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                                                                             Teaching Primary Care Trust
                          Working with our partners for a healthier Brent

Brent Strategy Board

Minutes of meeting held on 13th July 2005, from 12:00 – 1.30 in Post Graduate Centre – CMH

Present         

Moira Black. Chair NWLH MB (Chair)
Jean Gaffin.  Chair Brent tPCT JG 
Lise Llewellyn. CEO Brent tPCT (part) LL

Mary Wells. CEO NWLH MW

MC Patel. Clinical Director Brent Tpct MCP

Charles Cayley. Associate Medical Director NWLH (part) CC

Sir Graham Morgan. Executive Director of Nursing NWLH SGM

Bashir Arif. Director of Primary Care Services Brent Tpct BA

Sarah Warner. Associate Director of Operations NWLH SW

Claire Walker. Director of Therapies and Acute Outreach Services NWLH CW

June Farquharson. Head of Modernisation JF
Don Richards. Director of Finance NWLH

Patricia Atkinson. Director of Nursing Brent tPCT PA
Andrew Parker. Director of Commissioning Brent Tpct AP
Jenny Goodall. Director of Social Services. LB of Brent JG
Vince Mak  Clinical Lead, Acute Medicine VM
Apologies

Ann Lando. Age Concern Harrow

John Riordan. Medical Director NWLH

Mary George. Project Clinical design Manager

1. Apologies

Apologies were received from those noted above.

2. Minutes of Last Meeting 

The minutes of the last meeting were agreed.

3. Matters Arising – 

4.4 SGM and PA  have agreed a mechanism for harmonisation of clinical models
4.  Update on Progress:

BA commented that the Operational Group now have a new format with which to bring updates to the strategy group.

4.1. Diabetes
BA commented that the appointment of a Community Consultant now taken place and he is due to start this month.    An implementation lead is required in this speciality that would mirror the model we have in place for cardiology/respiratory. Some options are being explored within the PCT.   

Action: BA to progress

4.2. Musculoskeletal (MS)
Work has started, and initial signs are quite positive. It is important  that the physiotherapists, rheumatologists and orthopods come together soon to start to formulate the integrated pathway.  Again this area has been identified as one that needs both a management and  clinical lead.  SGM commented that the lead in MS needs to be a physio.

4.3. Dermatology

MCP has had an initial meeting with Dr  Anne Powles.  They have undertaken an initial review of data and it is believed that 25% of activity coming to secondary care could be undertaken in primary care.  It was recognised that this model needs to be speeded up because of the 13 week wait issue and the limited defined space in BeCAD.  MW asked what the assumption behind the plan for this model.  SW commented that in many parts of the country dermatology is a community-based service.  

LL commented that the advent of Practice Based Commissioning clusters. will promote the development of primary care dermatology services 
MCP  commented that the pathways are complete – need to formalise these with Dr Powles.  

LL commented that there may be  a business risk if practices see the service centralised at NPH.  

MW  stated that if the service continues with it’s present activity and capacity   we potentially at risk of not meeting the target.

Action:
· MCP to shadow Dr Powles clinic on a Friday look at referrals coming through.  

· MCP to agree final referral pathways with Dr Powles

4.4. Financial Consequences of Model

AP commented that to date we have tried to use existing resources to pump prime changes i.e. waiting list work etc.  We now need to move to the next phase of making sure we have a financial plan that links with SLA, PBR consequences etc.
DR commented that PBR does not record full costs and we need to make sure that the system works with the BECaD clinical models so  we don’t destabilise CMH  because of the way the system happens to work.  

SW commented that we are now getting a clearer  idea of what services are going to look like in April.  SW is currently confirming final staffing levels in the new building.  SW commented that they are now aware of ECC and in-patient workload so we can now starting making financial assumptions associated with PBR etc.  

MW commented that Sarah Warner’s idea of a bottom up approach is the most sensible approach.

DR described sickle cell counselling services as one service that sits outside national tariff – there are a number of clinical  activities within BECaD which are not national recognised by the PbR system e.g. Email clinics
LL commented that this would be a staged approach as we need to also model what level of activity would look like and we would also have to factor in the full PBR effect over the next three years.  

MW stated that the financial modelling process should emulate a foundation trust application .
Action

· Andrew will arrange a mtg with PCTs Deputy Directory of Finance, AP, DR and Mairead Molloy, finance rep from NWLH to plan financial modelling process. First stage – to identify basic pathways costs both for primary and secondary services and then align this to PBR model. For the purposes of the initial modelling concentrate on Willesden, UTC, Cardio/respiratory and GPSI, to include the CCT team as well.   Then undertake a full PBR costing of model and what it would look like. Feedback at next meeting
4.5. Intermediate Care

SW commented that the implementation strategy is  now at the point of transferring sub-acute rehab patients to Willesden.  There is a significant level of risk regarding the current level of Social services provision attached to this model.  SW recognised there is a social services problem but this is not the whole story - other disciplines involved with this system have a tendency to believe that social services are responsible for all delayed discharges in the system – this is not the case.    Need to work with nursing and medical teams on discharge processes.  

CW stated  there is lots of work with therapies to get them to  understand that rehab does not have to be done in hospital – better integration needed with community therapy services.
SW stated the system is soon going to start being squeezed with CMH bed closures and Willesden will start to feel impact of this.  

SW stated that there is risk that  without additional social services capacity we may  not get down to the bed state required.  

There is also a requirement to improve the process for continuing care assessment

4.6. Proposal for APP Paper

MCP summarised basis, which gives a personal perspective on some key issues around the APP development to date.  He reminded the group that the original remit was via a PMS bid and not to take over the running of the whole of minors.  The bid was effectively for 3 salaried GPs, 2 nurses, an administrator and a manager.  MC commented however the scope of APP has expanded to take over the whole of minors and to this end the PCT will need to see minors funding come across from NWLHT if this is to happen.  There have been immense staffing difficulties, with one GP off sick and then maternity leave and there is effectively only one GP working in APP at the moment.  MC commented that if we are going to reach the vision of a maximum two-hour wait we need an additional GP or alternative medical cover in the first instance from 9pm to 8 am.  The current capacity at present is to see 20 patients an hour; this does not include patients that need plastering etc, as the figure would then go down.  

Recommendations:
Consider future funding arrangements 

Melinda Nelson is looking at nursing structure and identifying changes in nursing staff to make sure the nursing structure supports the vision

JF to undertake an evaluation of APP to date

MC work in progress was the development of a whole range of operational policies.  Biggest challenge was the shift in culture.

MW asked if MC could also look at this issue though bottom up costing and we need to ensure use existing  resources in most effective way .The model needs to be affordable.

Action:

· MCP need the data that tells us how robust the quality of care is.  GM to  provide data re nursing care diagnosis and ordering of tests.  

MCP, LL, BA  to meet on Friday to discuss APP.
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