BRENT TEACHING PRIMARY CARE TRUST

Minutes of the meeting of the

Professional Executive Committee

held on Wednesday 1 June 2005

Present:





     
Dr Carole Amobi (CA)

                            
Ms Patricia Atkinson (PA)




Mr Roger Bailey (RB)

Mr George Bandasoah (GB)




Mr Mayur Bhatt (MB)




Dr Amanda Craig (AC)

                                 Dr Nigel de Kare-Silver (NKS)




Ms Farhat Hamid (FH) 

                                 Mr Rakesh Kapoor (RK)

                                 Dr Ethie Kong  (EK) (Chair and Chair of meeting)

Mr Patrick Laffey (PL)

                                 Ms Mary O’Connell (MO)



           Mr Shabbir Panju (SP)

Mr Mahendra Patel (MP)



Ms Christabel Shawcross (CS)

In attendance:

Mr Paul Beal
(PB)

Mrs Cathy Claydon (CC)

Mrs Gloria Jones (GJ)

Mrs Leena Sevak (LS)

Miss Debbie Whelan (DW)

Apologies:

Dr Lise Llewellyn (LL)




Dr Judith Stanton (JS)




Miss Jane Lindo (JL)

	No.


	
	Action

	525
	Minutes of the meeting held on 4 May 2005

Page 7 – reference to HEA, CHD & MMR ,Lynda Greenhill is the Locality General Manager of Wembley and not Kilburn as stated in the minutes.

Page 9 – Reference to QOF CHD is Coronary Heart Disease and not Chronic Heart Disease as stated.

Encompassing these changes, the minutes were agreed and signed as a true record of the meeting.


	

	526


	Matters Arising

 Item 501 - it was announced by Ethie Kong that Selina Gellert had heard back from Ken Walton who informed her that he agreed with Brent’s policy on IVF.

Item 514 – Regarding the Learning and Development Policy, Amanda Craig confirmed she would report back on the appraisal report.

Dr Carole Amobi was welcomed by the PEC to her first meeting. It was noted that Dr Carole Amobi replaced Selina Gellert as PEC Commissioning Lead and will also be chairing the Primary Care Commissioning Group.


	

	527
	Reflection on PEC and Planning for the PEC Away Day

Reflection on PEC

EK, as the PEC Chair, led the discussion on this item. She announced the contributions the PEC have made since its initiation in April 2002. EK went through the PowerPoint presentation (tabled) noting the following areas the PEC have contributed and invited members for comments/ feedback on:

Communication and raising the profile of the PEC

External contributions

Clinical engagement

Improving health services

Clinical governance

Commissioning

Access in Primary Care Flu and MMR Targets

Prescribing Budgets

Agenda for Change

New Contracts for IT

Cohesiveness and Focus

What is next for the PEC & what purpose should they be used for?

What are the PECs intentions and aspirations?

It was announced that the PEC would be having its third Away Day in July. EK explained that much achievement has been made over these years including a regular slot for the PEC chair and a PEC insert in the quarterly published tPCT Update magazine. It was also noted that all locality leads have been working with their Locality Managers more effectively and the PEC has become more visible in its participation through Locality meetings and visits. It was also highlighted that from external feedback, many of the PEC members have been participating in local and national organisations and clinical engagement has been dealt with in various ways.  The overall attendance has improved at these functions. EK mentioned that she is regularly invited to the Consultants Forum at the North West London Trust where she raises issues from the PEC and from primary care setting. EK also noted that PEC involvement has been made on health services’ new models of care and also with the help of NKS, she has brought the BeCAD Agenda to the trainers and educationalists. With regard to Commissioning, Selina Gellert, the previous PEC Commissioning lead, was praised for her contribution. Access in Primary Care was an achievement as PEC GP members’ practices were early adopters in collaborative working in achieving access using Advanced Access Methodology and these PEC members championed and promoted the concept. Clinical governance was cited as an example of PEC member AC, working closely with the Director, bringing clinical governance agenda on a visible platform. Satpal Chana (SC) & EK contributed on the immunisation agenda. SC worked with HR on Agenda for Change. Overall, EK explained that the PEC members have contributed, at different levels clinically, over the years. How to make PEC contribution even more visible is something the PEC needs to work on.

Discussion ensued on this and PEC members were given the opportunity to voice their opinions. NKS explained that he thought the PEC need to build their profile on their impact on improving health services. FH thought EK’s comments presented us with a very good snapshot of the work conducted by the PEC. She emphasised the need to reiterate that this presentation is just the highlights of the work carried out by members. RK explained that to assess the actual value of the PEC is very difficult as the members put clinical input to projects, new pathways of care etc but they are not entirely responsible for them operationally. PL explained that by looking at the PEC from a Joint Working perspective it becomes clearer that it is not possible to break down the workings, as the PEC members with managers and other staff all work together and not in isolation. 

NKS wanted to note the important work the PEC had done around BECaD and the influence they have had on teaching and developing models of working. The PEC was instrumental in inviting representations from the tPCT and from the Acute Trust (David Powell),to workshops of the  trainers and young doctors, hence bringing the BECaD model of working into their awareness. The impact the PEC has had over training new doctors was also noted.

NKS emphasised the PEC’s strategic role and its influence on policy making.

 EK was thanked for all of her hard work around this and as the PEC Chair. 

CA (new member attending her first PEC meeting) noted that as a GP and with no previous ties to the PEC, she has experienced that working with PEC clinicians on her patch gave her more awareness on PEC members’ involvement on the tPCT’s agenda.

MP explained that as a tPCT we have a huge agenda and he sees the PEC as the ‘engine room’ with expertise on healthcare. MP also noted he felt the board relied on the PEC on many issues.

AC explained she felt the PEC acts as the patient’s advocates especially in the case of New Models of Care being frontline clinicians.

MP thanked the PEC for their contributions and praised the members for their enthusiasm and desire to drive change. MP was especially thankful for the PEC’s input in to Models of Care and appreciated the firm decisions made by PEC where needed.

EK announced that she would take these comments made from the PEC and email the members with an updated presentation.

Planning for PEC Away Day

EK asked members what they thought the intentions and aspirations were for the Away day. 

GB suggested looking at the way the PEC has shaped itself with the tPCT and how they directly feed in on a 1:1 basis. He also felt the PEC should align themselves more closely with clinicians from their own disciples. As a group, the PEC has matured and working more closely with peer clinicians should be a priority. 

PL supported the PEC’s role on Cluster Board (CB) level so as to maintain clinical representation and engagement at the frontline. How the PEC members on CBs report back to the whole of PEC was discussed.  PBC was acknowledged as a major factor for the PEC’s evolvement and the Cluster Model of Clinical Engagement is a way forward. EK suggested two levels of PEC involvement: operational and strategic clinical leaderships. The PEC also needed to evaluate how the members of the “Clinical Leaders” Programme fit in with the PEC in its evolves and develops.

It was suggested that working more closely with Directors might firm the structure of the PEC. PA explained a successful example of this working is her close relationship with AC surrounding Clinical Governance for Primary Care. EK commended on AC & PA’s way of working as there is joint commitment from both the PEC Lead and the Lead Director. She encouraged the idea of monthly meetings of PEC Leads with their Lead Directors. 

NKS felt the PEC has a lot of participatory and influencing work, when working with local agendas. This is hard to measure.

FH suggested the Agenda for the Away Day should consider on three big areas and focus on spending allocated time on the delivery of these areas. FH suggested breaking the monthly PEC meetings into more specialist meetings e.g. one meeting dealing with Primary Care, one with Commissioning, one of Service Redesign etc  

AC highlighted an area which could be more effective is at the PEC/Board seminars. 

EK explained an objective of the Away Day was to examine the structure of the current PEC and to review if it still serves its purpose.  EK also suggested examining what kind of leaders the organisation need and within what structure would these leaders work most effectively.

CS suggested examining how people can make a difference and focusing on what needs to be done. MP explained that if we come up with some clear objectives we could monitor these and work through and review them. MO suggested looking at BECaD. 

AC suggested the new PCT Organisation (Brent tPCT) , how we service it  and  PBC should be our focus for our Awayday.  

It was agreed that the areas to cover at Away Day would be:

· What is the future of Primary Care with the changes on the horizon and what sort of clinical representation is going to be available to service the new world?

· How the PEC is going to engage on these areas eg Practice Based Commissioning, Payment By Results etc and what type of clinical representation they will provide and what clinical leadership is required.

The PEC noted EK’s paper and summarised  the areas they would like to cover at the Away Day

	

	528


	Taking Brent tPCT in to the future- Consultation Document on Restructure of the tPCT

Paul Beal – Director of Human Resources presented on behalf of Lise Llewellyn. PB explained he had been taking the Consultation Paper to various meetings and had encountered some radical proposals as to how we could change the structure. PB discussed the current structure of the organisation and with external and internal challenges and with the departure of Stephen Jones – Director of Joint Working gave the tPCT an opportunity to restructure itself. He highlighted the focus on corporate objectives and working across directorates in a matrix form. There would be six directorates instead of seven. There would be a full time Medical Director focussing on performance management of clinicians. The PEC leading on clinical leadership, not the Medical Director, was assured. In the new organisation, there would be a separation of the tPCT’s provider and commissioning roles, some functions moving from one directorate to another.

PB suggested on an Organisational Development Programme once the re structure is confirmed.

Once all of the feedback has been submitted, the next steps will be to work through the proposal with each directorate, focusing in particular around the structure of Primary Care localities and how this will integrate with Practice Based Commissioning.

The consultation period is timetabled to end on the 10th June 2005 and the intention is to have the new structure fully operational by October 2005. 
FH highlighted that the current paper did not give a strong signal around directors and their joint working. 

NKS enquired if the post of the medical director would be advertised and if the selection process would be transparent. PB reassured him that there would be a job description and person’s specification on the post and HR would be handling the recruitment of the post with the usual stages of starting with internal advertising and then moving externally according to the HR Change Policy. 

CS supported this paper from a local authority point and highlighted that she felt it showed support on commissioning and was sad to see Joint working go. 

MB asked as to what the financial implications of these changes would be. PB was unclear of figures but confirmed that the savings made through the re-organisation would be reinvested.

MP highlighted the key areas he felt the PEC would be involved in were PBC and Smoking Cessation. 

Rakesh Kapoor enters at this point
EK explained PBC is core focus for the PEC and the PEC would need to provide clinical engagement and champions for it. 

Gloria Jones enters at this point

PEC noted the paper. PB was thanked and was asked to come back with an update and keep the PEC informed.


	

	529
	Cancer Waiting times targets (CWT)

This item was led by Gloria Jones who explained she was present to raise the profile of the CWT and also to ask for a PEC champion for CWT.

 She also noted that from December 2005 all standards on CWT will be Key Performance Indicators and all trusts will be penalised if these changes are not met. 

She emphasised the importance of the correct and full data entry on referrals. Incomplete data on referral forms is one if not the main problem in delay on the waits. GJ explained the importance of this, as we will be measured against the benchmark . The patient NHS number is vital to be entered on the forms. 

RB questioned why they could not accept electronic copies of the data to speed up the process. GJ pointed out that not all practices are familiar with electronic referrals and the hospitals at present could not deal with electronic referrals. Therefore, the referrals need to be faxed within 24 hrs in order to get on the patient pathway. 

It was also noted that Choose and Book is not available for Cancer Referrals yet. 

PEC members reported problems with the referral forms and also that  some practices did not receive the letter on CWT and referral forms.

GJ explained there had be inappropriate referrals awaiting CWT. There were two educational sessions regarding this but attendance from the GPs was low.

Some hospitals have written to the tPCT on GP inappropriate referrals. They were emailed to Ethie Kong who forwarded them to GJ for David Rapp to deal with.

The PEC recommended to GJ that if she needs input on referrals, she should contact the Primary Care Commissioning Group, whose Chair is CA. 

GJ detailed the whole system needs to be streamlined and we need to start the pathway for cancer working. She expressed it would be disappointing for the tPCT to fail KPI due to wrong the data entry . 

The PEC felt that there was no need of a PEC champion for CWT and Dr David Rapp being a Clinical Lead on Cancer should be the Champion. Moreover, the Cancer PAG reports to the PEC.

The PEC would like Dr Rapp to attend the PEC meetings when the PAGs’ reports are on the Agenda. 

The PEC acknowledged KPI taking the feedback and asked GJ to write to the Primary Care Commissioning Group if she required input on referrals.

No PEC Cancer lead was chosen as David Rapp should be the Cancer champion and the PEC welcomed him to work with them on a closer level.


	Gloria Jones is to resend original letter regarding CWT. EK to email Dr Rapp to invite him to PEC meetings



	530


	Consultation Paper on Learning Disabilities Services

Cathy Claydon – Clinical Network Director led this item with the aid of a tabled PowerPoint presentation. CC explained she has been looking at services for people with learning disabilities and ‘complex needs’. The Nuffield institute was commissioned in 2003 and has released a report suggesting new ways of working in Brent. The findings confirmed there is a need for a specialist service but a new model is needed. It is also about strengthening the community capacity and building up and strengthening mainstream acute mental health links. The report proposes 10-15 beds in a unit. CC explained they held a process-mapping day to trace user journeys. CC’s team have done benchmarking and visited various services to obtain and to look at what we have learned and what can be put in to practice. 

The Brent Change Group together with Joint Working have developed 3 proposals:

1. Assessment and treatment

2. Intensive support team

3. Working together with mental health

The preferred future service model is intensive support team. 

CC explained the other options were:

1. Do nothing

2. Preferred model management in PCT

3. More beds at the new Kingsbury

4. Closure of Kingsbury

CC explained the number of beds has been based on the demand in the area and also on what the commissioners were prepared to commission.  The PEC questioned what would happen if Kingsbury had to be closed. At this stage CC explained it is too early to say. 

MP stressed to look at the cost implications involved in Kingsbury. It was originally built for a capacity of 24 beds and only using 10-15. He questioned if is it financially viable.

PA suggested looking to use the rest of the building for other purposes.

PEC members received and noted the report. 


	

	531
	Practice Based Commissioning (PBC)

Jane Lindo sent her apologies and Ethie Kong presented this item on behalf of Jane. 

EK suggested looking at PBC at the upcoming PEC Away Day and how the PEC will fit in on a different level of engagement. 

There would be Cluster Workshops on PBC over the next few weeks. Informatics and Public Health would be producing data for practices. It was felt that data should be sent prior to workshops, giving practices a chance to digest them.

The PEC Cluster Leads would be present and taking a lead role on PBC in clusters.

It was announced that the Primary Care Commissioning Group in view of the PBC model, are reviewing membership of the Primary Care Group.

PEC members received the update


	EK to remind Eileen Reidy to have the data sent out at least a week before workshops

	532
	Chronic Disease PAG update

PEC members noted the paper


	

	533
	Leads Reports 

· PL gave feedback from his attendance at Chalk Hill Health Centre as part of the Kingsbury locality meeting.

· RB – Explained the Kilburn locality meeting last week was well attended with 6GPs, 8 Health professionals and in total 29. Selina Gellert gave a presentation on BECaD. There were discussions on carers week, the Healthy Living Centre and the new complaints procedure.

· AC announced they had appointed a new GP appraiser, discussed her participation with Standards for Better Health and explained the results of the national consultation have come back.
· CA attended 2 meetings : An induction meeting with SG, Andrew Parker and EK and another with Jane Lindo and EK.

· FH attended the D-PAG meeting. There was an appointment of a community dermatologist (Dave Sanandra) and the one stop shop in Kingsbury will start on the 11th July 05.  

· SP reported on the Harlesden Locality Forum on the 18th May which was attended by 39 participants. They discussed asylum seekers and complaints. SP attended three meetings on Smoking Cessation and is trying to encourage more involvement from pharmacies. 

· MO announced she has a meeting with Debbie Breen on the 29th June and a director’s locality visit on the 27th June.

PEC members received verbal reports from the locality leads.
	

	521
	ITEMS FOR INFORMATION
PEC members received the following papers for information:

· Medicines Resource Group: Minutes of the meeting held on the 12th April 05

· Prescribing and Medicines Management Committee: Minutes of the meeting held on the 17th March 05

· Clinical and Corporate Governance Quarterly Report

· Primary Care Services Development Programme

· Key Performance Indicators: Monitoring Report from March 2005


	

	522
	Standards for Better Health

The PEC agreed for this item to be rolled forward to the July PEC.


	

	509
	Topic for Discussion Session at next meeting

PA  & AC will present standards for better health jointly at the July PEC.


	

	510
	Date of next meeting

Wednesday 6 July 2005 at 1.30pm in the Boardroom at Wembley Centre for Health & Care, 116 Chaplin Road, Wembley (lunch will be available from 1pm)


	


	Minutes agreed as a true record

Signature of Chair:          …………………………………..

Date:       6 July 2005
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