Response from East of England PCT Network
28 April 2009
I am responding on behalf of the 14 primary care trusts in the East of England, following Denis Kelly's e-mail of 14 April.

 

The study is timely as PCTs are increasingly focusing on responding to Darzi and World Class Commissioning (including Clinical Commissioning: our vision for practice-based commissioning).  I appreciate that the Panel is seeking evidence of restrictions from trusts, but my Network would want the Panel to consider a number of scenarios which are current or emerging for commissioners:
· a PbC cluster wants a consultant to run a diagnostic or outpatient service in the community

· a PCT wants a consultant to provide advice to its AWP panel to accredit potential providers

· a consultant wants to be accredited under AWP

· a consultant is approached by another trust to undertake sessions in his/her free time to help them deliver commissioners' targets

· a PCT wants a consultant to support or mentor its GPSIs, ESPs etc in terms of clinical governance and CPD

· a PCT needs consultant level input into its work on pathway commissioning/service redesign

· a PCT wants to commission consultant input into ongoing primary care education programmes

· as part of managing performers lists, a PCT may need specialist advice from a consultant

· a group of consultants propose the establishment of chambers to contract directly with the PCT and widen patient choice

· an OOH provider is encouraged to strengthen its clinical leadership by its commissioners, and looks to the local trust for consultant input
In all these cases, a trust could seek to restrict the ability of consultants to work for other bodies, as the activities described could lead to a reduction in activity for that trust.  

 

In seeking to commission along pathways, PCTs would want to ensure that consultants are familiar with local systems and protocols, for example in the event of an emergency admission being required.  The use of local consultants supports this - having providers source consultants from other organisations or from other parts of the country/Europe may have an adverse impact on the quality of care.

 

Some PCTs are establishing clinical assessment services to triage GP referrals to the most appropriate provider, staffed by consultants.  There is the potential for some patients to be directed into providers other than the local NHS Trust/FT, where the triaging consultant may have sessions.  

 

In support of a restriction, there may be a case around ensuring that consultants do not work too many hours each week, so that patient care is compromised.  Whether this is the most appropriate way of doing so is open to question.

 

I am aware of one Essex FT which initially made it difficult for consultants to work at a local private hospital which is part of the Extended Choice Network, but now looks to the private provider for support in delivering the 18 week target.  I also understand that whilst Southend Hospital was reluctant to allow consultants to work for one practice-based commissioning cluster, there are now some 6 specialists running clinics and minor procedures in community settings, with the FT keen to explore other opportunities to collaborate.  

 

From a commissioning perspective, PCTs need to respond to DH policy about driving quality through choice and competition.  Placing restrictions on consultants' working patterns can only frustrate attempts to open up the market and bring care closer to home.  

 

I hope that these comments are helpful - please do not hesitate to contact me if I can be of any further assistance.

 

Owen Richards
Network Director
East of England PCT Network
