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Introduction

West Norfolk Primary Care Trust (PCT) was established on 1st October 2001.    The PCT brings together for the first time, responsibilities for the health of the local population and the commissioning responsibilities for healthcare services for the local population.  As a commissioner of healthcare, the PCT is responsible for the purchase of most healthcare services for local people. This involves agreeing the range of health services to be purchased from a healthcare provider (such as a GP Practice; a clinic; a hospital or a specialist centre) for an agreed sum of money. This includes services delivered at local practices, clinics and hospitals; other services within Norfolk and from specialist centres further afield, for example at Papworth, Addenbrookes and London.

This new role requires a new and much stronger partnership with local patients and communities; statutory partners, community and charitable organisations, in order to tackle the underlying health issues facing communities in the West Norfolk area.

West Norfolk PCT has been involved in an ongoing development programme, supported by the Strategic Health Authority, which is aimed at improving both the commissioning process within local health economies and assisting PCTs to develop a local strategy.

The purpose of this work is to enable the PCT to become more proactive in the commissioning process.  To enable this to happen, the PCT must develop a clear, articulated vision which covers the next 5 – 10 years.

Whilst the vision can be imaginative and innovative, it should also include and reference the following points which will help gain the commitment of local partners:

· Targets, both existing and yet to be defined, are givens

· Areas dealing with access, deprivation and regeneration must be acknowledged

· The final document must be explicit about those things the PCT is not going to do

· If there are areas which could provide some quick wins these should be highlighted

· Initially focus each year on three priorities that are reinforced at every opportunity

The Strategic Health Authority expects each PCT to demonstrate through its commissioning process certain competencies.  These include:

· The engagement of Chief Executives in the commissioning  process

· Communication between organisations needs to improve and be explicit

· Evidence of clinical involvement and details of strategies to deal with ‘gaming’ where it occurs

· An understanding of whole system commissioning and evidence of it in use

· A clear understanding of financial flows

· An ability to design and deliver a strategic process which is disciplined and underpinned with value systems

· Processes must be output driven not input driven

The aim of this workshop is to provide the following outcomes:

1. To establish a vision and strategy for services across the PCT

2. To draft a paper for consideration by the PCT Executive recommending a process for commissioning services

Mark Weston, Head of Commissioning

West Norfolk Primary Care Trust

How well is WNPCT tackling national priorities?

No notes were kept on this exercise; this is therefore a summary of the feedback.

Delegates broke into groups and were asked to rate national priority issues and whether or not WNPCT had actually tackled them, using the checklist below.

Issue
National Priority
Score

1. Focus on demand and quality rather than price negotiation
Payment by results


2. Achieving wider diversity of provision
Treatment centre programme, choice, payment by results


3. Managing change in key relationships, particularly the patient and GP
Choice (at the point of referral)


4. Providing more information for patients and GPs
Choice (at the point of referral)


5. Managing relationship with autonomous providers of service – some TCs, private hospitals and Foundation Trusts
Plurality, diversity and choice


6. Maximising the benefits of changes to care pathways
Modernisation, choice, payment by results and provider contestability


7. Grasping the opportunities for developments in primary care
Shifting the balance, access targets


8. Acute clinician involvement
All strategies


9. Develop practice based budgets
Payment by results


10. Achieved efficiencies in prescribing in primary care
National tariffs


11. Overcoming the constraints – still a lack of good information, lack of management capacity and capability
All strategies


12. Manage changes t the regulatory framework to avoid them impeding innovation
All strategies


(Key: 0 – no plans, 10 – plans being implemented in line with action plan)

Several key messages became clear:

· The language used in the description of the issues was confusing.  There was recognition that messages from central government may also be received in the manner and left to local Trusts to interpret.

· There was a huge discrepancy in the knowledge each participant had around these subjects.  Some participants had a greater understanding or knowledge of the issue, therefore rated the PCT higher. Social Services and other agency representatives and middle managers were unable to score most of the issues due to lack of knowledge or understanding of the issues.  It highlighted a need for more communication within the PCT and the agencies/partners they work with to ensure staff know what is going on within the PCT.  There is also a need to have a shared understanding and vision of what the PCT is trying to achieve.  If the staff were uniformed, then the public was even less so – and this needs to be addressed.

· One area that all agreed the PCT was achieving was in the area of prescribing and the prescribing team were complimented for their achievement and for ensuring that staff knew what they were doing.

Preparing a Vision and Strategy

Delegates were separated into four service area groups as follows: 

Overall

· Hilary Daniels 

· Rosemary Hurdman 

· Robert Jones

· Trish Turner

· Colin Weston

Acute

· Marilyn Barter

· Nigel Day 

· Sandra Haw

· Noel McGivern

· John Rees

· Jane Steward

· Gwyneth Wilson

Community Health

· John Carr

· Sue Gurr 

· Alicia Hinton

· Ann Moscrop 

· June Stokes

· Mark Weston

Mental Health

· Laurence Atkinson 

· Tony Burgess 

· Jim Keown

· David Stonehouse

· Caroline Ward

The rest of the day was separated into two parts.  In Part One, the service area groups were asked to agree a vision and strategy for each of the service areas, considering whilst writing the strategy:

· How do I know I am in West Norfolk?

· No generalisations

· What does it mean for patients?

The separate groups were then asked to present their strategy and vision to the whole group for feedback.

Vision and Strategy - Overall

West Norfolk Primary Care Trust is a group of local doctors and nurses and other professionals working together with the local hospital, council, social services and the voluntary sector and other agencies and the public to provide high quality, timely health care for the local population by:

1. Looking at health and what causes ill health and tackling the issues together.  For example, reducing accidents in the home with the use of a handy man who can install a grab rail to help an older person get through the front door
2. Providing prompt, efficient care of a high standard at a mutually convenient time and place.  For example, speech and language therapy for a child who needs it before they start school.

3. Improving the speed of access to services and the choice of service.  For example, a woman with a lump in her breast could have all the tests and information she needs at one visit.
4. Patient and public involvement in the decisions made in the local NHS at all levels and on-going.  For example, you tell us what you think needs to change and you can see how we have responded to your views.
(Use different examples for different audiences)

Feedback 

· All delegates felt this was a useable strategy.

· It was agree that it is essential that the vision and strategy is one where all members of staff can see how their role achieves the objectives of the organisation and where members of the public can see how they can be helped by the organisation.

· This strategy was ‘user friendly’

Vision and Strategy - Mental Health

Let me tell you a story…

Ryan is a 19 year old man from a poor social background.  He is unable to keep a job and so receives basic benefits.  He has relationship problems, is feeling very low and can’t see much point in life.  He is using substances.  Ryan has had a row with his family and had to leave his home.  He feels everyone is against him, no-one to turn to – he is desperate.  Where can he go for help?

This is the help Ryan receives:

· Ryan finds that information is widely available about sources of help and it is well publicised in A&E, pubs etc.   

· Contact is arranged with a GP, social services, housing, police – he receives a community approach to service.

· The whole services is accessible

· Ryan receives a rapid assessment of his needs – medical, social and psychological, housing and employment

· He has access to a range of services

West Norfolk Healthy Minds Programme

1. Cradle to grave service

2. Support to family

3. Recognises the role of primary care/family/voluntary sector

Vision Principles

· Supportive

· Safe

· Effective

· Accountable

· Service-user focused

· Involving the voluntary sector

Strategic Aims

· Promote awareness of mental health – media, schools, leaflets, help lines

· Provide information about access to services

· Develop a common ‘pathway’ into accessible mental health assessment –  across all organisations

· Supportive, safe, effective and aimed at creating independence

· Need to deliver quality services that deliver care to patients in the most appropriate settings 

· Make best practice national guidance fit with the local picture

· Services should be safe, supportive and deliver patients independence as much as possible

· Resources should be deployed as effectively as possible with clinical staff across the care pathway, ‘singing from the same hymn sheet’.

· Carers should be supported

· Fully integrated with social services/seamless to patients

· Transition between different elements of services clear

· No holes

Better Access Clearer Outcomes Now - BACON!
In West Norfolk patients can expect:

· High awareness of mental health across all organisations

· Clear indication of when and how to get services

· Rapid professional assessment of their specific needs

· Timely advice and referral to people who can help and want to help.

Simple, Manageable, Organised, Klear, Engaged, Yusers – SMOKEY BACON!
Feedback

· Needs to be put into a different order – (1) this is Ryan, these are his problems, (2) then all the services the PCT provides, finishing up with (3) what all this means for Ryan and how he was helped.

· A bit wordy in places

· Uses a few jargon words such as ‘assessment’ and ‘substances’

· Overall this was felt to be a very good strategy and it complimented the overall strategy.

· It was agreed that all the service areas under the ‘overall’ strategy could be set out in this way – patient story, followed by WNPCT services provided, back to patient and help received.

Vision and Strategy – Acute Services

Initial brainstorm 

What do patients want?  Need the involvement of the public.

What the PCT is doing for patients:

· Referrals – efficient, caring, smooth journey from start to finish (needs improvement)

· Alternatives i.e. to automatic referral to consultant e.g. physios, other GPs

· Clarity of information to GPs/Primary Care re alternative routes

· Lack of forward vision on acute services by PCT

· Assessment and choice – need a robust assessment mechanism and more joined-up choices

· Referral criteria – equity for referrals is needed

Vision

Local hospital services within one health and social care system: appropriate care to appropriate people, timely within resources.  West Norfolk needs a vibrant local hospital with a ‘hub and spoke’ model into primary care.  We need to be aware demographic change with more focus on prevention and we need patient involvement/patient representation.

10 year vision

Addressing isolated rural/urban issues with a joined up whole system: not primary care, not secondary care, not tertiary, not ‘social care’ – but ‘people care’

There will be a common information system - across all sectors with health promotion and admission alternatives with all systems available to all providers, retaining, where possible, local services for local people care.

3 year vision

· Resourced IT training implementing a common information core (QEH, GPs, Community all use different systems now)

· SNOMED, READ etc (code classification systems)

· Development of skill mix e.g. GPs with special interests, pathways

· Intermediate care - need to make significant progress in this area

· Achievement of Out of Hours system (completion required)

· Treatment Centre/Service – to achieve national targets for stroke etc

· Doctors – working time directives etc.

This year:

· Achievement of transitional model of Out of Hours – protecting Accident and Emergency at QEH, e.g. walk-in centre; observation centre (ward)

· Intermediate care - a phased development

· GP contract – addressing concerns such as what effect will be on acute services?  For example, will it increase referrals to the QEH?

Action: 

· Joint project team to assess local implications of GP contract and development of nurse practitioners etc.

· Further development of ambulance paramedics – linked to GP project team above

Checklist


1. Outcomes focussed:

· Inappropriate referrals

· Admission avoidance (appropriate admissions)

· Length of stay

· Re-admissions

· Infection rates and health protection

2. Prevention of ill health and health promotion – obesity, etc

3. Issues re demography, elderly population

Feedback

· It was felt this strategy needed ‘spin’ to ensure the message is not communicated negatively or sound depressing.

· Very good in that it was measurable, with targets and timescales

· Very staff focused  - needs to be patient focused

· Lot of jargon – ‘hub and spoke’, ‘joined-up’.

Vision and Strategy – Community Services

Community health services for the people of West Norfolk – patients will have access to the right service at the right time in the right place with the right staff for the right patients.

Working across partner agencies to develop services that are high quality and improve the health and well being of the population of West Norfolk in a integrated way ensuring that services are delivered that are patient and child centred.  Other principles are to strive:

· Locally accessible

· Involve local people in decisions about local health

· Supports general practice and GPs and staff who provide health

· Involve other health care professionals (optometrists, pharmacists, dentists)

· Support and integrated approach to the delivery of health services (through joint commissioning where appropriate)

· Enables professionals and social care professionals who work in West Norfolk to make decisions about how services are developed

An integrated system across health and social care, education and the voluntary sector that supports and empowers you, your families and community to achieve your full health potential and development needs.  A system that is there when you need it, that is fair, listens to what you have to say and is responsive in how it can meet your needs.

Range of options.  Examples: accessible services providing the best treatment at the right time and in the best place with the right care and support.

· Celebrating success

· Sharing weaknesses and agreeing what we are going to do about resolving them.

Creating an equal partnership across secondary and primary/community care services through the development of integrated care pathways across all services.

Proactive not reactive:

· Needs based across all partner agencies

· Out of hours

· Development of Downham Market Health Centre (PMS)

· GMS contract

· Integrated rehab

· Care assessment

· Admission avoidance

· Generic workforce

Currently - isolated, undervalued and over-priced

1 year

· Out of Hours integration and access

· One stop services

· Wider range of primary care services under GMS

· Support to change commissioning to joint approach

· Reduce delays between secondary and primary interface

3 years (2005-6 onwards)

· Developing nurse practitioners/nursing skills

· Expanding primary care capacity

· Intermediate care facility increase

· Development of performance management systems to measure outcomes – are we making a difference?

· Delivery of Choice (education, information)

· Integrated access to emergency care – 999, accident and emergency, primary care walk-in centres/minor injuries unit (nurse led, paramedic), multiple location

· Pooling resources

· Population growth (health needs assessment)

· Downham Market IC

· Match skills to health inequalities

2006-7 - Establishment of Children’s Trusts?

5 years

· Use of alternative agencies for intervention before crisis point

· Integrated health records – patient held

· Share physical resources – equipment/capital costs

10 years

· Embedding of public health education from age?

· Access to informed health information – penalties?

· Impact of population growth/change

· Impact of demographics – elderly

· Other sources of funding

· Maintain viability of services/finance

· Integrated approach across agencies – equal partnership and integrated pathways

· Patient and child focussed

· Accessible informed

· Achievement of health potential – available and ???

· Quality of care and experience

· Admission avoidance strategies

· Match skills to needs – reduce health inequalities.  Money for quality.  Generic workforce – driven by population needs and staff integration

Issues

· Communication of issues and impact on individual areas – what do we need to improve to improve strategy development?

· Celebration of successes

· Glossary of terms – in commission framework – question the jargon

· Does quality get list in demand versus price issue?

· Vibrant local services

· Demography and geography

· Mutual benefits – to more that one organisation

· Apply process to PCT provided services

Feedback

· Participants disliked the term ‘right patients’ - what is a ‘right patient’ and when is there a ‘wrong’ patient?

· Use of jargon – ‘admission avoidance’, ‘settings’

The Commissioning Process

In Part Two, the groups were asked to choose a model for commissioning and working with support checklists and materials, delegates were asked to devise an analysis and preparation process:

1. Assess WNPCT’s organisational capacity and capability

How are you going to meet demand?  Who has got the resources/expertise?

2. Establish a clear business process

How are you going to reengineer services and how do you involve professionals in the right ways to look at what ‘modernisation’ means

3. Agree stakeholder involvement

What if their interests conflict?  Consider communication and decision making strategies to address those conflicts?

4. Undertake business health needs analysis for each service area

This does not mean epidemiological/scientific studies.  Consider - what are the key stakeholders ‘moaning’ about?  What are the ‘similarities’?   How do you address this and how to you give direction?  What is the structure of your population in comparison to nationally, what is the manpower locally compared with others nationally?  And how does access to services locally compare with other nationally (e.g. diabetes care)?

Process - Overall

1.
Agree Stakeholder involvement

Stakeholders would include:

· Other PCTs/Acute providers

· Acute Trust as an organisation

· PCT as an organisation

· Public/patients

· GPs

· Staff of PCT

· Voluntary sector providers

· Social services

· Professional groups – clinicians

· Private providers

· Strategic Health Authority

· Councils/Local Authorities

· Voluntary/Community groups (CVS) – (specific interest/lobbying)

· MPs?

· Media?

· UEA/FE institutions

· Workforce Development Confederation

· PPP e.g. Norfolk LIFTCo

· Department of Health/central government

· Local businesses

The Local Strategic Partnership (LSP) is already in existence and provides a structure for stakeholder involvement but there needs to be a better alignment of what health is trying to achieve and what the LSP is trying to achieve.  The LSP should be part of the clinical commissioning process.

· The LSP provides the communication mechanism for discussing interests/conflict

· The LSP co-ordinates the partnership – the health strand is via Healthy West Norfolk Partnership

The LSP is the umbrella structure with the 6 spokes.  One of the spokes or themes is Health under the guise of the Healthy West Norfolk Partnership (HWNP).  G9, Cluster group, the 3 strands of Commissioning, Prioritisation Group (QEH) and other should feed into this.  Under the banner of the HWNP comes the multi-agency strategy and implementation Groups (SIGS) and other work and project groups.

2.
Undertake business health needs analysis for each service area

Health Needs Analysis (HNA)  – what is the need/demand?

· Knowns/givens

· MIQEST/databases

· Three pronged commissioning process – Clinical, Modernisation and Public (Citizen’s jury)

· Strategic Health Authority ’spider’s web’

· Healthy West Norfolk Partnership – co-ordinates needs of stakeholders under the banner of ‘health’

This should be a rolling process of HNA review

3.
Assess WNPCT Organisational Capacity and Capability

We need to map:

· What are the stakeholders currently providing?

· How do they influence the health of the local population?

· What resources do they have to offer?  Jointly?  Separately?

· Determine the skill mix

· Identify experience

· Identify pots of money

· Identify human resources

4.
Establish a Clear Business Process

· ‘Modernisation’

· Compare all local needs with other places and look for examples of best practice.  Use all the stakeholders to replicate/simulate locally or devise own innovative arrangements

Feedback

Delegates felt this system could work if the LSP was providing the direction, consistency, clarity etc – it was very strongly felt this was not currently the situation and the LSP as it stands is more of a hindrance or superfluous.  It was pointed out that the LSP is in the process of reassessing itself and now would be an excellent time for them to take these issues on board.  If the LSP system worked properly – this commissioning mechanism could work.

Process - Acute Services

1.
Chose commissioning model - use fractured neck of femur model

2.
How do we commission neck of femur?  

Involves Fenland and South Lincs. as well as the collaborative model

3.
What is the demand to the acute unit?

· Previous experience of emergency operations (activity) taken as a baseline using a combination of hospital and PCT data

· Activity – numbers operated on, non operative, length of stay, operated versus non operative, readmission rates, national register

4.
Effectiveness: cost effectiveness

E.g. the most cost effective hips prostheses, the most cost-effective type of treatment, e.g. keyhole, infection rates

5.
Models of care

a. Primary prevention – e.g. calcium intake, exercise (health promotion), antenatal, children, onwards, co-ordinated falls service

b. Secondary prevention – acute sector

i. Need to develop a ‘clinical pathway’ (involving clinicians) to which all clinicians are signed up.  

ii. They need support for this.  Involves IT, training, audit. 

iii. E.g. Define range of length of stay relating to age

iv. Look at those outside defined range e.g. increase length of stay, increase age infections, live alone, readmissions

v. Also decreasing length of stay

c. Tertiary prevention – Post operative. 

i. Need seven days a week physio (weekends excluded at the moment) e.g. day room converted to a gym.  Issues: best practice – learning from others, BUT will need financial resources.

ii. Intermediate care – debate the issues of ‘hospital at home’ (Peterborough discharged at 48 hours).  Is it cost effective?  But are there better outcomes?  Issue of opportunistic costs – i.e. increased hospital stay and costs versus community costs

What is the patient’s opinion all these processes?

6.
Normative data

· Capacity of the PCT – the PCT is not really geared for this at the moment.  Need ‘Public Health’ information (e.g. consortium of information across Trusts).  Use present information systems more efficiently.  Population structure – elderly, female to male ratio is high

· Resources – e.g. RCS guidelines (gold standards).  Number orthopaedic surgeons.

· Referral rates – handled by PCT, referrals to treatment, referrals that don’t have treatment.

Process - Mental Health

Following on from the BACON of the Vision and Strategy, it was felt this was the Policy Implementation Guidelines – PIG!

1. Use the NHS Framework for priorities and NSF.  Interpret it to reflect local expectations

2. Get staff to stop doing what they do not do well.  Clarity needed about what we are here to do

CR&HT, CST, Primary Care Mental Health Workers, Psychological therapies, in-patients, emergency intervention, Out of Hours, A&E

3. Appraisals – systems, staff/clinical skills, learning from what others do – JH, ME, KLM etc

4. A Mental Health System

5. Exchange ‘interested’ clinicians

6. Use feedback – not defensive practice

· User/carer work

· Stakeholders – GP survey

· National morbidity statistics – what is the value to local status - is there anyone collecting data to describe morbidity here?

· Expected assertive outreach versus national studies

· Prescribing data

· Clinical impression

· Anecdotal need

· Cognitive behavioural therapy

· Looked-after children

· Championship

· National seriously mentally ill

Manages operations, does not know what it doesn’t do.  Needs assessment – keeps doing what it has except for PIG.   Assess WNPCT – capability/capacity – inadequate.

 









Feedback

It was suggested that with the involvement of the Local Implementation Team, there would be a PIG-LIT!

Process - Community

1.
Analysis and preparation

· Develop matrix to jointly assess available skills

· Teamwork

· Risk management – understanding of what we can and cannot do

· Communication

· Financial management – business case development, local expert capability in local areas (voluntary sector knowledge, local views, local focus), benefits management

· Assess organisation development – culture change required.  Learning organisation, joint interagency training, succession planning

2.
Process

· Health Needs Analysis – stakeholders inclusion

· Prioritisation of needs

· Design team – stakeholder inclusion – outcome driven, pathway approach

· Pooled budget

· Evaluation at each stage

· Include milestones

1st year

· Working with partners (via Local Strategic Partnership (LSP)?) to identify the needs of the local population, national priorities and agree the way forward.  

· Developing a culture of focusing on outcomes and results and again working with partners to agree them – by the end of the year we will have an agreed direction for all – to ensure the health and well being of the population is developed to the degree that they enjoy a better quality of life, reducing inequalities and social exclusion.

· 4 -5 ‘Big Issues’ to tackle together

· Put in place systems/structures/processes to support change

2 – 3 years

· Working in partnership enables the development of a partnership culture that allows the ability (trust) to think differently using pooled resources to work together to integrate service, better access, promoting independence for all, leads to better quality of life.

· Identifying other sources of funding to be able to create co-ordinated pathways for people to access service/care

· Joint commissioning process undertaken at a devolved level – operational – allowing front-line staff and patients to make decisions/purchase care

Delegates

· Laurence Atkinson, General Practitioner, Southgates Medical and Surgical Centre

· Marilyn Barter, Pathways Manager, West Norfolk Primary Care Trust

· Tony Burgess, Ex-Primary Care Executive Chairman and General Practitioner, Massingham Surgery

· Hilary Daniels, Chief Executive, West Norfolk Primary Care Trust

· Nigel Day, Head of Primary Care, West Norfolk Primary Care Trust

· Sue Gurr, Head of Service Provision, West Norfolk Primary Care Trust

· Sandra Haw, Senior Nurse Manager, West Norfolk Primary Care Trust

· Alicia Hinton, Divisional Manager of Medicine, Queen Elizabeth Hospital NHS Trust

· Rosemary Hurdman, Team Manager, QEH, Norfolk County Council Social Services Department

· Robert Jones, Deputy Chief Executive and Head of Modernisation, West Norfolk Primary Care Trust

· Jim Keown, Head of Mental Health, West Norfolk Primary Care Trust

· Noel McGivern, Practice Manager, Southgates Medical and Surgical Centre

· Ann Moscrop, Professional Head of Nursing, West Norfolk Primary Care Trust

· John Rees, Director of Public Health, West Norfolk Primary Care Trust

· John Carr, Commissioning Manager, West Norfolk Primary Care Trust

· Jane Steward, Commissioning and Performance Management Manager, West Norfolk Primary Care Trust

· June Stokes, Partnership Co-ordinator, West Norfolk Primary Care Trust

· David Stonehouse, Finance Director

· Trish Turner, Public Involvement Manager, West Norfolk Primary Care Trust
· Caroline Ward, Pathways Manager 

· Colin Weston, Deputy Chief Executive and Operations Director, Queen Elizabeth Hospital NHS Trust

· Mark Weston, Head of Commissioning, West Norfolk Primary Care Trust

· Gwyneth Wilson, Head of Nursing and Quality, Queen Elizabeth Hospital NHS Trust

Voluntary Sector/Strategic Health Authority/Social Services/GPs/PCT
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