`BRENT PRIMARY CARE TRUST
Notes of the meeting of the PROFESSIONAL EXECUTIVE COMMITTEE held on Thursday, 11th October 2007 in the Boardroom, Wembley Centre for Health and Care.

	Present:
	Dr Carole Amobi
	Co PEC Chair

	
	Dr Manish Prasad
	Co PEC Chair

	
	Ms Anna Anderson
	Interim Director of Finance

	
	Mr Mark Easton
	Chief Executive

	
	Dr Devendra Patel
	GP member

	
	Mr Charlie Roe
	Health Visitor Clinical Lead

	
	Dr Ajit Shah
	GP member

	
	Dr Upma Shah
	GP member

	
	Ms Christabel Shawcross
	AD, Adult Services, Local Authority

	
	Dr Andy Tate
	GP member

	
	
	

	In attendance:
	Ms Julie Billett
	Interim Director of Public Health

	
	Dr Amanda Craig
	GP

	
	Ms Farhat Hamid
	Allied Health Professional

	
	Ms Caroline Kerby
	Practice Manager

	
	Dr Madhukar Patel
	Medical Director (Until Item 5)

	
	Ms Sue Little
	Business Manager to Chair & CEO

	
	
	

	By Invitation:
	
	

	Item 12
	Mr Charles Allen
	Interim Director of Human Resources

	
	Ms Patricia Atkinson
	Director of Clinical Leadership & Clinical Governance

	Item 6
	Mr Phil Church
	Turnaround Director

	Item 8
	Ms June Farquharson
	AD, Service Improvement & Performance

	Item 3
	Mr Rod Goodyer 
	AD, Specialist Services

	Item 9
	Ms Gloria Jones
	Service Development Manager – Cancer & Palliative Care

	Item 3
	Ms Linda Greenhill
	AD, Northern Localities

	Item 3
	Ms Shirley Parker
	Projects & Emergency Planning Officer

	Item 8
	Ms Sarah Thompson
	Interim Director of Strategy & Commissioning

	
	
	

	Apologies:
	Mr Bashir Arif
	Director of Integrated Health Services

	
	Mr Sundip Sheth
	Pharmacist member


	Item
	
	Action

	1.
	Welcome and Introductions

Dr Amobi welcomed everyone to the meeting and brief introductions were made.

	

	2.
	Apologies for absence
Apologies for absence were received from Mr Sundip Sheth and Mr Bashir Arif.


	

	3.
	Minutes of the meeting held on Thursday, 12th July 2007
The minutes of the meeting held on Thursday, 12th July 2007 were agreed as a correct record.


	

	4.
	Matters arising from the minutes
Privacy, Dignity & Respect Policy – Ms Atkinson confirmed she had met with Ms Wilson and that the Policy had been amended and signed off.

NWL PCTs Clinical Reference Group – Dr Amobi advised members that attendance at this meeting was shared between herself and Dr Prasad.  The role of this group was to enhance collaborative commissioning across the NWL sector and ensure that resources were properly allocated.

Frozen posts within the Provider budget – Mr Goodyer, Ms Greenhill and Ms Parker presented this item, on behalf of Mr Arif.  The Provider Directorate had a £1.1m overspend for this year and was addressed by all current vacancies being frozen.  Each post had been risk assessed.  £750k savings had been identified, with £140k being admin type posts.  There were 40 posts in total, not all WTE and most of which had not been recruited to for some time.  IT WAS AGREED that Mr Goodyer would provide Dr Amobi and Dr Prasad with a written summary of the list, for distribution to the entire clinical community.

	RG

	5.
	Practice Based Commissioning
PbC Cluster Leads
Dr Craig fed back from the PbC Cluster Leads meeting that had taken place earlier that afternoon.  A paper had been tabled at that meeting, showing the PCTs commissioning position statement, giving the recent changes in structure; what had been achieved so far; barriers identified; advantages highlighted.  It was also suggested, and there was enthusiasm to move in this direction, that a federal model of service delivery be implemented, which pulled together commissioning plans and acted as a central decision making body.  This proposal would be distributed by Communications and Cluster Leads to all GPs for their thoughts and comments.  There were currently 4 clusters, 1 co-operative and 12 independent practices, where pockets of good work had taken place. Mr Easton raised that Clusters should work on the federal model and get independents to work more collaboratively, as it was not sustainable to keep them going.  Dr Craig advised that Cluster Leads were invited to discuss and develop the structure and ToR and submit their comments by the end of the month and suggested that the date of the next Cluster Leads meeting be changed to accommodate this.  

	

	6.
	Finance Update
An Anderson tabled two papers.

Operating Cost Statement – This summarised the financial performance position at the end of September.  Ms Anderson highlighted the following: £617k overspent – slightly better than the previous month; £360k variance on acute commissioning; under spent on joint commissioning, the variance of which had changed throughout the year with regards to continuing care negotiations with the Council; £750k over spent on prescribing; two factors contributed to the £900k variance on management costs, restructuring which had only now been implemented and FHS support; Provider services were above plan and meetings were taking place with managers to identify the reasons behind this.  Ms Anderson advised the three main areas of risk were elective activity, prescribing and management costs.  There was also a need to look now to the end of year forecast; £2m overspent against budget and if there were one off costs, £4m over spent against plan.
M5 Analysis – NWLHT – Ms Anderson highlighted the following: variance of £629k; Under-performance on elective activity; over-performance on emergency inpatients (more than 2 days) with a north/south divide.  Input was required from GPs to help understand this divide; over-performing on non elective and non emergency; over-performing on outpatients – there was a need to look at the agreement on number of referrals; significantly over performing on A&E, with a variance of £260k.  This reflected the Front of House at Central Middlesex Hospital which had only started in September and that more than anticipated patients had been going through A&E.  Ms Anderson confirmed that the PCT were challenging the Trust on £1.9 activity.  The trends were concerning and needed to be addressed and to also look on a practice level and by cluster.  
M5 Analysis – Hammersmith Hospitals NHS Trust – Ms Anderson highlighted the following: over performing on elective day cases, inpatients, outpatient follow-ups and renal.  The largest over spend was on critical care, although whilst there were a small number of cases, these patients were high cost.  The PCT were challenging the Trust and AA/MCP would be meeting with them.  
Ms Anderson requested that PEC members helped and participated in the regular meetings with NWLHT and that a link with PbC Leads was also required at this meeting.  She also requested that PEC and PbC members discussed and offered their clinical input into SLAs.
Dr Amobi confirmed that a PEC Lead member would be identified to offer their input into A&E and SLA discussions/meetings.
THE REPORTS WERE NOTED

	s

	7.
	Turnaround Update
Mr Church highlighted the following: there were 101 schemes across the business; £10.1m of savings, i.e. 40% of plan, had been achieved at the end of August and so we were ahead of where we thought we would be; the work steam for the second half of the year would be harder to deliver with greater risks.  He advised that the three main risks were 1) £7.5m continuing care savings plan had to be delivered, which may be subject to legal challenge; the PCT were currently in negotiation with the Council and 19 other Local Authorities. 2) Acute commissioning. 3) Interim management at the PCT and the impact on people’s motivation regarding the restructuring.  There had been successes, for example the Harrow Beds, where activity had been reduced by £1m and of course there had also been failures, namely, the Pathways, FHS savings and the decision to not relocate the HQ this year – these had all been built into the Plan.  Mr Church was confident that the Plan was on track and the £25m savings would be achieved.  
Dr Amobi confirmed that the PEC should feedback to GPs the data on turnaround.

The Pathways were raised, in particular the Diabetes Pathway which was only running at 50%.  Mr Church advised that the PCT was currently looking at the financial viability of the Pathway and that a group was meeting soon to identify what the costs were.  He also stressed that GP engagement was imperative to ensure the maximum number of referrals.

Ms Anderson explained that the PCT had had a historic deficit of £17m at the start of the year.  The top slice from NHS London was to be given back of which the timescale for repayment had yet to be agreed.  

THE REPORT WAS NOTED

	

	8.
	Care Pathways
Dr Amobi advised that a Governance Group had been asked to look into the expenditure and income streams going through the Pathways.  They had also looked at the lack of IT and patient safety.  A survey of practices confirmed that there were no concerns regarding clinical input, but on the process and clinical governance issues.  It was recognised that the Pathways were running with very low admin support.  Dr Amobi reminded members that a top slice had already been taken from GPs budgets to pay for the Pathways.


	

	9.
	Commissioning Strategy Plan Update
Ms Thompson and Ms Farquharson presented this Summary document.  They confirmed that this was a practical living document, and recognised that it had not had enough clinical engagement input.  Five goals, each with initiatives, had been agreed with the PEC, namely 1) Improve health and reduce health inequalities, 2) Ensuring we have 21st Century services, 3) Managing resource effectively, 4) Building partnership working and 5) High performing and innovative organisation.  The Plan had been submitted in August to NHS London, with a revised version submitted in October.  No feedback had been received as yet.  This Plan formed the core planning process central to the PCT’s commissioning regime.  The PEC were asked to assist with Goals 1 and 2.  Measurable implementation plans and how to deliver them were to be developed.  The full Plan would be put onto the Intranet. Ms Thompson AGREED to bring the Implementation Plan back to the next meeting and identify which areas needed greater clinical focus. It was AGREED for the Implementation Plan to be put onto the agenda as a standing item.
THE REPORT WAS NOTED

	ST

SL

	10.
	RNOH – Application for FT Status
Ms Jones presented this item.  She confirmed that a letter of support had already been submitted to the host PCT in order to meet the deadline for response of 29th September 2007.  This proposal was presented to PEC for their comments, which she would feed back retrospectively.  The main benefit of FT status was to invest funding in building developments and so to provide better services for patients.  The risks were around the PBR and non PBR spilt.  There was a possibility that in non PBR, investments in procedures and equipment could be made and therefore a revised tariff would need to be agreed.  Mr Easton advised that an alternative proposal had now been suggested involving the Royal Free Hampstead NHS Trust and that the PCT would formally receive notification of a Stanmore or Royal Free Option.  It was AGREED to support the RNOH but that PCT would consider the new proposal when it arrived.
THE PEC SUPPORTED THE RNOH APPLICATION FOR FT STATUS

	

	11.
	Support for Prescribing and Deliverables
In the absence of Dr Patel and Ms Rajyaguru, Dr Amobi suggested that this item be brought back to the next PEC meeting.  She did, however, bring members’ attention to Appendix 1, which was agreed by PEC and PbC Leads, to show individual practices’ prescribing expenditure.  She confirmed that the request for a PEC member to be attached to Prescribing was reasonable.  It was recognised that under prescribing, as well as over prescribing should be addressed.


	

	12.
	MRSA Decolonisation Proposal
Ms Billett presented this item.  She advised that all NHS bodies were required to minimise the risk of HCAI to all patients and that this was a Selbie 6 key priority.  The MRSA decolonisation strategy was considered to be an important tool in meeting this standard.  A joint group had looked at the NWLHT Action Plan. The cost of implementing this policy was approx. £22,000 pa which would easily be offset by the reduction in MRSA infections and associated savings such as reduced bed occupancy, acute and commissioning nursing time and antibiotic prescribing.  The PCT needed to support NWLHT to achieve its MRSA target.  Lynn Leaver, Senior Infection Control Nurse would develop the policy and flowchart, which would be issued to GPs and nurses.
THE PEC APPROVED THE POLICY


	

	13.
	Training and Development for PEC members
Mr Allen attended for this item.  It was recognised that for the new PEC members, an induction and various training and development needs were required.  The training session needed to be both reflective and reactive on how things have changed within the health service and how PEC fitted in with this.  Mr Allen suggested two half days induction/training covering: how the PEC would work together by identifying strengths and weaknesses; an understanding of Director’s roles; how national priorities would influence the work of PEC; the corporate role – the common messages to disseminate; monitoring of the PEC.

	

	14.
	Any other business
There was none.


	

	15.
	Date of next meeting
2pm to 5pm on Thursday, 8th November 2007 in the Boardroom, WCHC.


	

	16.
	Dr Amobi thanked everyone for attending and the formal part of the meeting was closed.


	

	17.
	Closed session for new PEC members

	


