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

Minutes of meeting held on 24th March, from 11:00am-1.00pm in Meeting Room 1, ACAD Centre, CMH

Present 

Moira Black (Chair) 

Jean Gaffin 

Lise Llewellyn
David Powell 

Andrew Parker

Charles Cayley

Phil Shorvon

Bashir Arif

Sarah Warner

Anne Lando

Vince Mak

Claire Walker

Nick Hulme

Apologies

Stephen Jones

Mark Devlin

John Pope

MC Patel

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

DP said that Brent Council had received invitations for the topping out ceremony. MB commented on the success of the ceremony and the number of staff in attendance.

MB asked about progress on the introduction of 3day turn-round for chest x-ray results. PS said this was almost resolved and would be introduced by the next couple of weeks.

AL said that she had not received papers for the meeting and DP agreed to ensure that AL was on the mailing list for the meeting.

DP/PS to ensure implementation of immediate reporting for x-rays

DP to ensure AL on the circulation list

SW said that a number of the issues around HR and consultation were being resolved. The Joint Staff Committee at NWLH had agreed a set of consultation papers. SW said that the next steps were to issue the papers to staff and run a series of meetings to discuss the proposals on the following dates:

Monday 25th April 
Postgraduate Lecture Theatre

12:30pm - 2:00pm
Monday 16th May 
ACAD Room 1&2


8:30pm   - 9:30pm 

Friday 20th May 
ACAD Room 1&2 


2:30pm   - 4:00pm

LL said that she would be happy to share the introduction of these meetings with DP. NH also said that he would be available to participate.

SW said that there was now a dedicated HR manager assigned to the BECaD process and the Board welcomed this.

It was agreed that a process for involving Brent PCT HR in the staff consultation would be explored by the PCT.

BA said that because the project was now clearly moving into an operational phase and that this would require some dedicated time in implementation. BA said that to enable this, MCP should be asked to take a direct role in leading the APP and given full support to ensure successful implementation of this priority development.

SW said risk assessment was required after first phase of implementation. LL said that this should be in June to allow enough time to adjust implementation if required.

JL/RB to ensure Brent PCT HR sign-off

SW to organise risk assessment in June

MCP to be asked if he would be prepared to devote more time to leading the APP implementation

BA to put arrangements in place to support APP development

BA/LL to provide cover for MCP to allow expanded APP role

4. Update on Progress

DP said that building progress was still ahead of schedule but that early completion, bringing forward the impact of the rise in overall building charges as a result of the PFI, was not considered by the Trust to be affordable. LL confirmed that the PCT was not in a position to pay costs associated with early handover. 

SW said that the development of an integrated acute unit and the rehabilitation and intermediate care proposals were covered later in the agenda. 

LL said that the development of the ECC staffing model needed to take into account the staff in the community and also the potential for administrative staff to move around to where the service will be provided. LL said it would be a good idea to convene a meeting/series of meetings to discuss this issue and the financial implications of the new model. DP agreed to set these meetings up.

DP to establish meetings to work through the staff and financial consequences of the ECC model

5. Rehabilitation and Intermediate Care

DP said that the milestones for progress on rehabilitation and intermediate care were to be amended by SJ to reflect the actual structure of work now underway.

SW presented a proposal for a pilot of the integrated clinical management system for Willesden and CMH, in order to reduce delays in the clinical pathway. This pilot would be planned to last for 3 months April 2005 – July 2005. SW said that a clinical management team would be set up to actively take on the role of managing the patient flows relating to both CMH & WCH in an efficient manner (operating on a 5 day per week basis in the first instance). The membership of the team would be as follows:

· CMH Operational Lead (Margaret Magee) 

· Nurse manager from WCH (spending 2-3 days per week on CMH site) 

· OT from CCT


· CC as medical advisor 

SW said that this team would be responsible for meeting daily to:

· Gather the relevant information on all patients currently awaiting access to the WCH & CMH elderly & rehab bed pool from both within CMH and externally.
· Gain a clear understanding of available beds – both sites
· Make decisions on which transfers will take place in the next 24 – 48 hours
· Ensure that all necessary investigations are requested and followed up promptly.
· Ensure the appropriate assessments are completed as well as appropriate referrals e.g. Continuing Care; Nursing Home etc

· Ensure there is an agreed Management Plan for each patient prior to transfer

· Streamline documentation between the 2 units

· Ensure WCH have the capacity etc to manage the patient

· Ensure the transfer has been discussed and agreed with patient/carer 24 hours prior to transfer. 

· Ensure there are no delays to the transfer 

SW said that the transfers of patients to WCH would become a daily streamlined simple process and would work to a core set of rules including:

· All patients must be medically stable prior to transfer

· All patient must have an individual clinical management plan 

· Streamline documentation using CMH/CCT Protocols as appropriate as well as CMH drug chart 

· 1 weeks medication to be supplied by CMH

· Willesden nursing staff to be competent in making clear clinical assessments.

· All Clinical Assessments by Allied Health Professionals (AHPs) to be completed at CMH as appropriate prior to transfer.  

The Board discussed the proposal and agreed that steps should be made to implement as soon as possible.

SW said that the medical management of patients at Willesden had been discussed at a separate meeting. SW said that agreement had been reached on a few key points including:

· An agreed individual management plan by CMH clinicians’ prior to transfer. This will remove the need to re-assess the patient on arrival at Willesden. 

· 1st port of call for advice for WCH staff to be the duty physician (see Brent Clinical Models of care)

· 2nd port of call, (failing above), to liase with appropriate CMH physician (i.e. referring team) to prevent automatically sending patient back to CMH

· Patient Notes must always accompany patient whether in CMH or WCH 

· Use of common documentation between CMH and WCH This to include: 

· Drug charts; (We are currently piloting a drug chart which is working well)

· Observation charts; (We have currently improved the observation charts, which would be very appropriate for WCH.)

· Patient notes.

SW said that there still needed to be more discussion on GP access to beds and CC reported that MCP suggested that this should be phased in once all protocols had been agreed.

SW said that other changes to the system were also in progress including the rotation of nurses between WCH and CMH, and the set-up of an operational multidisciplinary group to review the referral and transfer process comprising multidisciplinary staff from both CMH & Willesden:

SW to implement proposed pilot and changes to the system

SJ to provide summary tasks and progress for a revised Project Execution Plan

CC/MCP/SW to develop medical model for GP access

6. Diabetes

DP said that there were still some problems with the diabetes proposal and how the cost increases related to the clinical model.

In particular, DP said that there were still some basic issues with the service, as the concept of an integrated model was not fully understood. AP reinforced this view and said that the language being used still suggested a gap between the hospital and community ends of the team. 

It was agreed that the main parties needed to get together and re-look at the whole proposal and especially the need to work as 1 system.

DP said that this issue would be discussed at a joint meeting organised by Jennifer Worthington. 

JW to organise meeting to review service model and financial plan and re-present

7. Acute Unit Development

VM reported on his role as emergency physician in charge of the acute process as a forerunner of the team who would own the acute unit in BECaD.

VM said that it was very early in the pilot but that there was plenty of evidence that the role could make a major contribution to improving the patient flows.

VM said that he had picked up a few areas for improvement. There are quite a few patients waiting to come in electively for "planned" investigations but that unfortunately these are not always planned, and this can lead to delay.

VM said that as a general rule, there was not a major issue of patients waiting for imaging and other diagnostics. PS said he thought that this could still be improved and VM agreed that there were a few patients waiting but this was not as significant a delay as the lack of patients with clear care plans and discharge dates.
PS said that the new 64slice CT scan should be capable of providing angiograms for triage purposes and NH said that there was some progress with this type of diagnostic at Good Hope Hospital.

VM said that the junior doctors were most supportive of the development and valued the teaching opportunity. DP said that this was a significant spin-off benefit to the pilot. 

 

VM said an important lesson was that consultants should become more accountable for long inpatient stays, and maybe account for why there may not be clear daily plans for their inpatients.  VM suggested that more emphasis is made upon this during job planning. 
DP said that the other issue was how to construct the team around the role as a major part of the recipe for success was respect from other clinicians for the role and the post-holder would have to command this respect to be effective (one of the reasons why the pilot is working).

VM/SW to report back on pilot development/next steps

PS to explore impact of CT on Cardio waits

8. Revised PEP

DP introduced the revised PEP and said that the main issue with the development was how to mainstream the activity so that it became the general business of the 2 organisations as opposed to an additional subject for discussion.  LL said that the PCT were considering how Brent should achieve this mainstreaming of the development. MB said that the Trust would address the same issue.

9. HIA Assessment

DP reported back on the HIA and said that it was a very successful day, with the clinical presentations by staff being very effective.

Date and Venue of Next Meeting

Thursday 21st April, from 12:00-2:00pm in Meeting Room 2, ACAD Centre, CMH
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