Northumberland LINk Open Meeting

Storey Park Community Centre, Morpeth

22nd June 2011

This was the first of the Northumberland LINk roving meetings around the county that have replaced the area group meetings.  The aim of these meetings is to raise the profile of the LINk, increase membership, ensure people are kept informed and to reinforce our commitment to partnership working.
The meeting was attended by 43 people - 24 from organisations and 19 members of the public.

Cynthia Atkin, Chair of Northumberland LINk, opened the meeting by welcoming everyone and providing an explanation of the LINk and its intentions for the future.  This includes a proposal that was submitted to the Department of Health in May to become a HealthWatch pathfinder.  Successful LINks will be notified by the end of July.  She also expressed the importance of partnership working.
The first speaker was Sue Milner, Director of Public Health for Northumberland Care Trust and Northumberland County Council.  She provided an overview of the current NHS structures in Northumberland and the plans for the future under the Governments proposed changes to the NHS. This includes the setting up of a new Health and Wellbeing Board which will sit within the local authority, and the new GP commissioning consortia.  A copy of Sue Milner’s presentation can be found here: 
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Hilary Brown, North locality lead on the Northumberland commissioning consortium then talked in more detail about the GP consortia and the huge learning experience that pathfinder status brings.
Q. Will the health and wellbeing board have GP representation?
A.  Yes – there will be a representative from the GP commissioning consortium.

Q.  What if there is a problem with a GP service?

A.  Currently, responsibility for commissioning GP surgery’s lies with the care trust.  If there is a problem, the PCT will intervene and the contract can be removed.  In the future, commissioning will be retained by the NHS commissioning board, which will hold consortia to account for the quality of outcomes they achieve.
Q.  How can we be sure that due to the demographics of Northumberland, we don’t miss out?

A.  Some procedures are the same no matter where you are in the country.  But needs are changing and it will be necessary to show this and then divide the pot of money accordingly. We need to be able to get more care more cheaply.

Q.  How will services be affected?

A.  Members of the public will not notice any change in provision.
Q.  Will choice improve?

A.  People can have a choice of the services that are commissioned.  It’s not ultimate choice, but limited choice.

Q.  What are the implications for social care?

A.  It’s all about getting health and social care to work together.  There are representatives from social care on the health and wellbeing Board.  The ultimate aim is to pool the money into joint budgets.

Q.  Where is the GP consortium placed?

A.  It is working closely with the care trust, and this ‘shadow time’ will assess how this will work in the future.  The consortia will be set up as a subcommittee of the care trust board, and will increasingly take over responsibility.  Legal responsibility remains with the care trust until it is abolished in 2013.
Q.  Will the North East Ambulance Service be part of the consortia?

A.   No because the consortium will contract them.  But they will have responsibility for ambulance provision, so the GPs will welcome their input.  This will be arranged during contract discussions.

Q.  How will the Registered General Nurse (RGN) be elected to the consortium?

A.  As yet, this hasn’t been discussed.  However, everyone else has been democratically elected, so the assumption is that this will continue.

Q.  Will people on the board be paid?

A.  The consortia will not be a replica of the care trust.  They have a mandate to do things differently and cheaper.  There will be a budget to cover locums.  

Q.  Will there be mental health representation on the board?

A.  No – but again, Northumberland, Tyne and Wear NHS Foundation Trust will be contracted and there will be negotiations building towards a closer relationship.
Ann Farrar, Chief Operating Officer; Dave Evans, Medical Director; Rosemary Stephenson, Director of Nursing; Annie Laverty, Director of Patient Experience; Maureen Harwood, Head of Community Engagement were welcomed to the meeting to present on the trusts Northumbria Healthcare NHS Foundation Trust Quality Account 2010/11. A copy of Ann Farrar’s presentation can be found here:
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The draft Quality Account 2010/11 was approved by the board and is currently at the printers.  They welcomed the opportunity to respond to the concerns raised by Northumberland LINk. (A copy of Northumberland LINks response to the Quality Account can be found here:
An overview of the quality account was given. The Foundation Trust has made very good progress.  They have an ambitious patient experience plan – feedback goes direct to the clinical team.  There is a strong link between listening and deciding priorities.  The account can be found on their website: www.northumbria.nhs.uk
Q.  Can the quality account be made more accessible?

A.   Increasing the font size would make the account even longer than it already is.  The trust is mandated to include much of the information.  A summary of both the annual report and the quality account is available.  Other needs can be accommodated for, for example it can be provided in braille and in different languages.

Q.  Is it possible to see the number of complaints by directory, and in particular those referred to the ombudsman?

A.  This is a good idea, and will be included in the accounts next year.  

Q. What is being done to address the fact that ‘50% of clinical teams are unaware of the human factor and competence initiative?’

A.  This is a priority for improvement.  The foundation trust is being innovative by providing awareness training for staff members, which is not the norm in the health service.  Teams train together and consider how to interact and work together and build an action plan for working as a team.   They take part in real human practice of various possible situations so they can learn how to work and react together.

Q.  How do you measure patient experience?

A.  The trust talks to 20,000 people every year and do not exclude people in anyway.  Experience is measured in real time.  Every month across every ward, people are interviewed by an independent team.  This is done within 24-48 hours across core domains and every single word is recorded.  They survey across organisations and sites just before patients leave and all comments are fed back to the team.  Research shows that most people are most dissatisfied 2 weeks after leaving hospital, so more patients are interviewed then. Patient safety days, which can include patients, carers and governors, also ensure that experiences are shared.
Q.  How are older people who may suffer from dementia included in the surveys?

A.  The trust visit care of the elderly wards more than others.  Where direct conversations with the patients can’t be had, carers or families will be asked instead.

Q.  Are there any outcomes around equality and diversity measures?

A.  No.  In the template, they are asked to address certain questions and equality and diversity is not one of them.  However, they would be more than happy to look at a particular area of work if requested and include it in the annual report.

Q.  Is it possible to have a breakdown by hospital?

A.  There is a breakdown in the final version of the quality account.  This is across hospitals and service, and is included as a result of comments to last year’s quality account.

Q.  How is Northumbria performing against other trusts and where can we find this information?
A.  There is a national set of data which is due to change next year.  It is based on mortality rates.  Variations across trusts and hospital maybe due to ways the system works.  For example, if a hospital has a big improvement it is usually due to a change in the way things are counted, or even that a new hospice has opened nearby.  Northumbria is working hard to improve end of life care.

It was agreed that representatives from Northumbria Healthcare NHS Foundation Trust would attend LINk meetings once a quarter with the quality account headlines to ensure continuous involvement, understanding and partnership throughout the year.
Cynthia Atkin closed the meeting by thanking everyone for attending and by again emphasising the importance of partnership working and engagement, particularly during this period of change.
Event evaluation
Overall, the event was received positively.  On a scale of 1 to 5, where 5 was very good and 1 very poor, 6 people gave the event an overall assessment of 5, 8 people gave a 4 and 2 gave a 3.

The topics being covered were very informative but vast in their scope.  As such, I felt that the presenters dealt very well with their topic areas and the issues raised. I genuinely felt re-assured that the relevant Trusts would listen to the concerned, the general public and seek to address them where possible.

The health team showed a real desire for engagement.

More of this please.

Huge and extremely important subjects which could have been better served if they had been held on different days.

As with the usual debates, equality and diversity acknowledged but no hard evidence of addressing inequality and representation of ‘minorities’.  Also very little discussion of social care, so the dominance of health and health issues is a concern.
The main criticisms were for the venue, with problems noted about the parking and acoustics of the hall, and also the presentations which some found too detailed.
Where possible, consideration will be given to these comments at future events.
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Government’s response to the ‘Listening Exercise’



Professor Sue Milner

Director of Public Health and Protection

 June 2011
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Government’s response

		NHS Accountability

		Commitment to embed the NHS Constitution and NHS values

		The Secretary of State will be responsible – as now – for promoting a comprehensive health service, the role being to oversee and hold to account the national bodies

		Timetable for establishing the new commissioning system

		Primary Care Trusts will cease to exist in April 2013

		Clinical commissioning groups will not be authorised to take on any part of the commissioning budget in their local area until they are ready and willing to do so - local arms of the NHS Commissioning Board will take up the slack

		The primary care trust “cluster” arrangements will be reflected in the local arrangements of the NHS Commissioning Board

		The NHS Commissioning Board will be established by October 2012 and will take on full responsibilities by April 2013

		SHAs will be clustered during 2011/12

		There is a commitment to training and development for managers









Government’s response

		Provider development

		It is expected that the majority of remaining NHS trusts will be authorised as foundation trusts by April 2014 – although there will be no blanket deadline, all NHS trusts are required to become foundation trusts as soon as clinically feasible

		Foundation trusts will be required to hold their board meetings in public

		A “duty of candour” will require providers to be open and transparent in admitting mistakes

		The tests set by Monitor will remain and they will continue to obtain assurances from the CQC within the authorisation process

		The deadline for foundation trust governors to build capacity in holding their boards to account will be extended until 2016 – in the meantime Monitor will retain specific oversight powers

		An effective failure regime will be developed











Government’s response

		Autonomy of front-line organisations

		The Bill will set out a clear expectation that the Secretary of State’s mandate to the NHS Commissioning Board is a multi-year document, to avoid the impression that a new mandate will be set every year

		Protecting confidentiality

		Further consideration will be given to how to amend the Bill to protect patient confidentiality in a way that supports plans to drive quality improvement through greater access to information and high quality research

		This follows concerns that the power in the Bill for the NHS Information Centre in relation to personal information are too broad











Government’s response

		Patient choice

		Commissioners will have a duty to promote choice, in line with the NHS Constitution

		The Secretary of State’s mandate to the NHS Commissioning Board will set clear expectation about offering patient choice through a “choice mandate”

		Personal health budgets will only be extended on the basis of evidence form the current pilots

		Healthwatch England will have the power to establish a “citizens’ panel” or equivalent arrangements to look at choice and competition

		The feasibility of extending “Right to Challenge” to the NHS will be undertaken

		Implementation of “Any Qualified Provider” will be more phased (not starting until April 2012) and more limited (only for services covered by national or local tariff) and focused on services where patients say they want more choice

		









Government’s response

		Competition

		Monitor’s core duty will be to protect and promote patient interests

		Monitor will be required to support the delivery of integrated services where this would improve quality of care or efficiency – the duty to “promote competition” will be removed

		Monitors anti-competitive powers will be narrowed so they are more proportionate and focus on preventing abuses rather than promoting competition

		Existing competition rules for the NHS will be maintained – the Co-operation and Competition Panel will be transferred to Monitor but retain its distinct identity

		Monitor will be given concurrent powers with the Office of Fair Trading to ensure that competition rules are applied by a sector-specific regulator with expertise in healthcare

		The Bill will not change EU competition law 









Government’s response

		Safeguards against privatisation

		Competition will be on the basis of quality not price

		Addition safeguard will be put in place to prevent “cherry picking” including a system of pricing that accurately reflects clinical complexity, where practical

		Commissioners will be required to follow “best value” principles when tendering for non-tariff services

		Policy seeking to increase the market share of any particular sector of provider will be outlawed

		Foundation trusts will be required to produce separate accounts for NHS and private-funded services









Government’s response

		Clinical commissioning groups (Commissioning consortia)

		Will continue to be groups of GP practices, but commissioning will need to involve patients, carers and the public and a wide range of doctors, nurses and other health and care professionals

		With boundaries that would cross local authority boundaries will be expected to demonstrate to the NHS Commissioning Board a clear rationale in terms of benefit to patients

		Must commission all urgent and emergency care within their boundaries, and are also responsible for any unregistered patients 

		Will have the flexibility to work in partnership when commissioning services (e.g., with other consortia, local authorities and the NHS Commissioning Board) but as public bodies will not be able to delegate their statutory responsibility for commissioning decisions to private companies or contractors

		Further details to published on the authorisation and assessment processes and relationships between the NHS Commissioning Board, commissioning consortia and health and wellbeing boards

		









Government’s response

		Wider clinical involvement	

		Clinical networks will be retained and strengthened so that they cover more areas of specialist care and have a stronger role in commissioning

		Doctors, nurses and other professionals will come together in “clinical senates” to give expert advice on how to join up care, which commissioning consortia will be expected to follow – they should include public health specialists

		Duties on the NHS Commissioning Board and commissioning consortia to secure professional advice will be strengthened to ensure this is from a full range of relevant health professionals

		Clinical networks and clinical senates hosted by the NHS Commissioning Board and the NHS Commissioning Board will establish close links with the Royal Colleges and other professional bodies to establish a culture of professional advice at national level

		The NHS Commissioning Board will have a Medical Director and a Chief Nursing Officer on its board





		









Government’s response

		Governance and accountability for commissioning groups	

		Every commissioning group will have a governing body with decision-making powers.  There must be at least 2 lay members, at least one registered nurse and one doctor who is a secondary care specialist (who must not be employed by a local provider)

		They will meet in public and publish their minutes and details of contracts with health service providers

		Research

		The Secretary of State will have a duty to promote research

		 The NHS Commissioning Board and commissioning groups will have a duty to promote research and innovation and to promote the use of evidence

		A culture of innovation and research will be embedded in Public Health England

		Commissioners must fund the treatment costs of patients who are taking part in research, in line with current Department of Health guidance



		









Government’s response

		Health and wellbeing boards	

		Health and wellbeing boards (HWBs) discharge executive functions of local authorities, and should operate as equivalent bodies do in local government

		Local authorities may determine the precise number of elected members on the HWB, and will be free to insist on a majority of elected councillors with a duty to involve users and the public

		HWBs will have a stronger role in promoting joint commissioning and integrated provision between health, public health and social care

		HWBs should be involved when commissioning consortia develop their commissioning plans, which should be in alignment with the health and wellbeing strategy

		Whilst it will not have a veto, the HWB will have a right to refer plans back to the consortia or the NHS Commissioning Board 

		HWBs will be subject to existing oversight and scrutiny processes, and local authorities will still be able to challenge service reconfiguration plans, using the Government’s 4 tests





		









Government’s response

		Independent public health advice

		Public Health England will be formed as an executive agency of the Department of Health, subject to completing the approvals process for establishing new bodies

		This will ensure that expert and scientific advice is independent, whilst integrating policy and action to allow a more joined-up approach to health protection and emergency planning 

		Further announcements will be made in the Government response to the consultation on the Public Health White Paper

		Integration of services

		Commissioning consortia and the NHS Commissioning Board will have a duty to promote integrated services for patients, both within the NHS and between health, social care and other local services

		The NHS Commissioning Board will promote innovative ways of demonstrating how care can be made more integrated for patients, for example tariffs for integrated pathways of care, and opportunities for single budgets for health and social care

		









Government’s response

		Patient and public involvement

		Duties for the NHS Commissioning Board and clinical commissioning groups to involve patients, carers and the public in commissioning decisions will be further clarified

		Commissioners will be required to consult on the annual commissioning plans and ensure proper opportunities for public input

		Public involvement will be required for any changes that affect patient services, not just those with a “significant” impact

		Commissioners’ duties to involve patients and carers in their own care will be amended to better reflect the principle of “no decision about me without me”

		Monitor will have  a new duty to carry out appropriate patient and public involvement in the exercise of its functions



		









Government’s response

		Healthwatch

		The Care Quality Commission will be required to respond to advice from its Healthwatch England subcommittee

		The Secretary of State will be required to consult Healthwatch England on the mandate for the NHS Commissioning Board

		There will be an explicit requirement for local Healthwatch membership to be representative of different users, including carers



		









Government’s response

		Education and training

		Further details for ensuring a safe and robust transition for education and training will be set out in the autumn

		During the transition Deaneries will continue to oversee training of junior doctors and dentists, and they will be given a clear home within the NHS family

		Time will be taken to work with partners to develop mechanisms for funding education and training

		The Secretary of State will be given a duty to maintain a system of professional education and training as part of the comprehensive health service





		







maximising wellbeing and health with local people
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Northumberland LINk



Ann Farrar

22nd June 2011
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Draft Quality Account

		Approved for consultation by the board in April

		Feedback from statutory agencies expected in the next 10 days

		Most grateful for your time and feedback tonight

		Key highlights
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Key Highlights

		Demonstrated good progress towards our safety and quality priorities and we compare favourably with peers and the local SHA North East



		Demonstrate good progress in the review of our services comparing our outcomes with “world class outcomes” 



		Highlighted where we need to keep going, e.g., c.diff and surgical site infections
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Outcomes – Safer care
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Outcomes – Effective care
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Outcomes – Patient experience
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Key Highlights

		Demonstrated good progress with our ambitious patient experience programme and engagement with clinical teams



		Demonstrated excellent staff survey results – best in the North East



		Safety and quality priorities for next year reflect feedback from patients, staff, clinical leaders and commissioners that will continually improve our services









Feedback & Questions?
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Development Session

		The NHS Quality, Innovation, Productivity and Prevention Challenge: an introduction for clinicians

		Request to understand what is Northumbria doing?

		Context

		“Guaranteed growth in spending to prepare for years ahead by focusing on quality and identifying big efficiency savings”

		“Efficiency savings of £15-20 billion by 2013/14”
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Case Studies

		Enhanced recovery programme: reduces patients’ return to normal from weeks to days.  Potential to save bed days.

		Our strategic plan is an enhanced recovery service.

		World class units achieve 2 days LoS

		Trust currently achieving 4-5 days

		Plans in place for breast, lower GI and orthopaedics
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Case studies

		Fractured neck of femur – rapid improvement programme:  speeded recovery for this vulnerable group, saving money and freeing valuable orthopaedic bed days – 

		HIPQUIP started 2009

		Mike Reed and Andy Chaplin lead clinicians

		Chief executive sponser 

		Quality Account priority 

		Many important achievements 

		National standards and local CQUIN
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National Work-streams

		Long-term conditions: primary care led

		Urgent care: patients attending the right urgent care service demonstrated by a 10% reduction in hospital A&E service

		End of life:  approaching the end of life and care in the right place – focus on high risk patients – nursing and residential care

		Safety challenges: VTE, pressure ulcers, urinary tract infections and falls

		Right care – clinicians identifying high and low level value treatments in different specialties and in reducing variation in referral thresholds.  NHS Atlas of Care

		Medicines use and management: antibiotic prescribing to reduce c.difficile (safer care) and efficiency suggestions

		Productive care:  bespoke training and local capacity to scale up the Productive series (ward, community service and operating theatre)
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National Work-streams

		Staffing: 

		Back-office efficiency: shared services, re-engineering, benchmarking and KPIs

		Clinical support rationalisation (pathology): review national best practice and reform where appropriate

		Procurement: best practice 

		NHS Quality Observatories:  North East SHA facilitated the common safety and quality indicators in the Quality Account

		Resources:  

		NHS Evidence: Quality and Productivity

		NHS Institute for Innovation and Improvement

		NHS Evidence for Innovation and Improvement

		High Actions for Nursing and Midwifery

		NHS Quality Observatories

		NHS Better Care, Better Value indicators
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Safety & Quality Regulatory Report to Board of Directors

		http://intranet/information/reports/2010_2011/trust_reports/performance_review0311.pdf



		Example, page 49, trauma & orthopaedics
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Questions?







Northumbria Healthcare m

NHS Foundation Trust




        Zero tolerance for hospital - acquired infections  Source  Period  Value  Benchmark  Graph   MRSA: Number of cases  Trust data  Apr - 10 to  Jan - 11  4  7 (Max allowed)  


0 7


  MRSA: Trust apportioned rate (per 10,000 bed days)  HPA  2009/10  1.7  2.7 (England  average)    C. Di ff: Number of cases  Trust data  Apr - 10 to  Jan - 11  91  129 (Max  allowed)  


0 129


  C. Diff: Trust apportioned rate (per 10,000 bed days)  HPA  2009/10  3.6  3.6 (England  average)    Surgical Site Infection: Hip replacement  HPA  Oct - 09 to  Sep - 10  3.28%  1.17% (England  aver age)    Surgical Site Infection: Knee replacement  HPA  Oct - 09 to  Sep - 10  3.01%  1.07% (England  average)    Surgical Site Infection: Repair of fractured neck of femur  HPA  Oct - 09 to  Sep - 10  1.71%  2.04% (England  average)    Improved safety of medicines, partic ularly  high risk  medicines  Source  Period  Value  Benchmark  Graph   Patients on Warfarin with INR >5 (including A&E)  Trust data  2010/11  (excl March)  7.5%  10.07%  (2009/10 Trust  performance)  


0% 100%


  Patients on Warfarin with INR >5 (Excluding A&E)  Trust data  2010/ 11  (excl March)  3.4 %  5.22 % (2009/10  Trust  performance)  


0% 100%


  Best practice in nursing care  Source  Period  Number of factors in each  score band  Graph   Essence of care   Based on 92 factors  Trust data  Q3 2010/11  50 - 59%    -  3   60 - 69%    -  4   70 - 79%    -  7   80 - 89%  -  21   90%+     -  57    Safety outcomes for venous thromboembolism (VTE)  Source  Period  Value  Benchmark  Graph   Trust performance towards target  Trust data  Jan - 11  79%  90% (Target)  


0% 100%


  Safer Care  Trust performance against England average  Unify2  Dec - 10  75%  73% (England  averag e)  


0% 100%


   


Save more lives and reduce harm by half  Source  Period  Value  Benchmark  Graph   Risk Adjusted Mortality Index 2010  CHKS  Dec - 09 to  Nov - 10  77  78 ( All England  value )    Achieve better productivity by reducing length of stay and  re - admission rate  Source  Period  Value  Benchmark  Graph   Risk Adjusted Length of stay 2008: All admissions  CHKS  Dec - 09 to  Nov - 10  90  86 ( All England  value )    Risk Adjusted Length of stay: Elective admissions  CHKS  Dec - 09 to  Nov - 10  65  74 ( All England  value )    Risk Adjusted Length of stay: Non - elective admissions  CHKS  Dec - 09 to  Nov - 10  94  88 ( All England  value )    Effective Care  Readmission rate  CHKS  Nov - 09 to  Oct - 10  9.4%  6.9% (National  median)     


National annual patient experience  Source  Period  Value  Benchmark  Graph   Patient Survey 2010  CQC  2010  68.7%  69.7% (SHA  average)  


0% 100%


  Improve communication with patients, particularly at  discharge  Source  Period  Value  Benchmark  Graph   Patient Survey: Information about discharge  Patient  Perspective  2 010  68.3%  60.5% (National  top 20%)  


0% 100%


  Continue to improve on understanding and meeting  patients’ communication needs  Source  Period  Value  Benchmark  Graph   Patient Survey: Doctors  Patient  Perspective  2010  94.2%  89.3% (National  top 20%)  


0% 100%


  Outpatients  Sour ce  Period  Value  Benchmark  Graph   Clinic waiting times >15 minutes  Trust data  2010/11  (excl March)  83.65%  80%  (Threshold)  


0% 100%


  National annual staff survey  Source  Period  Value  Benchmark  Graph   Staff Survey  CQC  2010  3.71  3.62 (National  average)     





