Primary Care Trusts - Two years on

By David Dawes

Introduction

The growth in Primary Care Trusts (PCTs) has continued to accelerate since their introduction two years ago:

· 17 PCTs became operational on 1 April 2000 

· 23 PCTs became operational on 1 October 2000 

· 124 PCTs became operational on 1 April 2001 

· After mergers, there is now a total of 237 PCGs and 164 PCTs.

This article will take stock of the current situation regarding nurse leadership and PCTs as we head toward the fourth and perhaps final wave. It will revisit some of the findings in "Nurses on Board", which was the first comprehensive study of the role of Board and Executive nurses in the first two waves of PCTs (Dawes & Dobson, 2001) and will address the impact of PCT mergers, “Shifting the Balance” and the continued evolution of PCTs. It will then look at what the future may hold and the implications for nurses operating at strategic leadership positions within PCTs.
“Nurses on Board” revisited

“Nurses on Board” was the first analysis of first and second wave PCTs which looked at the role of Board nurses and Executive nurses (Dawes & Dobson, 2001). It found that there was no “One Best Model” for providing nurse leadership within a PCT. A large number of PCTs were developing clinical-managerial working arrangements which seemed to be working well, with either a clinician on the board and manager on the executive or vice versa. A number were also accessing nursing advice externally to the PCT, either linked to local community trusts or further afield. What was clear was that if the nurse leadership is provided by clinical nurses, then there was a need for strong managerial and administrative support to help them cope with the workload. If the nurse leadership is provided by nurse managers then there was a need to establish strong links with the local clinical community to help empower clinical nurses. 

Many Clinical Board and Executive nurses were experiencing time pressure to fulfil all the aspects of the post into a part-time role. The time commitment for part-time clinical Board Nurses varied considerably, and a number of nurses commented that they work more than they were “officially supposed to”, usually squeezed in around clinical commitments or at home in evenings and weekends. This was supported by separate research by O'Dowd who also found that PCG board nurses were struggling to fit in their PCG work (O'Dowd, 2001).

Clinical vs Managerial nurses

Although there has been no comprehensive study of the 3rd wave of PCTs, it seems clear from anecdotal evidence, that there has been a shift from Clinical Board nurses to more traditional Directors of Nursing. This appears to be due to three main factors:

· Concern from Acute Trust Directors of Nursing about the appointment of Clinical Board Nurses to PCTs

· The loss of Community Trusts and the wish to retain the experience and expertise of displaced Directors of Nursing

· Fewer PCT Chief Executives being appointed from PCG backgrounds, where much of the impetus for Clinical Board nurses came from.

Although each of these factors is perfectly understandable, it appears regretable that there has been a shift from the innovative development of clinically practicing nurses at board level before any robust evaluation has been carried out. It is also quite likely that the increasing number of PCT mergers will further reduce the number of nurse Board members in clinical practice.

With the apparent demise of the clinical board level nurse, the issue of time pressure on clinical staff has shifted onto PCT Executive members and particularly the Executive chairs. 

Clinician influence

Although much of the initial policy drive for PCGs and PCTs was to give clinicians greater control over NHS organizations, a recent survey of PCT board members showed that fewer than 2% said they believed doctors, nurses and managers were ‘in the driving seat’ (Dixon, 2001). There are fewer clinicians on the board of PCTs and there is some evidence that the role of the PCT Executive seems to be becoming increasingly sidelined.  Shapiro (2001) argues that “local ownership is replaced with central fiat as far as size and configuration are concerned; suddenly the role of the PCT is being externally prescribed rather than allowed to evolve at the rate local circumstances determine. With this new style has come a backlash from “clinicians who feel marginalised and irrelevant” (Shapiro, 2001). Some of this may be because of unrealistic expectations of what these new organisations would be like, and it is easy to forget some of the real achievements that clinical staff have made to PCTs. 

One of the most notable successes for nursing leadership was in clinical governance, where nurses were either sole or joint leads in 36% of PCTs surveyed (Banks-Smith et al, 2001). For practice and community nurses working in PCTs, there is evidence to suggest that nursing issues are being taken forward within primary and community care, and that nurses are making a greater impact on local policies (Banks-Smith et al, 2001b).
Evolution from fundholding and PCGs

One of the factors affecting this apparent culture shift is the movement and replacement of managers from the early days of fundholding through to PCGs and finally PCTs. Where the first generation of PCTs appointed chief executives largely from a middle management background, who had to deal with new organisations that were essentially larger Primary Care Organisations, the new PCTs will have to take over much of the task of the existing HAs as they themselves prepare to bow out. Commissioning, public health, health promotion, and strategic planning can all be expected to appear on the PCTs’ agenda, along with budgets that may top £300 million annually (Shapiro, 2001).

Pollard (2002) argues that “the constant reorganization of the NHS hinders the integration of clinicians into management”. For example, a GP or Health Visitor appointed in 1975 will have experienced 5 major reorganizations of the NHS and with each reorganization leads inexorably to managerial departures – either out of the service entirely or to new positions within it. As a consequence, “detailed service knowledge and previous managerial commitments to clinical priorities leak out of the NHS and long-service clinicians constantly face the same battle: to get the agenda reconfirmed by the new incumbents” (Pollard, 2002). 

There is also a lingering doubt that those involved in establishing the new PCTs do not share the view of an NHS that is primary care led. It is argued that “many people with primary care experience who were chief executives of primary care groups did not get PCT chief executive posts and that one former PCG chief executive told me he had been turned down for a PCT post ‘because he was too primary care oriented’” (Pownall, 2002). Although this managerial reshuffle is becoming an increasingly normal part of NHS reorganizations, it means that relationships between clinical staff (who tend to remain in areas for longer) are constantly rebuilding relationships and trying to re-convince new managers about priorities. 

Triangle of focus 
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Figure 1 – Triangle of focus

PCGs and PCTs share three functions:

· Improve the health of the local population they cover and address health inequalities

· Develop primary and community health services

· Commission Hospital and specialist services (DOH, 1997)

Although PCTs also have responsibility for managing community services, it is the relationship between the three key areas that requires exploration, and how this emphasis has shifted from PCG to PCT. 

As Health Authorities are being merged and re-formed into larger Strategic Health Authorities, there seems to be a much greater PCT focus on commissioning, sometimes at the expense of health improvement and primary care development. Bond (2002) argued that PCGs were better organizations for reforming primary care, but that they do not appear suitable forms for commissioning secondary care, based on the limited extent to which PCGs and PCTs have exerted influence over hospitals through commissioning process. As more senior staff are displaced from Health Authorities to PCTs it is natural that the priorities of PCTs are more likely to reflect Health Authority priorities than PCG priorities.

Inevitably when one function increases in priority, it will be at the expense of another, and as larger PCTs deal with increased numbers of practice populations, with fewer clinicians involved at strategic level, the focus seems to be shifting from health improvement and primary care development to commissioning and hospital services.

Partly this also reflects the perception that the highest risk area for PCTs is achieving financial balance (Tobin, 2002) and partly the feeling that during the current organizational transitions, that PCTs are “holding the ring” in terms of NHS financial stability. One of the other influencing factors is the increasing role of mergers.

Mergers

Instead of average populations of 150–200,000, the PCTs set to come into existence in April 2002 have populations of 200–300,000 people and Shapiro (2001) agrues that the “gospel of locality management looks set to be replaced by the edict of economy of scale … (and) …the real health needs of local populations may become subsumed into the service and financial frameworks that largely concern hospital activity, and are little to do with health improvement (Shapiro, 2001).

The other concern raised is that of a loss of local sensitivity. It is self-evident that the larger the PCT population, the more practices will be within its boundary, the less influence individual practices and practitioners will have. The local relationships in a PCT covering 20 practices will be substantially different to those in a PCT covering 50 practices. A basic problem is that there just aren’t the number of positions for GPs at a senior level because of the new structures. ‘There are people feeling that PCTs are having difficulties achieving proper primary care engagement … (and) …they need to be pro-active if they want to persuade people that a PCT is not just a mini-health authority’  (Pownall, 2002).
In all consolidation processes we lose a great deal of managers with skills and experience. Marples suggests that there is little evidence to support mergers from the private sector, and in a study by the Sunday Times (cited in Marples, 2001), looking at 107 companies involved in mergers during the previous year, 83% had added no value to the company after 12 months. There is also considerable evidence that mergers generate costs in terms of managing the process of organizational change and that any benefits are slow to appear. (Wilkin, 2001)

Many mergers appear to be prompted by anticipated economies of scale, particularly in terms of managerial capacity. A recent review of published research on size of primary care organisations does not provide any evidence that the anticipated economies of scale will be realised in practice (Bojke et al, 2001). This seems supported by Wilkin (2001) who found that the main reasons for mergers were anticipated economies of scale or increased capacity (43%), and to become a PCT (38%), and that one in ten chief officers said their health authorities had insisted on mergers and 37% said they had promoted mergers (Wilkin, 2001). Mergers often fail to deliver the anticipated benefits and require active management of change to avoid damaging effects on staff morale (Bojke, Gravelle & Wilkin, 2001).

“Shifting the balance”

A compounding factors is the effect of “Shifting the Balance”, which gives increasing responsibilities to PCTs whilst replacing Health Authorities with larger Strategic Health Authorities and replacing Regional Offices. In a survey of 304 chief executives, three-quarters felt that the Shifting the Balance reorganizations would delay the delivery of the NHS Plan over the next year, and a quarter felt the delay would be severe. One of the major weaknesses would be the likelihood of the NHS losing good and experienced people at a time when the NHS Plan is being implemented (Walshe & Smith, 2001).

Conclusion

Many factors of the current evolution of PCTs were predictable, and a natural result of increasing mergers, managerial replacements and the demise of health authorities. This has some clinicians feeling disillusioned and disenfranchised as they find themselves in organizations which are not how they imagined they would be. 

The challenges for nurses operating at a strategic and executive level in PCTs are therefore:

· Adjusting to the new larger organizations

· Finding space for health improvement and primary care development 

· Establishing strong clinical networks across larger areas and larger numbers of practices.
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