Northumberland LINk Open meeting
Bellingham Methodist/United Reform Church Hall
9th November 2011
Liz Prudhoe, Director of Adapt (North East), opened the meeting by welcoming everyone present and by providing an overview of LINk and the work it has been doing.  The focus of this meeting was to hear about the changes in the NHS and in particular the commissioning consortia.  The meeting was attended by 13 people, 8 from organisations and 5 members of the public.
Northumberland LINk Chair, Cynthia Atkin could not be at this meeting due to attending a Health and Well-being meeting.  Roving Open meetings across Northumberland will be renewed when LINk changes to HealthWatch around this time next year.  Northumberland LINk has got pathfinder status for Advocacy and complaints.  Liz asked if anyone has any views on this to email in their comments.  LINk has been doing research on the GP out of hour’s service and if anyone has had recent experience of this to please let us know.

Northumberland LINk is starting a new task group on Mental Health.  The Enter and View task group has been researching into access of Dentists in Northumberland this was carried out by LINk Authorised Representatives.  There is a meeting next week on Wednesday regarding direct payments and continuing health care at Northumberland County Blind Association’s meeting room.

Dr David Shovlin, West Locality Director of the Northumberland Clinical Commissioning Group.  Dr Shovlin is a GP at Burnbrae Medical Practice in Hexham and provided an update of the work of the Northumberland Clinical Commissioning Group.  The clinical commissioning groups are primarily lead by GP’s with scope to make better use of resources and to free up resources.
The NHS Commissioning Board started last week and will be a national body with one part of the board covering the whole of the North East, Yorkshire and Cumbria.  With the development of the NHS Commissioning board, the Secretary of State will make sure there is access to quality services.  The Health and Well-being board together with the Clinical Commissioning group will authorise the commissioning strategy for their area.  As of April 2013 the Primary Care Trust and Strategic Health Authorities will disappear.  All GP practices in 2013 will be part of the clinical commissioning group.  The NHS Commissioning Board becomes a Statutory Board from May 2012.  Northumberland will become authorised from October 2012.

For leadership, capacity and capability, there will be Board development and engagement with practices.  For the Board structure there is the GP Accountable Officer who is Alastair Blair along with other GP’s appointed as leads.  Director posts are being filled by directory within the Primary Care Trust.  The role of the Board will be to balance the books Northumberland wide.

The role of localities will be to represent the local population and shape the local commissioned services, monitor local quality provision and provide interpretation of Clinical Commissioning Group strategy in a local context.

For public and patient engagement links with LINks at county and locality level, locality patient participation groups and links with town parish councils.
There will be clinical focus on added value with clinical relationships, practices, providing organisations such as Northumbria Healthcare Foundation Trust with the development of links with the Ambulance service and Newcastle Hospitals.

There will be a clear and credible plan following Department of Health requirements, with contract variations, service variations and redesign and financial position. 

The collaborative arrangements are with the Health and Well-being Boards with Alastair Blair leading on this and the North East pathfinder group and community support unit.

Action: Dr Shovlin offered to send the Strategic Plan with the NCCG vision and mission statement.

Q. Immensely complicated bureaucracy unless you use volunteers, how is it going to save money as opposed to the present system?
A. Large amounts of management support has been reduced through job cuts and a reduction of the Primary Care Trusts, does give further scope for savings.  Also looking at the hospital contracts they have found a number of areas where the Primary Care Trusts are being over charged.  For the NHS as a whole to create the savings as some services are going to have to be evaluated.

Q. Hexham Hospital is grossly under used.  For those of us living in the Tyne Valley who use Rake Lane and Ashington we cannot help but think that building a new hospital in Cramlington is just as difficult for us to get to.  Why can’t we use Newcastle hospitals?
A. There is a national drive to centralise services, the problem with Tynedale is that the population is not substantial enough to sustain emergency work from a clinical safety point of view.

Liz added from the findings of the Cramlington Hospital it showed that for patients for Northumberland they would go to Newcastle hospitals and not just Cramlington. When a patient has a life-threatening emergency, the ambulance paramedic crew will determine the most appropriate and safest place for the patient to be taken to. In all other situations, the patient, together with the admitting GP, will have choice over where their care is provided.
Q. Diagonal Alternatives provides services for people with long term conditions, who is going to be commissioning the services for those people?
A. With regards to dementia these are issues around healthcare and work will be done very closely with colleagues within public health.  There are thoughts that it will be a multi-agency approach.  Dementia is a priority for us in delivering a joint commissioning strategy.
Sam Harrison, Head of Involvement for NHS North of Tyne provided information on any qualified provider which is an initiative from the Department of Health.  NHS North of Tyne is working on all standards that need to be met in opening up a way of different choice.  

Q. GP’s do not seem to be up to speed with dementia and how to deal with it?
A. There is a need to continue to educate and inform the public.  I suspect the awareness of the condition is growing.  

Q. Will you be conducting a mapping exercise of localities?
A. Yes this is already being done with Public Health.

Q. Will Budgets affect patients with long term conditions for example MS and Neurological conditions?
A. The cost for drugs falls to the Primary Care Trusts or the Commissioners.  It will all fall to the Clinical Commissioning Group.
Q. NCBA has found it difficult to engage with GP’s.  Sight deterioration is a long term condition and NCBA has invited GP’s along to some events being held but so far there has been no attendance from GP’s.  We are uncertain about where the commissioning is going.  Surely they are going to take more interest in these conditions if they are commissioning them?
A. The easiest way to engage directly with grass-roots GPs may be to contact individual practices and request a meeting with GPs in the practice to speak to your organisation’s members.

Q. Do the GP’s have the time to engage?
A. Out of all the GP’s in Northumberland around ten are directly linked to the commissioning but there will be an awareness of the commissioning of GP’s in practices.

Liz closed the meeting by thanking everyone for attending and mentioned about Northumberland LINk’s GP out of hours service questionnaire which is available to complete on the website www.northumberlandlink.org.uk .
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