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Minutes and Action Notes

Priority Action Group 9 - Access to Contraceptive Services
Wednesday 24th November 2010       2 - 3.30pm

Large Meeting Room, Newton Silk Mill, Holyoak St, Manchester M40 1HA
	
	Attendance 
	Initials

	
	Asha Kasliwal (Chair)

Wendy Alam
Farzana Siddiqui 
Chacko Chandy

Glen Berry
Tessa Malone

Ann Drake

Owen Roberts

Nikki Marsden

Stephanie Mallas 
	Consultant/Clinical Director, NHS Manchester

Network Coordinator GMSHN
Consultant, Oldham CaSH
Associate Specialist in SH, T&G PCT

Assistant Director NHS ALW
Consultant,  Stockport  CaSH
Lead Nurse – Sexual Health & HIV,  NHS Salford

Contraception Access Manager, NHS NW
Centre Manager, Brook, Wigan & Leigh
Director, Brook Manchester
	AK

WA
FS

CHC

GB

TM

AD

OR
NM
SM

	
	Apologies
	

	
	Sarah Doran

Stacey Adams

Sarah Stephenson
Donna Davenport

Patricia Dunlop
Kim Robinson
Jayne Littler
	Public Health Manager, NHS Manchester
Public Health Officer, NHS Salford

Project Manager – Commissioning, GMSHN 
Lecturer, SH MMU

GP

CaSH Service Co-ordinator, NHS Bury
TP & Sexual Health Lead, Bolton MBC
	

	
	
	ACTION

	015/10
	1  Apologies and Introductions
Attendees were invited to introduce themselves and it was agreed apologies would be included in the minutes.
	AK

	016/10
	2  Chair’s Communications

AK informed the group that at the recent Network Board meeting discussions had taken place around the vision for GM services and felt comments from members at a recent PAG4 and this PAG9 meeting should be raised at the December Board meeting (see item 8).
	AK

	017/10
	3  Minutes of previous meeting on 19th August 2010 and matters arising:

Previous minutes were accepted as a true and accurate record.

Action 09/12: NJ to look at re-wording of metrics and sharing on NW footprint - on-going.
Action 09/14: Further discussions on future models - on-going

Action 01/10: OR/TM met re the design of a regional Implanon only training form and certificate where GMSHN will accept accreditation from recognised providers only.  Draft certificate circulated to the group for comment. It was confirmed that the actual training will not change and that it is the employers/clinical leads/trainee who are responsible for the governance/re-certification of training and not the trainers. OR felt the certificate should clearly state this. TM concurred and agreed to add guidance on to the reverse of the certificate. TM to forward WA the final version for circulation to the group. On-going.
Action 07/10: TM to send WA Regional Lead Doctors Group distribution list/meeting schedule.
Action 09/10: SD to pursue FOI request from Bayer Shering re mapping of LARC etc.,

Action 10/10: WA to circulate draft Workplan to the group for comment and volunteers to lead on various work streams – completed (see item 6)

Action 11/10: SD to report the results of GM CDS’ evaluation when available.
	AK
NJ
NJ

TM
TM

SD

SD

	018/10
	4  LARCs Training Proposal
The LARC training sub-group has decided to put the next wave of the training programme out to open tender.  This is to ensure the best possible value for the remaining funds (£20k).  The sub-group has an outline specification which includes (among other requirements) the following:-

· Implant training only

· Desired aim of approximately 35 trainees

· Complete training solution of the provision and the coordination of theoretical and practical training

· Fixed time period for the whole process

The tender will proceed when the appropriate process for a contract of this value has been confirmed by NHS Manchester.
	OR

	019/10
	5  National Funding to improve access to contraceptive services

IAtC Monies
OR stated that £1,395,000 DH funding to the North West was confirmed in August.  The funding has been allocated to PCTs on a 75% capitation basis with the remaining 25% allocated as a supplement to identified PCTs according to 6 indicators:

· LA previously under TP ministerial scrutiny

· TP rate (per 1000 females aged 15-17), 2008

· TP rate change, 1998-2008

· GP LARC prescribing rate (per 1000 females aged 15-44), 2008-9

· Repeat abortion rate (% abortions that are repeat in females aged 15-44), 2008-9

· Repeat abortion rate in under 19s (% abortions that are repeat), 2008-9

Priorities for investment were identified in GP engagement and work with FE colleges/schools.

PCTs were required to submit a Memorandum of Understanding including outline plans for the allocation in order to receive it e.g. training, GP training, schools, FE etc.,  Transfer of funds took place on 28th September.  Progress reports expected in January 2011.  On-going monitoring of quarterly data will continue as in 2009-10.

The group commented that as training is an important aspect of the GM ‘vision’ as well a better feedback process and training for GP consortia is needed. 

Action 13/10: OR to forward IAtC table to WA for circulation to the group

Data
OR confirmed that as his role finishes at the end of March decisions need to be made regarding the regional data collection systems and what is going to be continued and what is not as there were 3 types of data currently collected:-

· National KT31 data (SRHAD from April 2012) submitted to NHS Information Centre
· Regional IAtC quarterly data submitted to Contraception Access Fund Manager at NHS NW
· Sub-regional cross boundary     “            “             “                  “       “           “         “     “     “
OR informed the meeting that a sub-group of Commissioners has been formed to look specifically at data collection.
OR commented that as SRHAD implementation is on-going discussions are currently taking place regarding service compliance and the need for services to upgrade their systems.  Manchester, Stockport, ALW and Oldham confirmed they were awaiting Blithe system upgrades; Manchester have encountered a few glitches with data; Brook Wigan use the SHERPA system, Brook Manchester are already fully SRHAD compliant via a bespoke system; Salford to feedback after Board meeting.  
SM felt that OR’s independent data collection would be subsumed by SRHAD. OR agreed data collection systems need to be decreased preferably from April 2011 but must be before 2012 and that it does not matter which system is collecting the data providing that the software is able to supply SRHAD data.  TM felt there was somewhat of an overlap if not yet paperless.  GB commented that SRHAD does not apply to GPs. FS felt the KT31 had had limitations and SRHAD data will be able to be linked in with any future tariff.

Action 14/10: OR to send out a communication to providers to ask where they are up to re the transition from KT31 to SRHAD data collection.
Action 15/10: FS to contact Blithe to pressure them for the necessary software upgrades
OR stated that the recent cross-boundary attendance had highlighted the significant attendances at Manchester, Salford and Trafford clinics of patients from outside their boundaries with Oldham and Manchester receiving a high number of yp (Brook being the common factor) and that Stockport had a high number of patients attending from Cheshire and Derbyshire.  OR commented that Manchester PCT are wanting to charge other PCTs for out of area attendances and particularly for Brook services (outside NHS contracted providers).  Work is on-going looking at whether it is a balanced patient travel or not.  If cross-boundary charging does not come in soon then the commissioners will have to look at the options which could include restricting services for out of area patients.  GB commented that as commissioning arrangements are changing there is still a need for a price list of services – whoever is commissioning.  AK confirmed she was attending a Faculty council meeting re contraceptive tariffs and will report back at the next PAG9 meeting.  There is still uncertainty about any integrated service tariff but London has done a vigorous piece of work which is still on-going (circulated). The group felt this to be very complicated.
Action 16/10:  OR to circulate Q1 cross-boundary attendance report and Q2 (when completed)   
	OR
OR

OR

FS
OR

	020/10
	6  Workplan

A draft workplan was circulated for comment.

The additional work stream of ‘Input in to GMSHN 2020 vision’ was agreed.
Action 17/10:  WA to add the above work stream to the draft workplan and re-circulate.
	WA

	021/10
	7  Sector Updates
Salford: moving hub premises shortly to what was an unused health centre nearer to the University and Salford main shopping centre.  Home delivery of HIV drugs is to be introduced on 1/12/10.  Services moving to Salford Royal FT.  
Manchester: CaSH services moving to CMFT which means the HQ is located on site.  Expected to save 5% on costs next year.  Currently have a vacancy freeze
Stockport: CaSH to go to ALW – still not in the same organisation as GU colleagues.  Losing TP monies from April 2011.
T&G: services moving to Stockport FT.  New building in Glossop and 2 new clinics.  CHC all Implanon training completed.  A Saturday nurse-led clinic for yp has opened at Ashton PCC.  Will be promoted by the youth services during December.
Oldham: busy with TCS meetings as moving to Pennine Care FT (their title amended to remove ‘mental’) along with HMR and Bury although not moving localities.  True integration with GU services out in to the community.  Vacancy freeze.
Bolton: no representative at the meeting.

ALW: IAtC monies to Brook and GPs for increasing implant rates; extending work in colleges; training in the Community Trust and EHC.  
HMR: no representative at the meeting

Brook Manchester: achieved 4% savings on budget.  From 1/4/11 all centres are moving under one Brook organisation “Brook Advisory” rather than being independent centres increasing consistency and integrity. No impact on direct delivery for clients – only internal structure changing.
Brook Wigan: moved to new premises last June and waiting times have decreased by 66%.  Now open Mon-Sat 10am-6pm. Nursing staff numbers have increased by 120% and have 2 implant trainers resulting in increased numbers of implants fitted.  Brook to be a national organisation.
	

	022/10
	8  Any other business

· Future of GM Sexual Health Services
The updated service level triangles were circulated, one of which named all services based on the 2001 National Strategy and an inverted commissioning triangle which demonstrated how patients would only get to level 3 when needed via a process of filtration through the lower levels first.  The group then discussed the GM 2020 Vision and the concept of a GM Sexual Health Trust.

Comments included:-
· Should be titled Contraception and Sexual Health Trust not just SH Trust

· Still challenges but a better concept than some sexual health managed by services 40 miles away or in Acute Trusts.  One GM SH Trust would be the best answer although initially there would be ‘teething’ problems
· Local health needs should dictate SH provision.

· Will be local variations – but integration is the long term answer

· Only basic levels of GU and CaSH overlap

· GPs only have a 10 minute appointment slot which is not long enough to discuss different types of pill, LARCs etc.

· An advantage of a SH Trust would be that SH would be preserved as a priority the alternative being absorbed and not recognised as a ‘speciality’. Specific title also helps to preserve SH as a service.

· Doubt around GP consortia will be able to commission these services

· Open access should continue

· At local level if GU colleagues in same building would link in better 

· GPs do not want FP or LARCs

· GPs send out letters re LARCs encouraging them to ring CaSH clinic for fitting

· Some GPs are interested and automatically ask about implants others do not
· If CaSH services felt the vision process was supporting contraception across GM then would perhaps agree with it 
Issues raised:-
· One GM IT system too large to be efficient/reliable
· Contraception is different than GU as it is closely linked with Gynaecology and if in a different organisation could lead to difficulties/Gynaecology referrals being commissioned as a SH Trust will not be commissioned for this.  Need separate leadership for each service
· Crucial to allow for GP/FP training at level 1 as training at GPs’ premises is not a viable option because of lack of appropriate patient mix
· On the second service level triangle it states referral to level 2 is via a CBS but currently if a patient needs to be seen by a doctor and one available in the clinic doctor would be approached and the patient seen straightaway.  If separate from CaSH it would make care more difficult for nurses and patients
· Consultants occasionally see level 1 and level 2 - EHC trainers will sit in with nurse
· Already 80% of CaSH is done in the community including fitting IUDs etc.,
· Appointment sessions for LARCs arise by talking to patients attending for lower a level service therefore how could LARCs be encouraged or STI risk be discussed if attending at lower level for repeat pill. However, it was noted that under QOF GPs are also expected to do this
· Some clinics do not book for IUDs or LARCS.  
· A critical mass of patients is required for GPs to be trained so they will be able to do what is expected from them
· Leadership and governance issues re GPs

· There are clear standards set by the Faculty re number of patients per consultant – central Manchester currently has 7 GU consultants and 2 ½ CaSH consultants
· Manchester should not be concerned about the number of consultants in ALW

· CaSH consultants felt their comments were being ignored

Action 18/10: AK/TM/FS to prepare a paper for circulation to PAG9 and the Board.

Action 19/10: OR to formally report back to NJ re clarification of the vision process 
	AK/TM/FS

OR

	
	9 Dates of future meetings: 

2 - 3.30pm
2nd February, 5th May, 7th December   @  Newton Silk Mill, Holyoak Street, M40 1HA 
14th September @ Central Youth, 1 St Peter’s Square, Stockport SK1 1NZ
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