
NHS BRENT
Notes of the meeting of the PROFESSIONAL EXECUTIVE COMMITTEE held on Tuesday, 13th January 2009 in the Boardroom, Wembley Centre for Health & Care.

	Present:
	Dr Carole Amobi
	Co-PEC Chair

	From Item 10
	Dr Manish Prasad
	Co-PEC Chair 

	
	Dr Jim Connelly
	Director of Public Health & Regeneration

	
	Mr Mark Easton
	Chief Executive

	
	Dr Devendra Patel
	GP member

	Until Item 6
	Mr Charlie Roe 
	Health Visitor Clinical Lead 

	
	Dr Ajit Shah
	GP member

	
	Dr Upma Shah
	GP member

	
	Ms Christabel Shawcross
	Assistant Director, Adult Services, LBB

	
	Mr Sundip Sheth
	Pharmacist member

	For Item 5
	Mr Jonathan Wise
	Director of Finance & Performance

	
	
	

	In attendance:
	Ms Sue Little
	Business Manager to Chair & Chief Executive

	
	
	

	By invitation:
	
	

	For Item 6
	Ms Carol McCalla
	

	For Item 10
	Ms Tessa Walton
	Tribal Consulting

	For Item 10
	Ms Ruth Burns
	Tribal Consulting

	For Item 11
	Ms Christina Murphy
	

	For Item 13
	Ms Lynn Leaver
	Senior Infection Control Nurse

	Workshop
	Mr Harry Clarke
	Head of Corporate Affairs & Board Secretary

	Workshop
	Ms Jo Ohlson
	Director of Primary Care & Community Commissioning

	Workshop
	Ms Marcia Saunders
	Chair


	Item
	
	Action

	1.
	Welcome and Apologies for absence
Dr Amobi advised members that Dr Prasad would arrive late for the meeting.


	

	2.
	Declarations of Interest
Dr Amobi reminded members to declare interests, including but not solely conflicts of interests, prior to each agenda item.


	ALL

	3.
	Minutes of the meeting held on Tuesday, 16th December 2008
The minutes of the meeting held on Tuesday, 16th December 2008 were agreed as a correct record, subject to the following amendment:

· Mr Jonathan Wise was present.


	

	4.
4.1

4.2

4.3

4.4

4.5
	Matters arising from the minutes of Tuesday, 16th December 2008
4.4 Independent Sector Treatment Centre
Dr Ajit Shah, who had agreed to be the PEC sponsor and to provide a clinical knowledge base, had not been contacted by Ms Thirza Sawtell, despite Ms Little’s follow up. Dr Shah agreed to make an appointment with Ms Sawtell to discuss how these services could be used and to advise that PEC wanted to have an over arching view of developments.  Dr Shah would feedback at a future PEC meeting, the plans for next year and suggested PEC input
4.7 An organisation-wide Policy for the Management of Clinical Diagnostic Tests or Screening Procedures
Dr Upma Shah confirmed she had met with Coral Alexandra and that the modifications raised by PEC had been made to the Policy.  The Policy was due to be approved by Co-PEC Chairs in chairs action and did not require resubmission to PEC.

8.2 Safeguarding Children: Child Protection Policies and Procedures
Mr Easton confirmed he had spoken with Dr Andy Mitchell, consultant paediatrician Great Ormond Street Hospital & lead for the Healthcare for London Children’s work stream, who had carried out a review of paediatric services.  Dr Mitchell’s recommendations would be received by the 16th January 2009.
10.2 GP Led Health Centre
Ms Curtis had agreed to supply Mr Sheth with copies of the questionnaires for distribution to the public, on what they wanted to see within a GP Led Health Centre, but to date, Mr Sheth had not received these.  Ms Little to follow up.

12.2 Cancer Lead
Dr Upma Shah advised that she spoken with Ms Farquharson, from Strategic Commissioning.  World Class Commissioning encompassed Screening. A plan to increase mammography screening uptake was being piloted within Willesden practices.  A meeting with stakeholders was also being arranged. `Mr Easton confirmed he had spoken with Ms Sawtell regarding contracts.  Dr Shah agreed to email the Cancer Action Plan to PEC for their comments.

	AS

AS

CA/

MP
SL

US

	5.
5.1

5.2

5.3

5.4
	Finance & Performance Update
Finance - Mr Wise reported that NHS Brent were on track to achieve its statutory duties.  He also highlighted other financial targets including achievement  of public sector payment policy (the speed in which invoices were paid); budget holder responsibilities/training , achievement of Operating plan surplus with SHA defined tolerances; improvement in ALE (Auditors Local Evaluation) and the full cost recovery of the Provider Arm.  .  Mr Wise agreed to submit the January Board budget report to the10th February PEC meeting. He highlighted the approved investments to date and confirmed the initiatives prioritised in the Commissioning Strategic Plan (CSP) would drive the investments for next year.
Acute Commissioning - Overspending continued in Acute Commissioning and discussions were taking place with providers and practice based commissioners. An underspend on enhanced services within primary care had reduced total overspend,  A sub-group of PEC, consisting of Dr Amobi, Mr Sheth, Dr Ajit Shah and Dr Patel, together with Mr Simon Bowen, Ms Jo Ohlson and Ms Thirza Sawtell would meet to discuss LES development, and under spends and what was required to address this.  A report would be brought back to the 10th February PEC meeting.
Dr Upma Shah reported that she had not been invited to the Clinical Contract meetings or had been advised of dates of future meetings.  Ms Little to liaise with Ms Sawtell.

Performance – The target for Smoking Quitters and MRSA remained poor. The Operating Plan would be submitted to the Strategic Health Authority within the next few days and submitted to the April Board meeting for sign off.

PEC noted the Finance and Performance Update
	JW/SL

CA/SS

AS/DP

SL

SL

	6.
	HPV Immunisation Programme – Update
Ms McCalla attended for this item.  She reported that a partial team was in place; CRB checks were taking up to 11-12 weeks to process.  Despite this, Years 8, 12 and 13 had been seen, although three independent schools had refused to give access and so immunisation could not take place; a health promotion event was held within one Muslim school and some of those children were now attending community clinics; health promotion material was passed onto the parents of the other two schools.  Ms McCalla advised that there was a 71.1% uptake for Year 8’s  (target 70%) and a 51.5% uptake for Year 13’s (target 65%)  The catch up clinic at Monks Parks was working well, with 17 and 18 year olds being invited to attend.  She also advised that the Department of Health had announced an accelerated immunisation programme, which was at present not compulsory.  PEC extended their congratulations to Ms McCalla and her team for achievements on the catch-up targets.
PEC noted the HPV Immunisation Programme - Update


	

	7.
	GP Appraisal Annual Report 2008
95% GP principals and 86% of non-principals/sesssional doctors on the Brent Performers list completed their appraisal in 2007-8. There is a contractual & statutory requirement for principals to complete appraisals and those who fail to engage are followed up. There are 26 trained appraisers in Brent who cover 166 principals and 86 non-principals The feedback from appraisees on the process is positive. Learning needs in women health, chronic disease mental health, dermatology, IT skill, management, audit and supporting personal educational development were identified.

A successful workshop for practices ( GP /nurses and practice managers) was held in summer 2008
The  steering group has organised a series of IT training workshops at lunchtime for those GPs who  required further training on the  electronic Toolkit as the plan was to move all appraisees to this from April 2009
Dr Amobi advised that a bid for Brent to participate in an Enhanced Appraisal pilot run by London Deanery had been submitted the result of which were awaited.  She also informed members of a GP Appraisal conference in the afternoon of 21st January 2009 which was being led by Julia Whiteman from the Deanery.

PEC noted the GP Appraisal Annual Report 2008


	

	8.
8.1

8.2

8.3
	Maternity Services Liaison Committee Annual Report 2007/08
PEC had the following questions:

· What was the membership of the MSLC?

· What are the Terms of Reference?

· Was this conduit for decision of changes and developing services, i.e. women can register for antenatal care without seeing their GP first?

· What was the relationship between this group and the adverse incidents group at NWPH ?

· What are the new procedures for patients booking for antenatal care?

· What was required of PEC?

It was noted that the MSLC had approached NHS Brent for a permanent representative from the public health and health visiting services.  Dr Connelly agreed to nominate a public health representative and Dr Amobi agreed to approach Ms Thompson regarding a provider representative.
As no one was available to present this item, it was agreed to ask Ms Woods, Acting Chair, Brent & Harrow MSLC or Ms Sarah Mansuralli to present the item to PEC on 10th February.  


	JC

CA/SL

SL

	9.
	NWL Strategy Clinical Reference Group (CRG)
Mr Easton gave some background information about the NWL CRG.  The membership of this group was a representation of PCTs and Trusts within NWL.  It reported to the NWL Collaborative Commissioning Group on clinical standards within NWL, e.g. low priority treatments not funded and also looked at clinical strategy across London. Dr Amobi advised that one of the items on the 15th January meeting was Low Priority Procedures.  As she was unable to attend, Dr Connelly confirmed that either he or Mr Simon Bowen would attend in her stead.  Dr Amobi requested NHS Brent PEC should always be represented at the CRG. She asked Ms Little to email the dates to PEC members and for them to sign up, so that in future, if she or Dr Prasad were unable to attend, representation would be made.  

Ms Little to email the 27th November 2008 minutes to PEC members.


	JC

SL

SL

	10.
10.1

10.2
	Acute Service Reconfiguration: NHS Brent PEC SWOT analysis
Ms Tessa Walton and Ms Ruth Burns attended for this item.  Mr Easton reported that Tribal was supporting NWL Hospitals Trust, NHS Brent and Harrow PCT to develop a robust strategy for configuration of acute and primary care services.  All three organisations were signed up to formulating a cohesive plan to address financial, organisational and estate challenges and buy in to the proposed solutions.  The objective of the review was to develop a clinical strategy which would deliver high quality services that were clinically viable and financially sustainable in line with UK and international best practice and plan London/National health policy; Healthcare for London, High Quality Care for all and the Next Stage Review.  Clinical engagement was required from PEC and a Brent and Harrow clinical group would be set up to take this forward.  Mr Easton hoped that either Dr Amobi or Dr Prasad would be agreeable to chair these meetings.

Ms Walton and Ms Burns asked PEC to identify the Strengths, Weaknesses, Threats and Opportunities of current services.  Some of the services highlighted were:
· Strengths – Heart failure, Diabetic eye screening, diagnostic results, informal communications with consultants. Ms Shawcross agreed to forward to Tribal the report on Care Co-ordinated Services
· Weaknesses – notifications of discharge from hospital, primary care overload, community nursing, no vascular community health workers, 
· Threats – Adequate training for junior doctors/clinicians
· Opportunities – Diagnostics, Ophthalmology, defining the process across primary and secondary care could shift and reduce admissions
Dr Amobi thanked Ms Walton and Ms Burns for attending PEC.

	CS

	11.
11.1

11.2

11.3

11.4

11.5

11.6
	Update on Primary Care Strategy
Ms Christina Murphy attended for this item and tabled her update paper.  She highlighted:
· NHS Brent Pledges - which had been agreed by patients, was completed.  Ms Murphy agreed to re-circulate the Pledges to PEC.

· The analysis, visioning events and patient and public engagement work was also completed.

· Case for change - hinged on variation on access, e.g. opening times of pharmacies, GP surgeries, etc

· Community services - how they were working differently in clusters

· Secondary Care – not accessible in North/South and visa versa

· PPI and the network model of care
The next stage consisted of some additional work, the Deliberative event and a premises survey.  A discussion document would be drawn up by the end of January, which highlighted the direction of travel and would be used over a two month period.  An implementation plan, model of hubs and location, core specific work on contracting work stream, support work i.e. workforce, finance and IT also needed to be done. This would be concluded by the end of May.

Dr Connelly offered public health’s assistance to work on the standardisation of information from practices.

Ms Murphy confirmed the Primary Care Project Board was taking place on Friday, 16th January at Willesden Centre for Health and Care.  Dr Prasad was attending.
Ms Murphy reminded members about the Deliberative event on Saturday, 24th January and requested that PEC members attend.  PEC members agreed to have a discussion outside of this meeting and would confirm name(s) to Ms Murphy.
Dr Amobi confirmed that the PEC Workshop on the 10th February would focus on the Primary Care Strategy.


	CM

JC/CM

MP

ALL

CM/SL

	12.
	PEC Leads Report
Ms Little to distribute the Leads report via email to members.


	SL

	13.
	Infection Control Committee minutes of 15th December 2008
These minutes were presented for information. Ms Lynn Leaver attended for this item.  Dr Connelly requested that PEC be represented on the Infection Control committee.  The committee met quarterly; March, June, September and December and the minutes would be submitted to PEC. Dr Amobi asked members who were interested in taking on this role to contact Dr Connelly.

	SL

ALL

	14.
	Any other business
There was none.


	

	15.
	Date of next meeting
1.30pm to 5.00pm on Tuesday, 10th February 2009 in Training Room 2.


	

	16.
	The formal part of the meeting was closed.
PEC was then joined by Mr Harry Clarke, Ms Jo Ohlson and Ms Marcia Saunders for the Clinical Governance Workshop.  Apologies were received from Dr Alex Jamieson, Medical Director.
	


PEC Clinical Governance Workshop
13th January 2009
Dr Prasad explained the purpose of this session was to work through some examples of clinical governance that had been raised by PEC members and to identify where the reporting line/referral line sat regarding governance.
Mr Easton highlighted that the configuration of NHS Brent would be reviewed regarding the formation of an Autonomous Provider Organisation (APO) and its governance arrangements and corporate implications.  This process would take between 6-8 weeks to complete and Co-PEC Chairs input would be valued.  David Hobbs was undertaking this review and his report would be made available to PEC.
Ms Ohlson explained the purpose of the Decision Making Group and the Reference Committee:

· The Decision Making Group – Chaired by Marcia Saunders; Members Ms Ohlson, Dr Jamieson, Dr Amobi, Dr Prasad and Ms Tessa Sandall; Observers LMC and LPC if there was a related case.  The remit of this group was to make a decision on an issue, how to deal with it and who it referred to, i.e. all people on the performers list.

· Reference Committee – The remit of this group was to investigate cases and whether to refer them to the LMC, etc.  In the next three months the Reference Committee would change to a Performance Committee, a sub-committee of the Board with a different membership, including Co-PEC Chairs, PEC members and Medical Director.

Examples of Clinical Governance Issues
1.
Prescribing 
The unclear way in which prescriptions were written by GPs, Pharmacists and District Nurses.
The need to be clear on process, policy regarding independent contractors.

If a serious prescribing error occurred, this should be considered as an SUI.

Issues where professionals were not working appropriately with regards to safeguarding children/adults.

Child protection for pharmacists not carried out.

Action: 

1. ALL: Issues should be reported to the Medical Director who could refer it to the Decision Making Group.

2. Ms Ohlson: Flow chart showing responsibilities of people in different fields to be drawn up.  Needs to capture if other official bodies needs to be informed.

3. Dr Connelly: Child/Adult protection named officer to be put onto website
2.
NPSA/CAS Alerts
If alerts are not closed off in the recommended time, they get escalated to NHS London and the Healthcare Commission.  Records are kept of a) forwarding the alert, b) respondent receiving the alert and c) respondent states what action has been taken.  However, the alerts were not being filtered and sensitive information was being released.  Mr Clarke tabled a summary paper of alerts and confirmed the Risk Newsletter was circulated to Independent Contractors.
Action:
1. Dr Connelly and Dr Jamieson: to give guidance to Ms Sandall, who oversaw these procedures, on who should exactly receive alerts, i.e. all GPs.

2. Mr Clarke: to also liaise with Ms Ohlson, Ms Sandall and Tammy Moorcroft.
3.
Shared Care Protocols
Amber set of drugs prescribed by hospital.  How confident are we that practices were following a shared care protocol?  For common drugs, a shared care protocol should be developed.  New drugs were taken to the Prescribing and Medicines Management Committee (PMMC).

Action:
Ms Ohlson; To have the Shared Care Protocol requirement put into SLAs

4.
Exenitide prescribing and clinical meetings and relationships with the pharmaceutical industry
Policy and guideline for working with the pharmaceutical industry already in place.  

5.
Clinical monitoring visits for independent contractors

Currently not compliant on visits to dental practices or pharmacies.  

Regarding GPs, there would be a combination of QOF and the annual contract meeting.  Ms Ohlson was obtaining additional resources to do this.

The monitoring of significant events – primary care would be linking with the complaints department regarding the low/medium/high concerns of practices.  Input from PEC upon the levels was requested.

Action:

PEC: to provide input into the required levels for low/medium/high concerns

6.
Provider Arm

6.1
Clinical Leadership

The suggestion of an Operating Manual was made.  Mr Easton confirmed that within the APO development, a post would be created equivalent to a Medical Director

6.2
Record Keeping

Returned tests are not always married up.  


Who deals with this if the GP is away?

Processes were in place for SUI reporting but managers were not following this.


Action:

Mr Easton: to ask Ms Thompson, Director of Provider and Estates to remind her managers to complete incident reporting forms

6.3
IT Infrastructure


No clinical system.  RIO adds 10-15 minutes per consultation

7.
Health Visiting


New family visits
A Workshop for Health Visitors and District Nurses had taken place before Christmas, where Jill Cox had presenting her findings from her report in this area.  Ms Ohlson and practice based commissioners had attended. 
Action:

Mr Easton, Ms Thompson, Ms Ohlson: to meet towards the end of January to agree an Action Plan.
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