LMC Secretaries’ Conference 2011 – Workshop notes
How can LMCs improve their performance and provide a better service to their constituents?

Facilitator: 

Jane Lothian

GPC Secretariat:
Joe Read

Sessional GP Representation

There were a number of issues / suggestions raised about how sessional GPs could be better represented by LMCs: 

· Setting up a sessional GPs constituency in elections to the LMC (although some felt it more advantageous to sessional GPs to allow them to stand through geographical constituencies)
· Making the LMC website more sessional GP-focused - for example, by using it to broker arrangements between locums and practices
· Contact details for sessional GPs are a particular problem for LMCs. A possible solution to this is for PCTs to share contact details from their performers lists with LMCs. A number of PCTs refuse to do this due to data protection issues, but it is possible for application forms to performers lists to include a box stating that the applicant is happy for their details to be shared with the LMC
· Engaging with VTS schemes to "catch" future sessional GPs at an early stage 

· Ensuring that the LMC fights for sessional GP issues and provides specific support to sessional GPs - for example, ensuring that PCTs cascade information to sessional GPs and providing support with appraisal / revalidation
· Link to local sessional GP groups
Communications

A number of suggestions were raised regarding general communications with constituents: 

· Sending out "hot topic" e-mails to constituents, so that the information that is sent out is up-to-date and relevant at that time
· There is still a role for a hard copy newsletter, which many GPs still value above electronic communications 

· There is a possible role for social networking sites, but LMCs need to be aware of the potential pitfalls of using these
· Engage with practice managers as they are an effective route for cascading information to GPs
Role / Number of LMCs & Representatives 

· LMCs should consider whether their number of elected representatives is the best fit for the number of GPs that they represent
· LMCs need to consider the mix of communications from elected members and staff - sometimes constituents appreciate communications with the doctors who represent them
· LMCs should consider providing services outside of their normal remit - for example CRB checking services. These are often self-financing. 

· LMCs should educate constituents, PCTs and other stakeholders regarding the LMC role, and keep hammering home the message
· LMCs should ensure that they are engaged with PCTs and that PCTs know that they must be consulted - for example, through regular liaison meetings with PCTs
GPs and practices holding CCGs to account - the role of the LMC

Facilitator:

Roger Ford

GPC Secretariat:
Chris Scott
There was a very different feel to the morning and afternoon sessions on this topic. The earlier group were more likely to highlight positive ways in which they had been able to influence the democratic processes of their CCGs so far. In the afternoon, many attendees seemed unsure of what an LMC’s role should be in relation to CCGs and many were defeatist.
Observations

· More than half happy with the democratic process in their area (am & pm)

· PCT appointed individuals to CCGs – they are now gaining experience which means they will have an advantage in elections

· Need to ‘prove to CCGs that LMCs have something to offer’ [I would argue that it is more about re-iterating the role of the LMC to constituents rather than trying to impress CCGs – cs]

· If have support of local GPs, the LMC will be strong and the CCG will realise it has to involve them in the process

· Ordinary constituents are not interested

· CCG told the LMC they did not want them involved. The LMCs agreed to this and decided to concentrate on the provider aspect of practices rather than commissioning – no idea how to hold the CCG to account – GPs not interested

· If there is a bad relationship between the senior officers, then there is nothing the LMC can do to influence the process
· Undemocratic CCG leaders unaware of the potential influence of and LMC when it comes to the authorisation process – why would GPs approve these leaders?
Positive approaches
· Important to establish line of communication between senior officers of LMCs and CCGs

· LMCs need to be well briefed on GPC policy

· CCGs remain shadow organisations – they still must go through the authorisation process, one criteria for which is a mandate from the GP community – essential that LMCs and GPs are aware that they current CCG set-up is not a foregone conclusion

· Ensuring that the LMC is visible, and seen to be powerful and influential is important

· Ensure that the LMC minutes are widely read. Press will seek out stories if the minutes are published on their website. This ensures the need to keep the LMC onside.

· Secure a place on the CCG approval committee for LMCs. 
· Ensure there is an LMC observer on each CCG (but this post must be distinct – not simply someone who happens to sit on both the CCG and the LMC – also this presence does not equate to consultation)

· Re-state the LMC’s objectives and role to constituents – use plain English so that it contrasts with that coming from PCTs

· Seek a mandate and views from constituents – if GPs collectively profess a view point via an LMC, the PCT cannot ignore it

· LMCs should get involved with the Health & Wellbeing board

· GP constituents will be in a position to oust CCG board, therefore the LMC should be on hand to hold them to account over any dubious or unpopular decisions. This is especially likely with the QUIP agenda and will mean that CCGs want to keep the LMC onside

· LMCs need a copy of the letter from AL to LB
· LMCs should ensure a good relationship with local authorities – can be useful allies with their enhanced role

· Need a document for LMCs reminding them of the factors that make them valuable to the process
· Ask clusters to clarify how the shadow CCG is being rated and ask to contribute to the process

It was clear that many LMCs have lost sight of their role in this process. They would certainly benefit from some simple guidance on what actions they can take and tactics for ensuring that they are not excluded from the process. There is clearly a role for a strong LMC that can claim the support of local GPs, particularly given the need for CCG boards to have a mandate from its constituents.

What new challenges do CCGs create for LMCs?
Facilitator:

Mohammed Jiva

GPC Secretariat:
Anna Garrod
Role of LMC
· LMCs need to stay true to their core role as statutory representatives of the profession
· There is potential for confusion about the role of the different bodies, particularly the new structures (NHS Local, CCGs etc)
· LMCs need to educate local GPs about their role as the statutory representative body and the assistance they can provide (making it clear that the CCG is not a representative body!)
· LMCs need to establish a clear footprint between the new structures and manage relationships with PCT clusters in transition period
· LMCs may need to change their structure or function (geographical footprint, internal structures etc). ‘Evolve or die’! 

Relationship with CCG
· LMCs will need to establish good relationships with CCGs in order to influence events as the CCG becomes established and negotiate thereafter
· LMCs will need to make sure that this relationship is appropriate – e.g. where deemed useful, taking an ‘observer’ seat on the CCG board, but also establishing proper channels for consultation with the LMC and ensuring that independence is maintained 
· LMCs will need to be able to successfully manage conflicts with CCGs - they will now be negotiating with doctors (possible members of the LMC) and not PCT managers
· LMCs will need to ensure that the CCG is playing an appropriate role in standard setting and the performance management of practices
· LMCs will need to ensure that CCGs have a good understanding of the GP contract to inform sensible commissioning decisions 

Democratic processes
· LMCs will have an important role in ensuring that CCG establish genuinely democratic processes with the support of the local profession
· LMCs will need to get involved in the authorisation process as they will be best placed to comment on the democratic structures of the CCG and engagement with local profession
· LMCs will play an important role in checking the probity of the decisions that CCGs take on behalf of their constituent practices
Relationship with profession

· LMCs will need to communicate well with the local profession to ensure they are informed about the changes in their area and involved where appropriate
· LMCs will need to focus in particular on engagement with younger members of profession who are increasingly disengaged with LMCs
Other issues
· CCGs will be forming and starting to make decisions in the context of QIPP, cuts, shift from secondary to primary care – all this amounts to decreased investment in general practice, but more work for GPs. LMCs will need to lobby on all these issues on behalf of their members
· The reforms have caused increased workload for LMCs as they build relationships with the new bodies. This may cause resource issues for LMC offices
· Doctors who may traditionally have been attracted to involvement in their LMC may be more attracted now to involvement with their CCG. LMCs need to ensure that they offer a competitive and attractive career path for doctors in their area
Celtic Corner - commissioning in the Devolved Administrations?
Facilitators:

Ian Millington (am) / Gillian Arbuckle (pm)

GPC Secretariat:
Holly Trotman
· The aim of commissioning is about achieving the best services for patients within the available budget
· Commissioning is about budget holding, but also about having more control over responsibilities within the healthcare system, monitoring performance and accountability
· Is there a good alternative to commissioning? Would increasing the accountability of Health Boards have the same benefits?
· A key benefit to commissioning by GPs would be increased control over workload and responsibilities, and would go some way to dealing with the problem of workload shift from secondary to primary care
· Some commissioning structures are beginning to develop in Northern Ireland, but not yet in Wales or Scotland
· The devolved administrations within the UK NHS should work together and share knowledge on the development of commissioning
· Commissioning may increase the risk of increased private sector involvement in the NHS
· It is unclear how commissioning would work in rural areas with small numbers of patients and providers
· It is also unclear how commissioning will work for border practices (borders of nations and/or Health Boards)
· Concerns that commissioning within a tight budget will hinder opportunities for innovation
· GP involvement in commissioning will drive up the quality of services
· Potential for conflicts of interest for those involved in commissioning must be covered by adequate law and guidance
· Secondary care colleagues must be engaged in GP-led commissioning
· Commissioning shouldn’t only be about becoming part of the NHS management structure, or about rationing services
· Is commissioning central to, or part of, medical leadership?
· Health and social care are very closely linked – will commissioning also cover social care?
· LMCs represent GPs and should be central to commissioning
· GPC should play a role in developing an all-country standard for commissioning.

How to get the most out of the other LMC conference 

Facilitator: 

Guy Watkins

GPC Secretariat: 
Cat Ohman-Smith

This workshop was slightly different from the others, in that it was more educational. Guy explained the process of how the conference is planned, from the initial stages of Agenda Committee meetings where any issues are discussed, speakers being invited; to nearer the time when LMC motions are being sent to the Agenda Committee and who these are sorted into categories and how it is decided which motions will be debated and bracketed together; and finally the procedures of the actual two days of the conference.

Guy explained the main functions of the conference as:

· To set policy

· Publicity

· Networking

There are different types of motions, which typically start with:

‘Conference believes’

‘Conference demands DH to’

‘Conference demands GPC/BMA to’ – this is the sort of motion that creates actual policy

There was a question how LMC can check past BMA policy and it was explained that they can search past policy on the BMA website by keyword, conference (e.g. ARM / LMC Conference), and by year:

http://web2.bma.org.uk/bmapolicies.nsf/Search?OpenForm
A few weeks before the deadline to submit motions to the LMC Conference, the GPC Secretariat send out the minutes from last year’s conference as well as action taken on the resolutions (‘AC1’).
There is also guidance on writing motions as well as instructions for entering motions on the BMA website included in the mail-out that normally goes out in February/March.
Other points made were:

· Smaller LMCs have less time to put together motions

· How to make the afternoon on the second day less boring

· Spread out sections for the Celtic nations

· Break-out session for observers
Dealing with conflicts of interest and other governance issues in CCGs 

Facilitator:

John Hughes

GPC Secretariat:
Alex Ottley

Morning Group

Four major conflicts of interest were discussed:

· LMC officers who have voting rights on CCGs

· GPs calculating benefit for practices before voting

· Representation status – should LMCs be observers or co-optees?

· One attendee was a CCG Chairman/LMC Secretary that had formed a breakaway CCG ( successful authorisation ( statutory body with corporate identity ( but there is a conflict with being an LMC officer/CCG member.
Further suggestions included:

· CCGs trying to influence individual GP performance – this is not their role
· An LMC officer dealing with performance issues being a voting member of a CCG

· non-voting members would add value

· LMCs are their to help and support outlier practices

· CCGs are an organ of the state, whereas LMCs are independent and supportive of individuals ( there is not a clear understanding amongst all LMC Secretaries 

· CCG Chairs are accountable officers to the State – they cannot do both jobs.

The group highlighted some key issues that need to be addressed:

· LMCs should direct CCGs to the BMA if they need putting straight
· LMCs need to consistently remind CCGs of what performance they are responsible for – practice performance
· LMCs are not always being invited to scrutinise, monitor and advise but they should be

· CCG to close Darzi centres, Community hospitals and end LESs commissioned by PCTs

· QIPP monitoring already happening

· LMCs pay for attendance at CCGs

· How do LMCs decide which meetings to go to (issue of cost)?

· If an LMC doesn’t accept payment from a CCG, it gets to choose

· LMCs should ask for all minutes

· Business should be conducted in smaller groups

· Co-opted CCG chairs on LMCs 

· Some have voting rights, but workshop attendees disagreed that LMC representatives should have a vote

· LMC vote on CCGs could be used to sway votes in the right way (non-corporate thinking)

· Just over a third of CCGs include LMC officers on their Boards – there is concern as those people will have to come off the Board, leading to a loss of corporate knowledge and skill from CCGs.  Succession planning will be crucial

· CCGs, LMCs and NHS Locals will need to work together

· Needs to be a shift in culture to CCG instead of PCT, but is not happening

· CCGs are not a cosy group of GPs – there are lots of different and influential organisations on the Boards

· Do we need a new drive to get more GPs into LMCs?  They are an under-utilised resource

· Leadership – need large CCGs to increase their pool of expertise

· The BMA will have to pay people to carry out work for LMCs with CCGs.

Afternoon Group

Group members suggested the following conflicts of interest:

· GPs as purchasers/GPs as providers – difficult to wear two hats

· Huge budgets – LMCs need to hold CCGs to account

· Provider/Commissioning – two separate relationships

· GPs are running businesses – CCGs will/could get them more work…conflict of interest?

· Real worry about GPs on CCGs commissioning themselves – question of probity

· CCG/LMC dual officers – there can be a tendency to forget that they represent GPs

· There is more than just a financial conflict of interest. What about performance management?  That is currently a duty of the National Commissioning Board (NCB) - will it be delegated (i.e. to NHS Locals)?

· LMCs will represent/defend practices who are threatened with funding cuts – conflict of interest?
· if LMC has members on CCG
The group discussed the dangers of getting too caught up in avoiding conflicts of interest:

· Secretaries do not want to exclude CCGs from LMC processes – there should be transparency and the opportunity to debate conflicts of interest

· LMCs are very good at handling conflict

· Need to avoid the risk of putting up too many barriers

· There is a need for strong input from LMCs whilst CCGs are in shadow form – but what happens when they are statutory?

· Need to make clear that LMCs support doctors/practices – they are not impartial

· LMCs will negotiate LESs / service delivery in regions

· Capable people are being pulled in many directions

· need to consider the implications of accepting various roles

· the workload in CCGs is large now… nothing compared to when they are live

· over-commitment 

· can you get benefits from decisions you’re involved in?

The group highlighted some key issues that need to be considered / addressed:

· Public accountability – how do GPs appear to the outside world?

· Back office staff doing procurement as members of staff of CCGs – commissioners will bid for these contracts

· Only a handful of doctors want to become managers in some regions

· There is a vulnerability that CCGs eventually get a wider remit than just primary care

· Interim time needs to be used for CCG schooling

· How can LMCs be involved, but not too much?

· LMC has the remit for judgement and punishment – has been a regulatory role since 1911

· One CCG has invited itself to visit practices to view referral patterns and prescribing – they can go and look, but they cannot punish the practice.

