After 2 years there is a balanced complement of staff. It is a rural area, with very few unregistered patients. There is good primary care.  
The Navigator nurse is a Primary Care Nurse Practitioner. Staff can make appropriate appointments, e.g. for a GP, GUM, Mental Health. The only time a GP is in Majors is for admission avoidance. The only other time a GP is in Minors is to train nurses. Triagers are used; these are call handlers (but not GPs). They are based in A&E, so they are able to not stick to protocols. Strict protocols increase the likelihood of conversion. GPs are only used for OOH; up till 2 am ENPs are used. National profile statistics show that injury drops off at 2 am. Time is bought from a middle grade hospital doctor after this time if needed. 
Diagnostics are completely prohibited from Minor Illness unless the result is really needed (this rarely happens) – as for a GP surgery. This has helped manage demand because no difference in the service. Other things make the nurses more autonomous. 85 PGDs have been signed off by the PEC. The staff on a shift consists of ENPs, NPs, and extended scope physiotherapists (who do both basics and complex work). ECPs are also rostered. OOH requires ~ 4 GPs.
The population of Maidstone is 250,000. It will be 500,000 after PCTs have merged. Maidstone will be a receiving hospital from April 2007. The PCT will manage the whole front end. Kent & Sussex and Tunbridge Wells Hospitals will deal with Majors. 
The reasons for success include that lots of local GPs bought into it. The Intermediate Care Team is based there from 8 am to 7pm and on call, seven days a week. There is quick turn around and it is never stood down.
Luton
Is run by the private sector (Care UK) and is the opposite of Maidstone. Care UK won the whole service, not just the front end. Call handing, home visiting, and Urgent Care Services were put out as one tender, which Care UK won. Primecare and the Acute Trust also tendered, amongst others. Care UK want to do OOH, Minor Illness, and Minor Injury. They want to be a Beacon pilot. They are also going to do Sub-Major (this is defined as anyone with a major illness, unless haemodynamically unstable – when they become a major).
Luton has a high unregistered population. The service has a high conversion rate – 23% compared to the national average of 18%. By including Sub-Majors, there is an expectation of admission avoidance. Very few GPs are used. Polish or outlying areas doctors are employed. The conversion rate is not dropping. There is no local expertise and there are language problems.
There are issues as the service is not cheaper, and it has effects elsewhere. The commissioners tried to abolish diagnostics, but the doctors are constantly requesting these.
In summary
We need to understand where we are in the locality. We need to consider the admission rate. There is a national expectation that GPs are an expensive resource. The rates of seeing patients are as follows:
GP – 5 to 7 patients per hour

ENP – 5 to 7 patients per hour

ECP – 2 patients per hour

NP – 2 to 3 patients per hour

We need to know the efficiency and what it saves at the back end. We need to consider the cost of Long Term Conditions management in the local health economy. Specialist workers are expensive; generic workers are needed. For example, physiotherapists can do dressings and sutures

Conclusions
PBC has six months to work up a suitable plan, via individual groups or a mutually supportive group. We can produce one pattern to meet individual needs or a pattern with individual flavours. It was felt that Harmoni should be challenged. One core for West Herts is the ideal. The model should be designed collectively. There should be a basic core. Other practices can buy into different bits.
What do we want from the model? How do we achieve this?

Maidstone shows that training up nurses could be 5 years away. In Luton, they did not have to do this because a private company was appointed. A key factor is that In Hours and OOH are different. We can’t transfer the OOH service In Hours, because GPs are working then.
It was felt that we should do it as a group. A critical mass of support is needed. One view was that big meetings and paperwork don’t get much across, and there is a need for face to face contact, e.g. in PBC groups with representatives for each practice. Others disagreed with this. Clearly, doing it one way won’t get everyone on board. The need for a ‘gauleiter’ was mentioned – one person to be in charge. We may not have 6 months; we may only have 2 to 3 months if there is a long lead-in time with PQQs etc.

A two pronged approach was decided on. Work will be done on a Locality basis and also Quadrant-wide. One person will lead on behalf of all this. JA has talked to someone who could help. This would have to be in conjunction with the work done so far.
In Maidstone, the commissioners took over protected learning time; mapping it as an Urgent Care event. The GPs got speakers to get everyone kicked off. From there a small group convened to take it forward.
There are time pressures. However, a paper should come out within the next week. MW suggested a resource from the PCT to support the work - but PBC has to say how to discuss it. The document will come out under the heading of West Herts PBC. A PCT facilitator avoids any one locality being seen to be in charge.
The Assistant Directors’ work has been divided as follows: 

· MMcG is covering urgent and emergency care work, with DB

· SN is covering elective work

MMcG is to draft a paper on Urgent Care – to go to the PBC Leads and the OOH Leads, for each PBC Group in the Localities. DB will also be involved.
The need to involve the press at an early stage was mentioned, as was the need for patient involvement. The Patients’ Forum has asked Gareth Jones to attend an Urgent Care Meeting on 1st March 2007. Will Care UK and Harmoni will get copies of the documents? Will the ruling that the PCT has to sign SLAs with Acute Trusts by end of February 2007 have any effect on our Urgent Care plans?

Next meetings

· 1st February 
· 1st March
· both at 99 Waverley Road, St Albans at 1.30 pm
RS to circulate some dates for the meetings following these ones
AOB

· PBC Meeting on 17th January will be at Tonman House, not Royalty House

· Clinical input into appointment of Locality Director for West Herts requested

· No let-up on financial pressures – the PCT has got to take £1 million out of Unscheduled Care within the next 12 weeks – by the end of March 2007. Various suggestions were discussed

Mary McMinn
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