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Brief note of the Meeting of Cleveland Local Medical Committee Ltd commencing at 7.00p.m on Tuesday 4 July in South Tees CCG, North Ormesby Health Village, First Floor, 14 Trinity Mews, North Ormesby, Middlesbrough, TS3 6AL.

Present:
Dr S H M Arifulla
Dr W J Beeby


Dr J Berry



Dr T Braun

Dr J Canning


Dr G Chawla

Dr V Dharani

Dr K Ellenger


Dr R McMahon

Dr T Nadah

Dr B Posmyk


Mrs T Rose

Dr S Selvan

Dr P Singh


Dr J Walker


Dr S Zaman



In attendance:
Ms J Foster – Chief Executive




Mrs J Jameson – Office Administrator




Lucy Newton: GP Registrar




Katie McLeod: Head of Commissioning and Strategy, NHS HaST CCG




Karen Hawkins: Director of Commissioning and Transformation, NHS HaST CCG




*****

The Vice-Chairman welcomed Dr T Braun, Mrs T Rose and guests to the Board Meeting.

***** 
04/07/1 
APOLOGIES


Apologies had been RECEIVED from Dr J Birch, Mr S Donlan, Dr T Bielby, Dr J Grainger, Dr Roberts, Dr K Chandrasekaran, Dr N Pepper, Dr E Mansoor, Dr S Gandhi, Dr M Hulyer and Dr M Speight.  

04/07/2
NOTES OF MEETING HELD ON 9 MAY 2017

AGREED.
· Correct record and duly signed

04/07/3
MATTERS ARISING FROM THE NOTES OF THE PREVIOUS MEETINGS

3.1 ACTIONS


10/05/4 Practice manager representative;

· CLMC office to request HaST Practice Managers to nominate new practice manager representative 

· Board members to encourage or recommend perspective representatives 

Closed: Mrs T Rose is the new HaST CCG practice manager representative
10/05/5 Practice Sustainability;

· Both CCGs to provide a list of current permitted pathways and commonly raised queries to facilitate general practice managing workloads from Trusts and ensuring work and requests are correctly directed or appropriately challenged.

· CCG permitted/not permitted clarification list to be added to the CLMC website, together with the national letter of workload management and links to supporting information for practices to form a Trust/General Practice pathway portal page
Carry forward: Both CCGs are developing this but it is more complicated than first believed so will take longer
10/05/6 STP Alliance

· CLMC to arrange Mr Foster’s attendance at a future board meeting once purdah is lifted

AGREED: progress with LMC STP Alliance (CDD LMC agreed, YOR LMC have decided that they wish to have their own representation at the STP and, therefore, will not be joining the alliance with us) 

Carry forward: CLMC are trying to arrange a date for Mr Foster attendance at a future board meeting. 
10/05/7 General Practice Forward View and Commissioning Update

· HaST CCG to feedback outcome of pilot to the board

Carry forward: CLMC feedback the outcome to board members once received from HaST CCG – to bring back to the Board in 2018
04/07/4
CLEVELAND LMC MEMBERSHIP

4.1 Welcome new member
· The Vice Chairman welcomed Mrs T Rose as the new HaST CCG practice manager representative 
4.2 Board vacancy - one Hartlepool Representative

· Following resignation due to GP leaving the area there is a vacancy for a Hartlepool Representative
· Vacancy/nomination form has been advertised across all constituents and members are requested to promote this to colleagues working in Hartlepool who may be interested 
· Closing date for nomination forms is Tuesday 11 July 2017
· If we cannot recruit to a Hartlepool seat the vacancy will be made open as a Tees wide seat
ACTION: 

· Members to encourage Hartlepool candidates to maintain balance
· CLMC office to recirculate details and open to Tees wide post 11 July deadline if required
04/07/5
REFERRAL MANAGEMENT
· Presentations were made by Katie Mcleod and Karen Hawkins from HaST CCG and Janet Walker from ST CCG. Full presentations are provided with these notes
· HaST highlights included:
· HaST CCG referral management system is CASPeR – Clinical Assessment and Peer Review
· Referral Management is being introduced as a direction nationally and enforced upon the CCGs by NHS E; primarily as a response to financial savings that are required across the NHS and the rise in referrals to secondary care
· HaST wished to develop a local system with local providers utilising best practice gained from across the region to ensure the best possible approach and outcome locally
· CASPeR is a 12 month pilot and will include 8 specialties 
· Aim is to achieve referral to the right place, at the right time, first time and reduce unwarranted variation in referral to service and reduce spend
· CASPeR will not include 2 week wait referral or very urgent/next-day/life-threatening referrals.

· ST highlights included:
· ST CCG Referral management system is RSO -Rapid Specialist Opinion
· Also a 12 month pilot, developed locally and across 3 specialties
· Aim for patients to get the treatment they need and every patient get access to same treatment to get the best from the limited finance available for patients 
· ST CCG are hosting a Sprint event (10 – 14 July 2017) focussing on the implementation of projects to support demand management. The event provides an opportunity to focus on how real transformation can be achieved in the delivery of services to patient populations and improve communication between general practice, secondary care and patients
There was over an hour of discussion and Q&A around both systems, possible impact and clarification of detail including facts on spend and data. There were a number of questions that require further consideration by CCGs - these are detailed under actions for CCG response.
· Example Q&As/Statements (some are summarised/consolidated):

Q – Did research show that practices were over referring or under referring?
A – Both, there were some inconsistencies with levels of referral, with some practices over referring and some under referring
S - The bounce back of referrals will be frustrating for patients and time consuming for GPs/Practices
A - This is not just about saving money, the rejected referral has to have a treatment plan to assist management and aid education to avoid future inappropriate referrals
Q - What is the cost of monitoring/supporting these referral management systems?

A – (ST CCG) there is no cost to the CCG for RSO, consultants should be reading letters already.               (HaST CCG) Unable to share costs as commercially confidential but can confirm paying a block fee rather than per case. If/when costs can be released HaST will share these.
Members further highlighted that there is a cost to general practice in terms of time, follow up and dealing with the bounce backs. Members also highlighted the risk of taking GPs from other roles to peer review referrals though it was acknowledged that this could equally provide new and interesting roles that may attract and retain GPs
Q – Whilst welcoming the provision through a local provider and the approach to endeavour to educate GPs, it is a concern that someone else is setting the minimum standards and that, in the areas to be piloted, GPs won’t know all the pathways. Where are the guidelines set up and how will they be communicated?
A –The CCGs believe they are using the best mobilisation plans and will be asking providers to communicate. 4 areas will be rolled out first with a view that a phased approach will be more manageable. The guidelines have been established using CSI (the CDD guidelines) which was developed utilising NICE amongst other nationally recognised guidelines.
Members further highlighted that guidelines should not be utilised as rules; guidance and guidelines are just that. Equally members acknowledged the need to focus on education and reducing variation but were unsure that the referral management was the best approach for this.

Q – Where a GP works part time, how will referral rejection communication, feedback, work and education be received in order to avoid patient delay?

A – This is no different to if a referral is rejected now; how do part time GPs and practices currently manage?

Q – How does patient choice and the NHS Constitution fit?

A – Patients have a right to express choice but GPs have a professional duty to utilise NHS resources well. Patients also do not have a right to a second opinion from a specialist, they only have a right to request this.
NOTE: CCGs will provide further detail/advice on how this will be managed and impact for practice where the patient choice, NHS Constitution and NHS resource duties conflict

Q – Through experience we know that the most likely cause of a practice/GP being sued and a serious incident/complaint is delay (perceived or otherwise) in patient care. This in turn leads to an increase in MDO fees, risk of loss of a GP and increased referral rates as risk thresholds go down. What is the audit trail to go in to the patient record to say the consultant/referral management refused and caused the delay in care NOT the GP?

A – HaST CCG expressed the view that if referral management is in place it becomes accepted practice for MDOs, therefore this should not be an issue. 

CLMC was very clear in expressing the ‘accepted practice for MDOs’ statement is NOT true; there is a huge MDO/fee increase risk

S – It is wrong to think that patient journeys to hospital are wasted simply because follow up is not required; investigation and reassurance can be just as valuable. 

The increase in cancer referrals was given as an example; many are negative but those picked up due through increase in referrals are important. 

A – This was noted by the CCGs

Q – The previous referral management system ceased some 10 years ago for a number of reasons, what has been learnt and why was it not successful?

A – The systems this time are very different as they have a large element of peer review and education focus. The experience is being utilised to develop a system with local clinicians to develop pathways in a more supportive way to give the long term culture change required. The scheme from 10 years ago was more tick box rather than peer review and also ended due to the volume of referrals. There is now resource to better manage this.

Q – Will the education element link with appraisers and/or trainees if trends re found?

A – Yes, the aim is to educate so if there are gaps and trends identified these will be picked up and considered

Q – Will the scheme lead to an increase in referrals and can the CCGs afford increased referral costs if this is the case

A – We do not know if it will increase referrals but evidence from other areas is that it has decreased referrals. 

Q – What is the breakeven point for the HaST CCG scheme; how many referrals/% of referrals will need to be rejected for the cost of the referral management provider to be neutral?

A – This could not be answered on the evening with the information readily available

NOTE: Both CCGs will provide number/% of referrals that need to be rejected/savings from inappropriate referrals not making it through to secondary care in order for the introduction of the service to be cost neutral

Q – What communications will be available in advance and how will the CCG work with practices and local providers to implement? 

A – Work will take place with the providers and practices to understand the best mobilisation and communication plan. Both CCGs are working with local practices to develop the schemes and have resisted pressure from NHS E to implement national schemes sooner as both CCGs felt it incredibly important to shape something locally with local practices and providers.

HaST CCG have held engagement events for and provided communication to practices 

Q – This will take more time and resource in general practice, who is considering and monitoring the impact on and cost to general practice? What is the age profile of high referring GPs and what research is being undertaken within general practice?

A – Not aware of referring age data but can see if this is collected. There is no planned data collection capture/monitoring in general practice. The provider (in the case of HaST, H&SH) will be best placed to feedback impact in practice given it is made up of member practices so they will be most in touch with practice views.

CLMC was very clear in stating that the only representative body for GPs in the area is CLMC and it is inappropriate to ask the provider of a service to feedback in this way. They are commissioned to provide the contract they have been given not act in the interests of the GPs in feeding back views. CLMC will be most in touch with practice views from a ‘user of the service’ perspective.
This section of the agenda had to be closed due to time limitations though debate was still thriving. 

Concerns were raised that the federations are not right to find impact on practices, CLMC are best to see what impact this will have on Practices, CLMC will send questions over to CCGs to full answers and will be write formally to both CCGs to raise our grave concerns. CLMC will also monitor and access the systems ourselves.

ACTION:

· HaST and ST CCG provide answers to the following outstanding questions:
1) Q – How does patient choice and the NHS Constitution fit?

NOTE: CCGs will provide further detail/advice on how this will be managed and impact for practice where the patient choice, NHS Constitution and NHS resource duties conflict
2) Q – What is the breakeven point for the HaST CCG scheme; how many referrals/% of referrals will need to be rejected for the cost of the referral management provider to be neutral?

NOTE: Both CCGs will provide number/% of referrals that need to be rejected/savings from inappropriate referrals not making it through to secondary care in order for the introduction of the service to be cost neutral
3) Q - What is the cost of monitoring/supporting these referral management systems?

· Board Members to forward any outstanding/additional questions or comments to CLMC (Jackie.jameson@nhs.net)  to enable this to be collated and forwarded to the CCGs for response
· CLMC to formally write to both CCGs stating that CLMC welcomes the local approach that has been taken but is unable to support the referral management scheme proposals due to the unanswered questions, personal risks to GPs and the un-resourced increased workload this will place on practices. 

· CLMC will urge the CCGs to consider how the impact in practices can be best monitored

· CLMC will carry out some impact assessment with spotter practices to assess success and issues

· Dialogue to continue  between the CCGs and CLMC around the referral management systems in recognition of the pressure exerted by NHS E for demand management
Katie Mcleod and Karen Hawkins left the meeting.

04/07/6
VALUE BASED COMMISSIONING / PRIOR APPROVAL TICKET
· Explanatory presentation provided with these notes for background but was not utilised at the meeting 

· The system has been developed across the North East region by all CCGs. The VBC Checker system has been designed to be as user-friendly as possible
· ST CCG has produced a simple colour coded guide to simplify identification of procedures/referrals and an accompanying video (link)
· When a GP makes a referral to secondary care for treatment and the treatment is known at the point of referral eg tonsillectomy, then the prior approval ticket  (PAT) generated by VBC Checker should be attached to the referral for all listed treatments. In these instances secondary care may return the referral to the GP if a PAT is missing.

· When a GP makes a referral to secondary care for a consultant opinion and the consultant identifies that treatment is required, then the PAT should be generated by secondary care
· If the required treatment is not routinely commissioned by CCGs, you will be asked to submit an Individual Funding Request (IFR) via the usual route
· This is currently taking place in Darlington practices where, in some practices, the GP dictates the letter and the administration team do the work in generating the PAT rather than the clinician
· The premise behind the VBC and PAT is about getting the right treatment for patients, managing behaviour in secondary care, assisting GPs in saying no to inappropriate patient requests, and re moving the postcode lottery risk. A bi-product may be cost savings

· Discussion followed where it was recognised that:

· This adds more burden and paperwork to general practice which may impact on recruitment

· In most circumstances GPs refer for opinion and if all referrals are for opinion no PATs need to be generated in general practice

· The risk of postcode lottery remains for those in the south due to North Yorkshire not following the same system; this is to be addressed

· This approach and generation of forms is soul destroying for the profession and a loss of professional autonomy

· It is helpful to have referral guidelines in one place and on one system that can be referenced when needed. The portal and permissive pathways, once developed by the CCGs, will assist but further referral guidelines would be beneficial

04/07/7
REPORT FROM ANNUAL CONFERECENS 

7.1 REPRESENTATIVES OF LMCS: 19/20 MAY 2017 @ Edinburgh
· Dr G Chawla, as one of the CLMC representatives at Conference, provided feedback
· It was very interesting and the general morale was positive

· The CLMC Motion on Medical Indemnity fees was very well received and passed
· Dr R McMahon was elected as the Deputy Chair of the LMC Annual Conference of England

7.2 BMA ARM: 25/29 JUNE 2017@ BOURNEMOUTH
· Dr R McMahon provided feedback and outlined the difference between the LMC Annual Conference and the ARM
· BMA ARM is exclusive for BMA members
· Key debates included the role of criminal law in the provision and administration of abortion; both in relation to healthcare professionals and to women who procure and administer abortions for themselves
· Dr J Canning spoke at the conference on the need for more medical students to access general practice placements to encourage to work in general practice
NOTED.
04/07/8
REPORTS FROM REPRESENTATIVES
· No reports received
NOTED.

04/07/09 
MEETINGS ATTENDED BY LMC SENIOR OFFICERS (since LMC Board Meeting on 09.05.17)
	10.05.17
	DDT(NHSE)/LMC meeting @ Old Exchange, Darlington – Julie Birch

	11.05.17
	GP Reimagined @ Marriott Hotel, Gosforth – John Canning

	16.05.17
	HaSH Meeting @ LMC Office, Yarm – Janice Foster

	16.05.17
	HaST Primary Care Commissioning Committee Meeting @ HaST CCG – Janice Foster

	17.05.17
	GP International Recruitment @ ST CCG – Jackie Jameson

	17.05.17 – 19.05.17
	LMC Annual Conference 2017 @ Edinburgh – John Canning / Julie Birch / Rachel McMahon / Janice Foster / Girish Chawla

	23.05.17
	ST CCG Primary Care Commissioning Committee @ ST CCG – Janice Foster

	24.05.17
	Virgin Meeting with Stephen Giles @ LMC Office, Yarm – Janice Foster

	25.05.17
	Primary Care meeting with Sue Greaves @ HaST CCG – Janice Foster

	09.06.17
	LMC/ ST CCG meeting @ ST CCG – Janice Foster / Julie Birch

	14.06.17
	ST CCG Primary Care Commissioning Committee @ ST CCG – Janice Foster

	24.06.17 – 29.06.17
	BMA ARM 2017 @ Bournemouth – John Canning / Julie Birch / Rachel McMahon / Bill Beeby

	27.06.17
	Sexual Health Meeting with Sandie Hall @ LMC Office, Yarm – Janice Foster

	28.06.17
	GP Recruitment Project Steering Group @ ST CCG – Janice Foster / Jackie Jameson

	29.06.17
	Meeting with Pauline Swindale @ HaST CCG – Janice Foster



NOTED.

04/07/10
ANY OTHER BUSINESS


Cleveland LMC will contact the new MPs in Teesside to arrange a meeting.

NOTED.
04/07/11
RECEIVE ITEMS
04/07/11.1R
Practice movement and mergers

Practice New Address

Woodlands Road Surgery and Acklam Road Surgery have closed.

Now known as:

Bluebell Medical Centre

Trimdon Avenue

Acklam 

Middlesbrough

TS5 8SB

04/07/11.2R 
Report the receipt of:


GPC News 6 - LMC conference resolutions and election results May 2017 – available on www.bma.org.uk 


GPC New 7 – 16 July 2017 – available on www.bma.org.uk 

04/07/11.3R 
Date and time of next meeting 


Tuesday, 5 September 2017: 7.00 p.m.: South Tees CCG, North Ormesby Health Village, First Floor, 14 Trinity Mews, North Ormesby, Middlesbrough, TS3 6AL
· Members were advised there may be a need to move future meeting dates to accommodate the new English LMC Conference and LMC Annual Conference dates. This will be confirmed as soon as possible.
There being no further business to discuss, the meeting closed at 8.45 p.m.
Date: …………………….
Secretary: ……………………
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