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DRAFT MINUTES

1. Welcome and Apologies

Date 28th June 2017

Location Reading Community Learning Centre, 94, London St, Reading RG1 4SJ

Present James Penn, Milman Road, Dr Mittal,
Shaheen Kausar, Chatham Street
Douglas Dean, Westwood Road Surgery
Christopher Mott, Milman Road
Phil Lowry, UHC
Francis Brown, Guest, Priory Avenue
David Bales, Longbarn Lane
Caroline Langdon, Russell Street Surgery
Michael Montague, Melrose
Prem Sharma
Karen Grannum (CCG)

Amy Hutchings (CCG)

Helena Turner
Libby Stroud, Pembroke
Tom Lake, Pembroke Surgery
Douglas Findlay, Pembroke Surgery

Apologies Martha Klein, London Street
Pat Bunch, Healthwatch
Aneela Mushtaq, Kennet Surgery
Joan Lloyd

James Penn was in the chair.

2. Discussion led by Dr Bu Thava, GP Chair of South Reading CCG

I was offered a couple of topics - some time ago to talk about changing primary care and more lately to
address the challenges facing South Reading CCG. So I think I will let you fire away and ask about the
problems which are on your mind.

Phil Lowry: What do think about funding cuts in our area?

Dr Bu Thava: Firstly, having both social care and health care at present levels of funding is a real difficulty
for the CCG. We are one of the lowest funded and one of the best performing areas in the country. We have
been recognised as such by selection as an ACS (Accountable Care System) exemplar by our national body,
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NHS England. We have no influence over the funding, which is set at a national level. My hope is that the
ACS, as it evolves will create significant efficiences, while improving the patient experience, which will help
us advance.

Dr Prem Sharma: I have written a paper on funding the NHS regionally so that local taxes and contributions
can help. Lots of new techniques are coming in medicine and there is a need to fund this. The NHS is too
big now - no comparison with 1948, when it was founded. It should be managed by region.

Bu Thava: You may be right. But it is not within our gift around his table.

It is an underfunded system, but it has inefficiencies which could be corrected. I need to resolve that so that
I can get best value from your Berkshire West pound. It is more efficient than it was 5 years ago but there
is more to do.

Helen Turner: How do we have inefficiencies?

Bu Thava: I am going to describe the ACS and that will deliver an answer your question. The formation
of an ACS is the biggest change in the NHS in Berkshire West since the NHS was founded in 1948. For
the very first time you have a system thinking as a system. We are one of the only ACSs in the country
recognised as such, perhaps also Bucks might qualify. The component organisations have to put aside their
silos and bank balances and work on the system total of money for Berkshire West. The money has to
follow the patient through the system, not working on a fee per contact basis which makes profits on some
treatments to fund others. To maintain our autonomy and carry out these changes we have to meet our
financial targets. We have delivered really effective changes and convinced NHS England. Berkshire West
and Buckinghamshire are the only non-STP organisations to be given their own financial control totals. We
have a strong governance structure - the CEOs of the Royal Berks Hospital Trust (RBH), of the Berkshire
Healthcare Trust (BHFT) and of the South Central Ambulance Trust, the chairs of the CCGs and principal
officers sitting together and trying to work differently.

Here is a telling example. There are 2,674 patients in Berkshire West with diabetes and another long term
condition, cardiac, renal or respiratory. Between them they made in a year 18,003 GP appointments, 16,000
outpatient appointments, 1000 A&E visits and 1,060 emergency admissions to hospital They are 0.5% of
the population and use 10% of outputient appointments, 11% of GP activity (could be phone, at surgery
or a home visit). The cost is £5.7M for those patients. One patient in that group had 70 contacts in the
NHS in one year. The average for this group of patients is 46 - 50 points of contact per year. They make a
separate visit for each specialism and separate blood tests. This is difficult for the patient and costly. We
decided to meet and look at that cohort. The approach we want is that the patient goes to the clinic and
gets diagnostic requirements from each relevant consultant and then has the combined tests. We looked
at that with appropriate clinical leads and the CEOs of the RBH and BHFT. I challenged those providers
to get all their consultants ready to commit 20% of time to getting this right. The CEOs took this away
and obtained the agreement of all the relevant consultants. With the current system the cost of the RBH
outpatients clinics would fund every GP surgery in Berkshire West 2.5 times over. We are looking for GPs,
that is primary care, to take on more planned care close to the patients home and for the hospital do more
of the urgent care.

Douglas Findlay: I applaud the ACS model but one or two things ring alarm bells in my head. When the
system first started in Berkshire West it was in the form of the Berkshire West 10 consortium - including
the local authorities along with NHS providers and the CCGs and it took on the frail elderly pathway. Now
the ACS does not yet incorporate the local authorities but it is taking on the whole system. But the NHS
as we know it is driven centrally. Taking each of the providers: RBH, BHFT, SCAS their individual drivers
are still central targets and direction. How do we adapt the system to work in the new way in the interim
before the national system has taken on the new way of working?

Bu Thava: There is no textbook, we are out in front. The Department of Health is taking away red tape.
We have a direct line to Simon Stevens. He needs the ACS concept to work and to make efficiencies and he
needs us in South Reading to help show the way for the others.

Let me give you a further example. Normally the annual negotiations between the CCG and the RBH
involved opposing parties working to reach agreement over months, and often agreement on the contract
was reached late. But last time we agreed the contract 2 months before time. We took away perverse
incentives. We agreed to reduce the penalty for overperformance (doing more work than planned) at the
RBH to 50%. That creates wiggle room that allows re-organisation of the pathways. We did this before
but because then each organisation was separately monitored we couldn’t make the system changes to get a
more efficient pathway. Now we are a Vanguard organisation and will be monitored as a system so we could
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start to change pathways. We are the Starship Enterprise of the system exploring a new way of working -
system working. We could hit a major problem - that would be very disappointing, but at least every one
else would learn what to avoid.

Douglas Findlay: I am concerned by the lack of transparency in the system. The CCG is really impenetrable,
the RBH less so. You are asking for trust and to earn it you have to be transparent.

Bu Thava: I would like to see patient involvement at more levels. This is all very recent. Strategy only
became crystallised about 10 days ago - when we were announced as an exemplar ACS. This is exploratory
and if I tell you our current destination, that could change. The problem is how to take you on a journey
when I don’t know the destination. 6 months ago I though reversing the Brexit vote was more likely than
our getting recognised as an ACS. And now, here we are, determining how to work as a system.

Not all the CCG Governing Body members are as aware as I am of the strategic importance of the ACS. I
see many of the system’s current problems because I am a GP in South Reading. Your GPs voted for me
to represent them in a very tumultuous period. I look at those problems and put aside the possibilities of
change of government and such unknowns and I work on what the data is saying to me. This is a journey
and I can’t yet tell you the outcome.

Francis Brown: There is a tension here between co-production of changes with patients and CCG, which
needs high transparency, and on the other hand cautious management of the changes in the system and the
expectations of the population.

Bu Thava: The demands of engagement are extensive. Is there anyone with the full strategic picture?
We in South Reading are commissioning services for patients with long term conditions (LTC) - diabetic,
respiratory, circulatory. Now we are reviewing the Musculo-skeletal pathway, involving Rheumatology and
Orthopaedics. There are 140,000 patients in the South Reading CCG area to represent. I need this group
to represent those patients and get messages out. But those messages could change as we evolve our new
ways of working.

Douglas Findlay: We will need clarity. When we are representing you we will need to know that we have
got it right. And we need to use terms and parallels that patients can understand.

Bu Thava: How do you get your strategic awareness to the 140,000 patients? I am going to give you that
challenge.

Douglas Dean: We can only disseminate understanding if we have a deep understanding.

Bu Thava: We have accepted that engagement around this table is effective. But how do we engage with
the whole patient population?

Francis Brown: People in the Patient Voice organisations are often very well connected. So they can put
out the messages. And don’t forget that engagement is a two-way street. You say that it is difficult to get
messages out. It is even more difficult to get messages back. To get heard and to get recognition that our
work is worth doing, that can be very hard.

Bu Thava: If you were able to come to the table and to understand all the political factors - please take my
job.

Douglas Findlay: You don’t need patient representatives at a strategic level. We can get the story out and
provide some feedback.

Bu Thava: Well, how do you perceive patients engaging?

Francis Brown: We need to build systems that show that we can have an influence. To encourage people to
keep on with engaging, giving feedback and trying to follow the system changes, we have to show that the
system will respond to patient opinion and feedback.

Shaheen Kausar: We have people at different levels of understanding and need to engage people at different
levels. The Pakistani women I talk to at their language classes have a certain level. They will be interested
in things that they can see directly affecting them. But they may not be so interested in the governance of
the ACS or which organisation does what inside the NHS.

Bu Thava: If I look at my long term conditions board; we have the overall steering group and particular
stakeholder groups e.g. for urology, cardiology and so on.

I challenge you by giving you the name of the chair of the stakeholder group for urology, of the MND group.
Can you give them some relevant patient input? From our perspective we need engagement from every
tranche. How best to join it all up?
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How do you as SRPV hear all those voices? I want to come here and hear all those voices.

Libby Stroud: When I was chair we engaged strongly with the CCG and We didn’t hear anything at all
about these stakeholder groups. There was precious little information about the various boards, how they
were working and what they were doing.

Bu Thava: Look at the resource that is being spent at these commissioning boards in patient engagement;
we are engaging patients in all these specific pathways in our work.

Douglas Findlay: Let’s get this in proportion. South Reading Patient Voice is a voluntary adjunct to a local
segment of a massive national organisation. You withdrew all our funding and now you are asking us to be
in contact with the whole patient body.

If you want a single organisation representing the whole patient body, if we are starting a new system, we
could rearrange our organisation.

Bu Thava: Currently the ACS has no legislative or customary justification. It is organised on a negotiated
basis between the legally established organisations. Quick wins, improved pathways and efficiencies, will be
necessary to convince people that we have the right way to go.

My biggest fear is that sectional disagreement could scupper the ACS. Primary care could scupper this.
The CEOs have said that this will not work without GPs on board at the top, yet there is no common
organisation which embraces all the GPs.

Christopher Mott: And where is social care?

Bu Thava: I will return to social care. ACS will fail unless GPs find a way of coming together as a single
provider voice to negotiate and plan with the major NHS providers.

Douglas Findlay: You are the contract holder for each practice, you could insist on this.

Bu Thava: I have told you that Berkshire West is in pole position in changing to a system way of working.
South Reading GP practices are in pole position to make this organisational change and come on board with
the major NHS providers. Colleagues in other CCGs are saying that South Reading has had an alliance of
GP practices for 18 months - and they looking to South Reading to lead. The alliance has leaders elected
by the GPs themselves. They are GPs with strategic awareness.

Tomorrow the chief executives of the RBH and of the BHFT will be presenting to all GPs in a TIPS meeting.
GPs will be being told that success depends on you. We have additional funding, beyond our baseline budget
to enable GP practices to adapt to working in clusters and in the alliance. This is Simon Stevens providing
funding to make this work. We have asked for primary care to step up, to take this on.

Douglas Dean: When we see our doctors should we ask them what they thought of it?

Bu Thava: Please do so. If they are not watching the presentations why are we spending money with
Westcall to cover their working sessions during this tele-conference?

Douglas Findlay: What should GPs do to make this work?

Bu Thava: I can give you my opinion as a GP. We can’t have two separate surgeries in the same building
not cooperating. It is inefficient and bad for patients. We will need to cooperate widely.

I have spent time on Reading’s planned population growth with their public health people. We shall need
18.5 additional full time equivalent GPs in South Reading by 2036. We need to work at scale. By 2018-19
we need to be delivering a 7 day a week service. Practices have to cooperate to do this. South Reading GPs
need to work collectively and a good vehicle would be a company limited by shares owned by all practices and
that does what is needed. We have to have each practice able to access the notes of all patients that could
come to them even if from a different practice. We will have to top-slice the budgets to fund the common
efforts. We have extra funding of £1/patient this year, £2/patient next year, to be spent on primary care
evolution. The South Reading alliance of GP practices is becoming much stronger.

The common organisation can take on research - it will be the biggest primary care research population in
the country. That will bring in money and expertise to our area.

Phil Lowry: What have you achieved so far in improving healthcare?

Bu Thava: The proportion of patients seeing the required referral to treatment times has gone from 47% to
100% - we are the only CCG to turn this around. South Reading was one of the worst for treating Diabetes,
now we have turned that around. We introduced virtual clinics; a community consultant goes round practices
and can identify and assist with patients who need extra attention. We were worst performing in the country
- now we are in the top 30%- 40%.
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Our achievement of required cancer referral to treatment times is the best in the country. But we need to
do more work on the uptake of screening. We need to pick up cancer early if we are to treat it successfully
and so we need to raise patient awareness.

In South Reading the screening approach to date has failed. Mostly it is seldom-heard groups who are not
taking up the opportunities for screening. The majority population is pretty good, but the deaf, people
with learning disabilities, and certain ethnic groups are not engaging. As you know we have started a big
programme of engagement of these groups following the example of the Rushmoor area. The other big
problem is TB. Traditionally TB was flagged at border control for entrants. That was taken away 2 years
ago. We needed to find a simple way to pick up patients with dormant TB. We have incentivised primary
care to ask relevant questions of new registrants and make appropriate referrals. But what about those that
come in on contract with e.g. Microsoft and have private health care?

Karen Grannum: We had funding for our TB project for 6 months (one year shared with Slough) but have
funding for another year now. We will again work with practices, hospitals and community groups. We are
recognised nationally as an area making huge progress - we are asked to speak at national conferences. We
know what to do and have a really good team. I will be hiring somone for the next year’s work shortly.

Christopher Mott: The ACS system is disrupting the concept of commissioning - the separation of commis-
sioner and provider. Could the ACS disrupt CCGs?

Bu Thava: Yes. If I do my job right I won’t have it in a few years. All the CCG chairs are fully invested in
the ACS concept and know that it will put the CCGs out of business eventually. I could get back to being
a GP. I would welcome that.

This evolution was well summed up in a great picture I saw at a conference. There was a timeline shown.
It started at PCT, then commissioner/provider and at the other end was the ACS. CCGs were the first
part of it - then came STPs then ACSs then Accountable Care Organisations (making statutory what was
negotiated in an ACS). Most of the country is still getting into the CCG phase and still struggling with the
comissioner provider divide. We are ahead with our ACS status. We have gone a long way down this. There
is going to be some backtracking and exploration but I gain confidence that we have the right approach and
the right mindset.

We will need social care involved to make the ACS work. The Berkshire West 10 - a consortium which
includes the CCGs, the providers and the local authorities, is reshaping the frail elderly pathway. The local
authorities are not yet included in the ACS. I will be meeting Reading councillors Graeme Hoskin (chair of
the Health and Wellbeing Board) and Rachel Eden (lead councillor for adult social care) to explain the ACS
to them as I have to you.

At present we will need to maintain the Berkshire West 10 consortium. We will bring them into the ACS
when it is strong enough.

Tom Lake: We have let our planned 45 minutes run on to a very worthwhile 90 minutes, but now we
must think about how to take this forward. We shall need to think about how to enlarge the circle of our
engagement. One useful tactic might be to convene a big meeting of all voluntary organisations active in
health and wellbeing to get communication going. We will keep in touch with Karen over these next steps.
In the meantime, if you are not willing or able to provide the minimal funding that we need to go forward
we will have to look for it elsewhere.

Bu Thava: It is alright to seek funding elsewhere. We are simply not able to fund you in the way that you
need.

We would be very pleased to get all the bits of engagaement into one place. Can you be the organisation
that makes this happen?

Caroline Langdon: Earlier this week I attended the Disability Fun Day in the Civic Centre? It worked well
as a venue. Could you use the Civic Centre for such a get-together?

Bu Thava: You might want to know that we are bringing comms out of the CSU support organisation and
directly into the CCG. We will have our own comms team.

By the way, I would be happy to come back again in a few months to explore how we have moved forward.

Douglas Findlay: Let’s each work out our own proposals and then put our heads together.

James Penn: Many thanks to Dr Thava for a very inspiring picture of the ACS and the job that needs to
be done in patient engagement. Also to Karen and Amy for joining us tonight.

3. Minutes and Matters arising
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The draft minutes were approved with the change that David Bales had not been present.

4. Actions Log

The letter re funding had never been sent but the discussion rather held over to Dr Thava’s talk. Now that
we had discussed that we can go on to work out our plans and seek funding elsewhere.

5. News of PPGs

James Penn: We just have time to go through news items quickly. I attended a talk arranged by the
Bell Pracfice (Henley) PPG. The PPG had speakers throughout the year. In this case the speakers were 2
consultants on Rheumatoid Arthritis from the RBH. About 40 people attended.

Libby Stroud: Unfortunately the RBH admin for patients is in unbelievable chaos.

Francis Brown: Healthwatch is holding its AGM and Board meeting in public on Tuesday, 18th July at
10.30am on the top floor of the Central Library with Steve McManus, RBH CEO as speaker - should be
very interesting.

Christopher Mott : The Royal Berks Hospital AGM is on Wednesday, 12th July 2017 at 6pm in the Trust
Education Centre on Craven Road.

The first Milman Road PPG meeting will be on Monday, 10th July at 5.30pm. The lift failed last week so
there will be something to talk about.

James Penn: I visited Longbarn Lane surgery - I saw the PPG noticeboard and building work for the new
facilities.

David Bales: The PPG is to have tour of the new facilities. I will be able to give an account of them at the
next meeting.

Libby Stroud: Pembroke has only a virtual PPG - not an actual one. How to take this up with the surgery?

Phil Lowry: University Healthcare PPG has not met for some years. Works through email.

The practice has just announced ”Exciting News” - an announcement about a completely new South Reading
practice premises. I won’t be able to attend the PPG meeting about this but I think James Penn will be
going.

James Penn: Several volunteers had a good time at the East Reading Festival where we shared a stand with
the MacMillan Community Cancer Education Campaign. Nisha booked the stall and we provided all the
logistics - gazebo, table, chairs etc Not as many visitors as last year. But we were pleased to help Nisha
meet many people and organisations there - she went round all the stalls as well as talking to visitors.

Francis Brown: Our primary care provider One Medical Group wanted to cancel our PPG meeting (we
didn’t). It blew over. We had had high staff turnover but this is improving. We have a new practice manager
- we are going through a honeymoon with him. Good news - we had a snap, unannounced inspection by CQC
- I was asked to come in and answer specific questions.As a result the CQC have lifted the ban on taking on
new patients. That is a sign of confidence that the serious issues have been addressed. Appointments are
easier to get. Prescriptions are quickly renewed. Of course they have had considerable extra funding and
support from the best of CCG staff - hopefully they will be able to continue and make a good contribution
when that comes to an end.

Caroline Langdon: A neighbour who is a patient at Priory Avenue was really pleased with her new doctor
- but the doctor found Reading too expensive and went back North after a few months.

Francis Brown: Since January, the same 5 doctors have been appearing - so that is our increasing stability.

Alok Sharma MP will be convening a meeting about the Circuit Lane Surgery (also run by One Medical
Group).

Caroline Langdon: I submitted to Reading Healthwatch a sad story re a certain lady who might have been
poisoned - dictated by her son - sent to Pat Bunch.

6. AOB

Next meeting will be on Wednesday 26th July at 6pm at 94, London Street.

Action List
Date Who Urgency Action Status/Done

25/1/17 LS + Raise further issues re Choose & Book Pending

28/6/17 SRPV Advisory Group ++ Respond to Dr Thava’s challenge Pending

28/6/17 JP,TL,SK ++ Seek funding for SRPV public outreach Pending
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