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: WALSALL LOCAL MEDICAL COMMITTEE

i Walsall LMC last met on Monday 6th September 2010, the main
d agenda items were:

d Primary and Community Care Strategy—Mark Lane

1 (Page 2,3)

{ Integrated Paediatric Services—Cath Boneham/

d Dr.U.Viswanathan/Dr.N.Moghal (Page 4,5) ;
i If you would like more detail on any individual item included in the
{ newsletter then please contact the LMC Office:

101922 721172 Ext.6637

{ LMCR @walsallhospitals.nhs.uk

Professor Sam Ramaiah
It was with extreme sadness that the Local Medical Committee
learned of the death of Professor Sam Ramaiah on
6th September 2010. The LMC Chairman, Dr.Ajit Desai, led
colleagues in a period of silence prior to the commencement
of the LMC meeting where the news of his death was
received.
Sam maintained close links with the GP community and
attended the monthly Local Medical Committee meetings on a
regular basis. He was always ready to discuss and try to
resolve any issues promptly with the minimum of
inconvenience to all concerned.
His hard work and dedication are evident in the improvements
in healthcare, particularly in the case of heart disease and
stroke, during his time in Walsall. Our heartfelt sympathy
goes to his family.

A celebration of Sam’s life will take place on Thursday 23rd
September 2010 in the Stadium Suite at Banks’ Stadium
(Walsall Football Club), between12.30pm and 1.30pm.
Coffee/tea will be available from 12 noon—please try to arrive
early as a large number of people are expected to attend.

NEXT LMC MEETING

MONDAY 4th
OCTOBER 2010

In the new Manor Learning
and Conference Centre
Route 301 (Level 3)
Manor Hospital
Moat Road
Walsall WS2 9PS

7.45pm start
(hot meal available from
6.45pm)

AGENDA

“CDR Intell”
David Supple/Barbara Yates

“New Services for Heart
Failure”
Dr.J.Gupta

“Well Being Assessment
Tool”
Sindy Dhallu

LMC COMMITTEE
2010—14

After consultation with
constituents the following
members were co-opted to
remaining vacancies on the
committee during the closed
session of the LMC meeting
on 6th September 2010:
DR.N.AHMAD
DR.A.T.ASKEY
DR.A.E.B.BENJAMIN
DR.R.T.CHERIYAN
DR.A.KHERA
DR.A.IQBAL
DR.R.MANDAL
DR.A.PETERS
DR.A.RIAZ
One more consultation is in
progress and then a full
committee list will be

published
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Primary and Community Care Strateqy — Mark Lane

Mark was aware that many people present had seen the presentation before but said that he intended to deliver a
very brief overview at the LMC meeting. He denoted the key themes of the Strategy as:

Capacity, Capability and Flexibility — responding to challenges

Health Improvement - addressing the disparity in life expectancy across the borough

Personalisation and Empowerment — tailoring services to individual patient need and empowering

patients to have an input into their health care

Quality and Productivity

NHS White Paper: Equity and Excellence:Liberating the NHS

A vision has been developed over time for primary and community care services that are fit for the future
Fit for the Future - making our out of hospital services and the people of Walsall fit for the
future through the use of proactive approaches, the personalisation of services, driving up quality
and productivity, and building capacity, capability and flexibility to be able to respond to
current and changing healthcare needs
The goals to be achieved in pursuit of this vision are:
v  Integrated team working
One person, one plan
Proactive lifestyle management
Personalisation
Improved productivity
Improved quality
v High quality workforce, fit for purpose
Key issues for primary care providers will be:
=  Federation/practice affiliation
Productivity and efficiency
Care planning
Clinical and service quality
Patient experience
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The present government wants to free the NHS to work towards what really matters to patients and clinicians -
what actually happens to the patient's health as a result of the treatment and care they receive. The proposed
NHS Outcomes Framework is structured around five high level outcome domains that are intended to cover
everything that the NHS is there to do and spanning Effectiveness, Patient Experience and Safety:

=  Preventing people from dying prematurely
Enhancing the quality of life for people with long-term conditions
Helping people to recover from episodes of ill health or following injury
Ensuring people have a positive experience of care
Treating and caring for people in a safe environment and protecting them from avoidable harm
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In 3 years time Walsall needs to be in a position where GP consortia are commissioning services. A collection of
workstreams and projects have been developed, delivery will be phased. Key milestones have been

identified based on the delivery of key capabilities in tranches and measured in terms of benefits. The phases
need to work, on the whole, consecutively and tranches have been aligned so that they are essentially
preparatory work for the delivery of outcome based contracts as part of the White Paper: Equity and

Excellence: Liberating the NHS.

continued on Page 3 ©
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Primary and Community Care Strategy continued.........

Phase 1 - preparatory, involves addressing immediate priorities:
Identification of high risk patients
Implementation of Personalised Care Planning
Identification of key GP leads for all aspects of the strategy, commissioning and provision
Preparation for GP commissioning
Delivery of Transforming Community Services (TCS) organisational changes
Organisational development at practice level (practice affiliation)
Preparation of Any Willing Provider (AWP) model at provider level
Development of patient experience indicators and Patient Participation Groups (PPGs)
Achieving efficiency and productivity targets

Phase 2 - Organisational Development, Embedding Analysis and Planning:
Needs analysis undertaken
Development of commissioning plans in relation to out of hospital services
Implementation of processes and governance procedures for ongoing risk stratification
Call and recall systems for LTC/Complex patients and review of Personal Care Plans (PCPs)
Establishment of clinical team-working arrangements e.g. Multi-Disciplinary Teams for Long Term
Conditions
Implement Patient Participation Groups
Establish processes for Public and Patient Experience (PPE) feedback

Phase 3 - New World and Outcome Based Contracts
Establishment of outcome-based contracts for primary and community care
PPGs operating within an annual review cycle
Patient experience indicators included within the contracting framework
Plan developed for improving patient experience
Development and implementation of added value services at practice and locality level

Mark referred to the variation of services across Walsall and said that this was not desirable and would not fit within
a future system designed for commissioning for outcomes. All primary care providers would need to be brought up
to a minimum agreed standard in order to help reduce the variation in the provision of services, address health
inequalities and focus on the prevention of ill health. This must be seen also in the context of the potential threat if
providers cannot deliver an acceptable level of service which meets with the expectation of the proposed Outcomes
Framework and the Any Willing Provider (AWP) Policy.
A provider specification has been developed for primary care which sets minimum acceptable standards for
primary care providers and this now needs to be refined through the creation of a GP group that can take forward
it's development.
Community services (following the implementation of the TCS organisational changes) will have to be actively
commissioned by GPs so that they are more effective in providing support to primary care both in terms of
generic and specialist nursing and AHP role and this will also need to be in the context of the development of the
Any Willing Provider (AWP) policy. Therefore a GP commissioner specification also needed to be developed and
an initial draft had also been put together for further discussion with GPs.

Mark was asked who had developed the specification and responded that PCT had put together a proposal
(mainly Phil Griffin, Narinder Sahota and Isabel Gillis).




Page 4

Integrated Paediatric Services — Cath Boneham/Dr.Uma Viswanathan/Dr.Nadeem Moghal
Cath began by explaining that she and her colleagues had requested time in the LMC meeting to talk about some
of the moves already made towards integration and also to promote discussion about which model would work
best.
In December 2009 the Department of Health published a five year plan for the NHS —
“NHS 2010 — 2015: from good to great. Preventative, people-centred, productive”.
Cath showed an extract from this document:
“We will greatly increase the integration of services by doing more
to shape them around patients and to ensure that the boundaries between
organisations do not fragment”

She went on to say that mid-year estimates in 2008 suggested that there were 67,200 children and young people
aged 0 to 19 years in Walsall — equating to 26.3% of the total population in Walsall. Between now and 2017 it is
expected there will be a steady increase in the number of children and young people. Ethnicity is a risk factor for
certain long term conditions and other specific hereditary conditions. Over recent years Walsall has seen a
marked increase in its ethnic diversity.
The challenges facing Walsall include poor health outcomes for children, changing epidemiology of disease and
fragmentation of childrens services. Added to this are changes in the NHS — new policy directives, European
working time directive affecting middle grade cover and last but not least financial constraints within the NHS.
There are high mortality rates and high and rising obesity rates. Evidence demonstrates that we are not good at
passing on records/information.
The NHS White Paper is outcomes and quality driven with principles of:

Optimum care delivery

Development of integrated pathways
Optimum care delivery requires appropriately trained/skilled staff, safe environments and care delivered as close
to home as possible but skills and experience are more important than distance. Children with long-term
conditions should have integrated healthcare services and be enabled to participate as fully as possible in home
and school life. Paediatric provision should be closely integrated with other services, to address associated social
care, mental health and educational needs of children.
There are key principles that should underlie the development of integrated services for children:

Systems alignment — most important is to design, deliver and improve services based on the pathways/
journeys that children and families take through services. The components along the pathway are
delivered by teams of individuals, often working for different organisations, but all coming together
within a managed network. The outcome for any child is only as good as the weakest link in their
pathway, so there should be a system in place to identify and rectify any vulnerable points.

Sustainable workforce — the most critical part of healthcare delivery is the workforce. Each component of a
pathway may be delivered by an individual or a team, the workforce must be present in sufficient numbers
with individuals having the right competencies and the team the correct skill mix. The two key issues
relating to workforce are capacity and competence and most importantly the workforce system must be
sustainable i.e workforce plans must support service delivery plans, which in turn has to recognise the
limitations around workforce availability whether they be recruitment, retention or retraining.

Quality improvement — a culture of continuous quality improvement must be seen as an integral part of
service delivery. First the weakest links in the pathway must be identified and then a variety of measures
employed to improve them. It is also necessary to find ways of reinforcing standards with meaningful
measures that matter to patients, clinicians and managers and motivate improvements.

Dr.Uma Viswanathan took up the presentation at this point to talk about areas for development.

continued on Page 5 =
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Integrated Paediatric Services continued.........
Areas for Development:

Acute and Primary Care Services

Long-term conditions

Specialist services

Vulnerable children’s services

Children’s mental health services
Dr.Viswanathan said that this is not a definitive list and the idea of bringing it was to promote discussion. More
detail on these areas is provided in the attached document entitled “Integrated Paediatric Workforce™
The aim is to develop greater integration between community children’s nursing services and acute services,
with specialist services provided in various ways ensuring that children with rare conditions have good services.
There are three providers of Child and Adolescent Mental Health services and it is necessary to ensure that they
are integrated with each other and also with acute and primary care. Discussion now needs to take place around
what model of integration will work best. An option appraisal appears in the appendix of the Integrated
Paediatric Workforce document.
Next Steps in Walsall:

Agreement to adopt integrated workforce model

Clinicians’ forum set up to develop integrated model and integrated care pathways

Parallel workstreams to redesign services: Hospital at Home and Paediatric Assessment Unit — to enable

integration

Comments were then invited on what had been put forward so far and suggestions on how primary care could
support the next steps. Dr.Nadeem Moghal introduced himself as leading the Acute Paediatrics Service in
Walsall and informed LMC members that some services were being remodelled with the focus on improving
care and improving outcomes. He added that they wanted to work with primary care and needed to identify
which individuals it was best to work with. Important areas were:

How to access service

How to use Hospital at Home

How not to admit patients to hospital

Dr.Moghal mentioned that the hospital were looking at the delivery of secondary care paediatric clinics in
primary care and were keen to build relationships as from this would come improved services across the patch.

Dr.Satya Sharma, GPC Regional Representative for the Black Country, referred to the situation in London
where they were considering taking the care of children away from primary care altogether and going over to
just paediatric services. Dr.Sharma was not keen to see something similar happening in Walsall. Dr.Moghal
assured him that the objective was not to use secondary care clinicians to deliver primary care and it was not
about taking away primary care paediatrics.

Members felt that hospital consultants should be able to come out into the community and Dr.Moghal agreed
that this was what they wanted as well. Another point made was that communication from the hospital to
primary care was very poor and needed to be improved.

It was agreed to set up a facilitated workshop involving primary, secondary and community care and all PBC
clusters would be invited to nominate a clinician to attend.







