Stephen Parsons speaking at National Partnership Forum meeting 27.11.12

Stephen Parsons:

The purpose of my talk this morning will be to bring you up to date with some of the changes that have been happening. Some of it will also be reinforcing what I said at NDP because I want to ensure we are starting from the same knowledge base about the changes and structures.

I am going to give update on the future of NCAT, and say a bit more about SCNs, because we do have a bit more information. I also want to say something about the newly published NHS Mandate, and a few brief words about the Outcomes Framework.

NCAT 

The NCAT team comes to an end on March 31. Elements of the work we have been doing will be moving into the new Improvement Body. We are currently developing the business plan for this. A lot of the work we have been doing, for instance around awareness raising for signs and symptoms of cancer, and chemotherapy and radiotherapy, will be moving into the new Improvement Body. This organisation will be largely responsible for commissioning improvement work; it will test different solutions and then get others to deliver them.

There is a Transition Delivery Partner being established for 12 months. This will be the organisation that helps to deliver some of the improvement programmes.

The focus for the delivery partners will be on delivering work that is commissioned by the Improvement Body.

I just want to acknowledge publically the work that NCAT has done over the past 10 years. I’m particularly concerned for my staff who do not know where they will be next year. It is difficult for them to continue work when they are also trying to think about new jobs.

SCNs

In the introduction to the latest guidance on SCNs there is a quote from Sir Bruce Keogh & Jane Cummings: ‘Clinical Networks are an NHS success story....’

I believe the argument for keeping networks has been won. We now need to be moving forward on how they will operate. This includes a clear recognition of the importance of all the varied workstreams, and the vital input provided by the many patients and carers involved with networks. Networks are essential for improving outcomes for patients. 

SCNs will be hosted by the CB. There will be four areas – cancer, cardiovascular, mental health, maternity.

Those of us working in cancer are used to the idea of networks, but for mental health and maternity in particular these are new concepts and they are absolutely delighted to have been recognised in this way.

ODNs – Operational Delivery Networks. These will also come under SCNs and will look at co-ordinating complex pathways of care for patients, for example in areas such as neonatal care etc.

SCNs will be seen as agents for change – drivers for change across complex areas of care. They will be hosted by the CB and will receive funding for their core functions.

They will have a significant focus on quality. They will be clinically led. The patient and public voice will be integral to their working. They will also be addressing health inequalities. They will be drivers for innovation and the NHS change model, and will be working very closely with new Improvement Body.

There will be SCNs in 12 areas. Each area will have a Senate and at least one of those Networks. They could decide to have more than one, ie more than one cancer network, but they would have to find the additional funding.

SCNs will be non-statutory organisations. Each will have an annual accountability agreement with the CB and will be hosted by the Operations Directorate. However staff will be accountable to the relevant Medical Director of  the Local Area Team on which they sit.

SCNs will be required to develop very close working relationships with key groups and individuals, ie patients and public, commissioners and providers, third sector, senates etc. Whether or not they are successful will depend on the ability of those networks to address big issues and meet the needs of members. They will be judged on how well they support the delivery and objectives of the Outcomes Framework, and ensure there is financial stability. They will also need to support clinical judgement and leadership, and the patient voice.

In terms of money, SCNs will receive £10m divided between them, so £833,000 each (if maths is right!). In addition to money set aside for running costs, there is also a programme budge of £32m. The range of funding that each senate will get will be £2m to £3.5m depending on size. The Improvement Body may also give additional funding for improvement work undertaken in partnership with the SCNs.

Core team – as per slide.

NHS Mandate

First time this mandate has been produced. It sets out from the Government perspective what its expectations are of the NHS and how success will be judged.

Two keys points:

1/ To ensure the NHS remains comprehensive, universal and free at the point of delivery

2/ To ensure the NHS stays relevant and is trusted in a rapidly changing world.

The Government has recognised the pressures:

· Ageing population

· Rising costs of treatment

· Huge increase in number of people living with long term conditions 

· Often complex pathways of care and treatment, ie people with mental health problems may also have cancer/heart disease

The mandate is available on DH website.

The Commissioning Board is legally required to pursue the conditions in the Mandate. 

Five priority areas:

1/ Improving standards of care, not just treatment, esp for elderly

2/Diagnosis, treatment and care for people with dementia

3/Supporting people with long-term physical and mental health conditions and giving equal priority to both

4/Priority of preventing premature death

5/Supporting people with health conditions to return to work or find work

Purpose of NHS Outcomes framework – as slide.

There will be a meeting tomorrow to discuss moves forward and how it will all work, and discussions from this forum will be fed back.

Personal reflections:

We have achieved a huge amount in cancer, but there is still a lot to do.

Also huge achievements in partnership working, still more to do. The National Partnership Forum has been critical to the progress that’s been made. We are in a transitional period. I think the stage we are at is rather like a triathlon and we are just dragging ourselves out of the water; in next few weeks we need to get on our bikes and be ready to move into new roles; then after Christmas we need to start running towards the finishing line.

There are still a lot of things that are unclear. Not all staff are appointed to the CB, staffing for the Improvement Body is unclear. The challenge we face is that leaders aren’t yet in place – but it’s also an opportunity for us to take the lead in setting out ways for us to work in partnership. 

I hope the outcome of today’s event will be for this group to make proposals for partnership working, to show how it can make an impact in the new structures. There is no point arguing for the past. It’s not a question of what the new CB can do for you it’s what you and we together can provide for the CB – we need to seize the day!

Questions to Stephen Parsons:

Tony Rollo – Anglia CN 

Q. If I understood you correctly the SCNs will report to the LATs, yet there are three LATs in our area?

A. Where there is more than one LAT, one will be nominated for relationship with the SCNs. ‘The boss’ will be clearly identified.

Stuart Gibson – Lancashire and South Cumbria CN

Q. I’m used to a democratically accountable structure of governance and what I am not seeing is a clear pathway in which patient involvement can take place. I am conscious there is going to be patient involvement at Healthwatch, CCGs etc, and I am confused about which door cancer PPI should knock on. 

A. Good question. I think that a clear way in for PPI is through the relationship that networks will have with the CB. The CB will set out some requirements and based on the information we are seeing around the repeated message of the ‘patient voice’, a network will be judged on the extent to which it has that involvement. Part of that accountability will be around asking what has been done to ensure that engagement. I am less clear about how the relationship will work with some of the operational delivery networks.

Jan Vaughan (JV)- I think it will depend on the situation – if we have been asked to develop something in conjunction with Health and Wellbeing Boards we will use their patients or they may look to us to use ours.  I think we will need to mix both local and disease-specific representation so it’s a bit of mix and match.

Mike Scanes –Essex CN

Q. In EoE there will be no disease-specific networks and it has been stated there will be no recruitment based on disease knowledge. There is no clear commitment to having cancer networks: they are expecting less than 20 people to look after all these different disease sites - it’s not going to work.

A. I am surprised by this question that’s not my understanding.

JV There is a distinction between the network support team and the actual cancer networks. The network support team will become more generic, but I would have thought when you are interviewing people you would need to look for expertise in specific areas.

Julie Juliff – Mount Vernon CN

Q. In East Anglia most appointments have not been made. We did receive an email from Margaret Berry and the first thing she said was that the Cancer Networks will continue to exist and as employees within that area all we can hang into is that everything will be done in a fair way. We are three networks coming together and I am not sure we necessarily have the whole story the about everything that is going on yet.

A. Interview for E0E Ass  Director is happening very shortly. We will get clarity after that.

Paul Baker –Three Counties CN

Q. A lot of work we have done is through our network groups. What are your views on how these NSSGs will metamorphose in the future, because clinicians obviously have to talk to each other? Patient experience is vital. Also there is no mention of the rest of Gloucestershire - where will it end up?

A. The work networks have done in terms of clinical engagement has been one of the jewels in the crown. It would be a tragedy if we were to lose that. We need to find ways of making it happen in the future. You won’t get clinicians travelling huge distances, so I think we’ve got to find a way of retaining the current NSSGs. It is vital that we retain this work.

JV – we’ve been having conversations with all our network groups to say that they will more than likely continue, but we may need to work differently as we may not be able to give them the same level of support. We started having these conversations about two years ago, so it’s an on-going situation.

Chris Ward (NCAT) - Issue of SSGs is a really important one. These groups are the engine room of what networks have done over the past ten years. In London when we split, a view was taken that they were best placed with the provider network as they could support them more appropriately. 
The current arrangement is that network teams will be much smaller and therefore alternative arrangements will need to be made. It’s important that we talk about this at our meeting tomorrow.

Christine Teller - Avon, Somerset Wiltshire CN

Q. How can we keep up with appointments of key people? This would help us to define how we will move forward, both locally and nationally.

A. To date, announcements about appointments have been made on the CB website. Not sure the CB will continue to do that as these are rolled out further down the line. It’s an important point that you know who has been appointed to what post, so we will pick that up. We may have more information following tomorrow’s meeting.

Dave Ardron - North Trent CN

Statement: The key to lay involvement is lay membership of NSSGs.

SP – I agree.

John Joshua – Greater Manchester and Cheshire CN

Q. Is there any guidance on what form you expect PPI to take in networks, and when will we know what this is?

A. I am not aware that any national guidance is planned or proposed so I think we have an opportunity today to drive that forwards.

Colin Sloane – Yorkshire CN

Q. What can you say about Peer Review?

A. PR is seen as a very effective means of identifying good practice, immediate risks and concerns. There is support for PR as high as David Nicholson, and I think what we are currently looking at is how we can extend PR to other disease groups. We have already done some work. Ruth is at a conference today talking about peer review in paediatric diabetes. At the moment no-one has put their  hands up to say they will do it. The proposal currently is that it will sit in the delivery partnership organisations, but there is definitely a willingness to ensure it continues and to expand it. I also want to thank all of you who actively participate in PR.

Jeanette Smalley – Lancashire and South Cumbria CN 

Q. Is it possible to put two extra slides in your presentation? One about what Clinical Senates are, as my understanding was not the same as the description you have just outlined. Also it would be useful to have an understanding of what overarching organisations are around, such as a big organogram of hierarchical structures.

A. That’s quite a challenge and we might not be in a position to do it exactly right now but hopefully by Christmas this will be possible.

Ray Murphy – Chair Partnership Forum

Q. Cancer Networks have funded PPI and NCAT has very kindly funded NDPs and involved us in many of their work plans. What will happen about all this in the  future?

A. Nationally there is a sum of money set aside for PPI, but it is divided between networks. One of the things we will be discussing tomorrow is support for the networks. I am sure there will be a need for some kind of development programme ad I would have thought partnership working would be a part of that.

