DRAFT 
Appendix 1

West Hertfordshire PCT.

Commissioning (Purchasing) Intentions Summary 2008/09.

Introduction.

East and North Hertfordshire & West Hertfordshire Primary Care Trusts plan to commission evidence-based, high quality health care which meets appropriate professional standards, to improve the health of the population of Hertfordshire aiming to add life to years not years to life. 

The Commissioning Intentions Summary outlines our priorities for 2008/9 and reflects the themes of the PCT’s Improving HealthCare in Hertfordshire consultation and the continued development of good quality care closer to home for all of the location population.

This document builds on the requirements of both the National and East of England Operating Framework. It provides a summary of the PCTs more detailed Operating Framework which will be completed by the end of March 2008 and will also reflect the vital signs still to be published by the Department of Health and the more detailed local priorities agreed with the local PbC groups.

Financial Plan 2008/09.
Allocation

The PCT’s headline growth in funding for 2008/09 is a 5.46% increase on its recurrent allocation (£37.1m).  This % increase has been applied to all PCTs across the country, with no move being made towards weighted capitation shares until 2009/10.  This is c.1% higher than the 2% real terms growth assumed in the business case for “Delivering quality health care for Hertfordshire” and presented to the Board in November.  

As previously reported, there is additional funding of £27.1m available in 2008/09 because the historic accumulated debt has now been paid off. However, a number of non recurrent allocations such as QOF have either been reduced, or allocated with no inflation uplift, which has the effect of reducing the real rate of growth available.  The primary dental service allocation has not been notified yet so is assumed at the same level as 2007/08, although the expectation is that the increase will be c.11%.  Once notified, budgets will be adjusted accordingly.

After taking account of other adjustments to non recurrent allocations (mainly related to PbR), the net effect is an increase of 8.85% as calculated below in Table 1.


Table 1: 2008-09 Revenue Allocation
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Allocation 2007/08 incl non recurrent 653,130

2006/7 debt repaid in 2007/08 27,146

2008/09 increase  37,123

Non recurrent allocation changes expected:

          Purchaser Parity Adj & MFF (3,874)

          Other (2,576)

Total allocation 2008/09 710,949

Total increase over 2007/08 8.85%

  

The East of England Commissioning Framework proposes the establishment of a strategic reserve to ensure each PCT in the SHA has its growth smoothed over the next three years to ensure a more sustainable approach to new investment.  This is because, as in Hertfordshire, a number of PCTs have received high levels of growth because the recurrent funding used during 2007/08 for debt repayment is now available for spending on services.  The potential drawback of the one-off increase in 2008/09 is that there will be high levels of growth that year and then much more modest uplifts (funded solely by the Comprehensive Spending Review settlement) in 2009/10 and 2010/11. This means that there is likely to be a mismatch between funding availability across the three year period and the need to make steady and sustainable investments across the three years.  The Framework proposes a deposit into the SHA reserve from West Hertfordshire PCT of £15.6m.  

Budget Setting

A first draft of budgets has been calculated based largely on the assumptions built into the business case for “Delivering quality health care for Hertfordshire”.  Further changes have been made to take account of:

· Actual allocation notified

· Projected 2007/08 expenditure based on Month 8 figures

· Additions for non recurrent underspends or savings in 2007/08

· Reductions for non recurrent expenditure in 2007/08

· Additions/reductions to take account of the full year effect of investments or savings in 2007/08

· National tariff uplift of 2.3% (5.3% less 3% efficiency)

· Inflation assumptions of 

· Prescribing
2.5% (+5% growth)

· GMS 

1.5% (+1% list growth)

· Pay

2%

· Non pay
2.7%

· Updated information about cost pressures and investments in 2008/09 (additional c.£2.7m more than Business Case).

A contingency reserve of 1% (£7.1m) has been set aside.  

Work is ongoing to finalise budgets and needs to be linked to PbC group plans for investment (see 3) below).  Final budget proposals will be presented for approval to the Board meeting in March.

The East of England requires a first draft of the PCT’s financial plan to be submitted on 24th January.  It is intended that this will be based on the first draft of budgets, which is set out in this paper.  Assuming the SHA proposed deposit of £15.6m, the position is as set out in Table 2 below. The balance of funds uncommitted currently stands at £5.284m.

Table 2: Draft Financial Plan 2008/09 assuming deposit of £15.6m
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Total Allocation 2008/09 710,949

Draft Expenditure Plans

Forecast Outturn 2007/08 653,130

Remove non recurrent (1,100)

Inflation 14,613

Full year effect 07/08 costs & savings 1,230

Investments

     Acute services (1,687)

     Mental Health/LD 2,978

     Other non acute  (1,644)

     Prescribing 3,458

     Primary Care 7,385

     Provider Services 2,906

     Corporate services/Capital Charges 608

     Choosing Health 1,079

Contingency reserve 1% 7,108

Total committed funds 690,066

Uncommitted before deposits 20,884

Proposed deposit (15,600)

Balance uncommitted 5,284


PBC Budgets

Assuming no deposit with SHA

A “Fair Shares Plan for Practice Based Commissioners’ Budgets” paper was approved by the Board in September 2007.  This proposed moving PBC groups’ budgets to weighted capitation shares by allocating a minimum level of growth of 4.5% to all PBC groups, with an addition of the lesser of :

· the growth required to bring them to their fair shares level of funding, 

· or additional growth of 4.5%. 

In addition, any growth funding left would be shared by those PBC groups still receiving less than their fair share, pro-rata to their distance from fair shares.

The funding available for distribution to PBC groups in 2008/09, if the PCT was not required to deposit funds with the SHA, is shown below in Table 3.  

Table 3: Funding available assuming no deposit with SHA
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£'000 % £'000

Total funding 653,130 8.85% 710,949

Contingency reserve (5,528) (7,108)

Not at PBC Level (2,331) (2,399)

Top slice

Total for PBC 645,270 8.71% 701,442


The funding has been allocated to PBC groups using the following assumptions.

1 2007/08 PBC budgets have been updated to Month 8 figures.

2 Provider services budgets have been apportioned on the basis of recent work undertaken to identify actual budget by PBC group (rather than capitation).

3 The 2008/09 budgets for items excluded from the scope have been calculated using the draft budgets as described in 2) above.  More detail is given in Appendix 1 attached.

4 The 2008/09 budgets for Items included in the scope have been calculated by applying a minimum uplift of 4.5% to all PBC groups’ budgets.

5 The balance has been allocated to bring PBC groups to their capitation share.

The results are shown in Table 4 below.

Table 4: Calculation of Proposed PBC Budgets if no deposit with SHA
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07/08 08/09 %inc 07/08 08/09 %inc 2008/09 Share

£'000 £'000 £'000 £'000 £'000 £'000 £'000 %

WatCom 64,288 67,403 4.85% 149,074 164,360 10.25% 231,763 231,763 0 0

DatCom 52,915 55,337 4.58% 120,771 134,787 11.61% 190,124 190,124 0 0

St A & H 45,945 48,112 4.72% 102,940 112,232 9.03% 160,344 160,344 0 0

Hertsmere 33,378 34,912 4.59% 77,739 84,300 8.44% 119,212 119,212 0 0

Total 196,526 205,764 4.70% 450,524 495,679 10.02% 701,442 701,442 0 0

Excluded from scope Included in scope Difference


The average increase on items excluded from the scope is 4.7% compared with a range of 8.44% to 11.61% on items included within the scope.

Assuming deposit with SHA

As described above, the SHA has proposed a deposit from West Herts PCT of £15.6m to ensure steady and sustained investment, and therefore an alternative scenario has been modelled.  If the maximum uplift on Items included in the scope is limited to 6.55%, this would release the required sum of £15.6m.  However, for the purposes of initial budgets it has been assumed that a lower figure of £13.7m can be negotiated with the SHA, which would be achieved by capping growth on Items included in the scope to 7%.  PBC groups will need to consider whether the uplift is sufficient or, possibly, too much funding to meet their requirements in 2008/09.

The advantages of depositing this sum with the SHA are that:

1 The growth funding is smoothed out over three years ensuring a more sustainable approach to new investment. This also makes it possible to fund one off commitments in future years, eg premises development.

2 The business case for “Delivering quality health care for Hertfordshire” identified a steadily increasing level of commitment each year over the period to 2013/14.  This means that if the full allocation is spent recurrently in 2008/09 an overspend will occur in all future years to meet that commitment and therefore savings in future years will need to be identified.  It would therefore be prudent to plan to underspend in 2008/09 by at least the amount of the reduction over the period to 2013/14, i.e. £6.1m.

3 Under the present capitation formula West Herts PCT is funded 3% higher than its weighted capitation fair share.  Assuming any new formula does not materially change this position, future growth will be less than the national average as all PCTs are moved towards their fair share of funding.  It would therefore be prudent to plan an underspend in 2008/09 to fund future reductions in growth.

4 It is possible that unplanned underspends in 2008/09 will not be available to be carried forward into 2009/10, whereas the deposits with the SHA will be returnable.

It is therefore proposed that draft PBC budgets be set on the assumption of a deposit with the SHA of £13.7m.  PBC groups will need to review their investment plans to assess whether the funding is more or less than required before a meeting with the SHA planned for mid February when the amount of the  deposit will be finalised.  In the meantime, the assumptions shown in Table 5 below will be used to submit the first draft of the financial plan due with the SHA on 24th January 2007.

Table 5: Calculation of Proposed PBC Budgets £13.7m deposit with SHA
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07/08 08/09 %inc 07/08 08/09 %inc 2008/09

£'000 £'000 £'000 £'000 £'000

WatCom 64,288 67,384 4.82% 149,074 159,509 7.00% 226,893

DatCom 52,915 55,322 4.55% 120,771 129,225 7.00% 184,546

St A & H 45,945 48,099 4.69% 102,940 110,146 7.00% 158,245

Hertsmere 33,378 34,902 4.56% 77,739 83,181 7.00% 118,083

Total 196,526 205,706 4.67% 450,524 482,061 7.00% 687,767

Excluded from scope Included in scope


Summary

It is proposed that draft PBC budgets be set on the basis of a £13.7m deposit with the SHA, as laid out in Table 4 above.

This would have the following advantages:

· Moves PBC groups significantly towards capitation shares

· Protects underspend for future years which would be returned to the PBC groups from whom it was taken

· Smoothes funding over three years and reserves sums for future years to fund:

· Lower growth in future years as PCT moved towards capitation

· Increased spend identified in ASR Business Case to 2013/14

· One off commitments in future years, eg premises development

· Provides an uplift on budgets within the scope of PBC of 7% compared with national growth of 5.46%

Next Steps

· PBC groups to review items in and out of scope to assess whether any changes should be made.

· PBC groups to prepare and submit commissioning plans for items in scope of PBC budgets which deliver national and local priorities.  This will be with the support of the PCT especially on activity modelling, prescribing and mental health services.

· PBC groups to assess, based on their commissioning plans, whether the proposed funding levels are in line with their plans.

· Budgets for items outside the scope to be finalised.

· Agreement reached with SHA re the level of deposit.

· Budgets submitted to March Board for approval.

Commissioning Intentions Service Areas.

1. Acute Care.

The table below covers our key expectations for acute providers. In principle all changes to the commissioning of acute services will be driven by the outcome of the Quality Health Care in Hertfordshire review and the PBC groups plans of change. The key principles will include the development of a more local approach to urgent care, the continuation of the shift of out patient services from secondary to primary care, consolidation of agreements with the Independent sector and the development of direct access diagnostic services. 

The second strand of work linked to acute commissioning is the continuing development of the East of England Specialised Commissioning Team. This year will see the shift of significant levels of tertiary activity with London providers to the new team and the consolidation of existing consortia agreements. The PCTs therefore intend to make no significant changes to tertiary commissioning flows this year except where dictated by the specialised services group or cancer networks.

The PCTs will continue to work with the clinical networks to improve and enhance the services offered to the local populations

With regard to the process for agreeing Contracts with Acute Trusts, the following will be important requirements:

· PBC groups will play a key role throughout the process

· The new NHS Contract, and supporting schedules, will apply to all Trusts except Foundation Trusts who have on-going Contracts in place

· The Department of Health’s Operating Framework 2008/2009 and East of England (EOE) SHA’s Commissioning Framework 2008/2009 will provide the overall direction for service development and delivery

· The PCTs’ Operational  Plans will provide additional detail, including productivity plans and actions on meeting the East of England’s pledges  

· Initial activity and finance proposals will be based on 2007/2008 data adjusted in respect of 18 weeks activity, implementation of the Quality Health Care in Hertfordshire review, PBC plans and other items as appropriate.    

· Clear performance targets, encompassing National, East of England and local targets will be agreed, including achievement of the 18 weeks target and improvement in the efficiency of service delivery e.g. day case procedure rates and reducing new to follow up out patient ratios, consultant to consultant referrals, length of stay, excess and zero bed days, emergency bed days, delayed discharges and readmission rates 

· Clear requirements in respect of clinical quality, including Key Performance Indicators 

· Clear arrangements in respect of Low Priority Treatments, Exceptional Treatments, High Cost/Excluded Drugs and Devices and demand management

· Possible disaggregation of Block contract elements and development of local prices

· De-hosting of A&E services

· Improvement in handover times between the Ambulance Service and A&E Departments  

· Development and implementation of new pathways/models of care

· Development of a Healthy Eating Policy

East and North Herts PCT and West Hertfordshire PCT will act as the Co-ordinating Commissioner for East and North Hertfordshire NHS Trust The Mount Vernon Cancer Centre and West Hertfordshire Hospitals NHS Trust on behalf of all appropriate East of England PCTs respectively.  Likewise, the two PCTs will be Associates in respect of other East of England Acute Trusts with the local PCTs taking on the Co-ordinating PCT role.  Consortium Agreements will be put in place. Negotiations are on going across the East of England to confirm if the Hertfordshire PCTs will need to act as a co-ordinating PCT for any of the major London providers, otherwise associate arrangements will be put in place..

2. Practice Based Commissioning 

The NHS Operating Framework is clear in stating that PBC is central to world class commissioning and is here to stay. The PCTs are clear in wanting the drive for service improvement and change to be clinically led and is committed to ensuring that PBC can be enabled to be the main vehicle to through which these changes can be achieved. This will enable both national and local priorities to be addressed. 

Each of the PBC consortia groups in Hertfordshire will produce a Commissioning Plan that sets the context within which it is working, and highlights its key priorities for development for 08/09. Reflecting on PBC achievements and constraints during 07/08, the PCT will implement some changes to ensure that the good progress of PBC to date can be accelerated as the agenda increases. 

Key priorities for the PBC process next year include:

· The infrastructure to support to the development of commissioning proposals will be enhanced by further alignment of management resources within the PCT to PBC groups.

· A revised incentive PBC framework for 08/09 that will incorporate the required commissioning competencies to achieve greater effective clinical engagement.

· A process to identify any barriers that preclude effective PBC and propose local solutions.

· An increasingly effective governance structure, overseen by the PEC , with a PBC Governance Committee that will ensure that the  business case approval process is fair and swift and appropriate to the commissioning plan proposed. This will include levels of delegation such that PBC groups can sign off some commissioning business cases plans and agreeing a process for nominated director approval, all with local and transparent rules 

· Reporting and disseminating regular and timely information and budgeting data.

· Establishing a ring fenced innovation fund to promote entrepreneurial and creative styles of working with PBC.

The 4 PBC Groups and one single practice PBC team within West Herts PCT will continue to work towards their individual goal as identified within their individual commissioning plans and in addition where appropriate will work together collectively. 

The Leads of each of the groups will continue to meet routinely and have agreed that, for example, implementing the service shifts agreed through Delivering Quality Care for Hertfordshire will require effective partnership working between PBC, PCT and Local Hospital Trust colleagues which all parties are signed up to. Consequently during 07/08 the PBC groups set up a ‘clinical conclave’ in partnership with West Herts Trust through which cross organisational clinical leadership will enable any blocks to service change and improvement to be tackled. This will continue and be further enhanced during 08/09. Progress on pathways of care across West Herts for Cardiology, Diabetes, Respiratory, urgent and intermediate care are being developed through this process.

All of the groups are wishing to consider enhancements to the provision of Community Nursing Services

Individual PBC groups have their own specific priorities, further details of which will be contained within their individual commissioning plans. In Stahcom, Watcom and Hertsmere – a key vehicle for change is and will continue to be the development and implementation of local CATS (Clinical Assessment and Treatment Services). 

Examples are as follows:

Stahcom – The PBC Groups already has CATS schemes in place for a number of specialty areas, which it will review and will develop new schemes as appropriate. The current scope of existing and priorities for new CATs includes:

Musculoskeletal
Ophthalmology
Gynaecology

ENT


Dermatology

Urology

Gastroenterology

In addition in Mental Health, the Primary Mental Health Service is working closely with the local CMHT and aims to increase link worker and GMHW staffing levels from within existing CMHT budget when this is possible and certainly within 2 years. Resources, mainly in the form of staff, will be released over time to enhance the primary care service as part of a managed process of change with Hertfordshire Partnership Foundation Trust led by the Joint Commissioning Team.

Hertsmere/Red House

The PBC Groups already has CATS schemes in place for a number of specialty areas, which it will review and will develop new schemes as appropriate. The current scope of existing and priorities for new CATs includes:

Musculoskeletal
Ophthalmology
Gynaecology

Dermatology

Urology

Gastroenterology

Respiratory

Geriatrics

In addition priorities for development include;

Single point of access for Hertsmere Commissioning in relation to urgent care as a pilot for a national scheme to improve use of information.
Women’s health clinic to carry out more gynaecology and sexual health care in the general practice (Red House Group)

Providing more in house therapy and nursing care (Red House Group)

Watcom

The PBC Groups already has CATS schemes in place for a number of specialty areas, which it will review and will develop new schemes as appropriate. The current scope of existing and priorities for new CATs includes:

Musculoskeletal
Ophthalmology

Gynaecology

Dermatology

In addition, the Primary Mental Health service started 1st October 2007 using a phased approach with 4 practices at the moment and to soon roll out to another 4 practices.  It uses graduate and link workers to triage referrals and an integrated counselling service is anticipated to start, as part of this service, from 1st April using the Any Willing Provider model.

DACCOM

Although not using the CATS process, Dacorum locality will be playing a lead role in the redesign of services associated with the new DGH at Hemel Hempstead. A key priority for 08/09 will be the finalisation of the tendering process for the Pilot Urgent Care Centre at Hemel. In addition, the PBC Group will play a lead role in the Local general Hospital redesign work streams focussing on pathways of care that can provide more services in the community. They are currently leading on the COPD Pathway redesign which will go live during 08/09.

3. Primary Care Commissioning.
Primary care services, those services provided by independent GPs, Dentists, Pharmacists and Opticians are generally of a high quality in Hertfordshire. The main thrust of our Primary Care Commissioning in 2008/2009 will be to work with Independent practitioners, in particular GPs, to improve the access to and responsiveness of services.  In terms of access the PCT will:

· Improve routine access to GP services in the evening and weekends.  We will ensure that at least 50% of GP practices in our area offer extended opening, with additional hours being based on patients expressed views and preferences.

· Commissioning two new GP led health centres.  One each in West and East and North Hertfordshire to provide more convenient access to primary care services.

· Continue to work with GP practices to improve patient satisfaction with services, as measured through the results of the GP patient survey.  This includes indicators such as access to a GP within 48 hours and the ability to book advance appointments.

These priorities will be incorporated into a PCT primary care development plan that will be developed in year, setting out:

· A quantative and qualitative assessment of the strengths and weaknesses of primary care locally (where we are now).

· A clear vision of what the PCTs “ideal” pattern of care looks like (where we want to be)

· A Plan for moving from the current position to the ideal (how we will get there).

In addition the PCTs will develop a more formalised contract management regime for all GP practices and establish a clear “scorecard” to assess practice performance and make results available to the public. In terms of GP “Out of Hours” services the PCT will complete its procurement exercise started in 07/08 and let new contracts for OOH services to be operational by 1st September 2008. The PCT will undertake all of this in close collaboration with the PBC groups and local representative bodies such as the LMC.

In its primary care commissioning, the PCT. will not focus its attention solely on GP services, but also on the services provided by independent dentists, pharmacists and optometrists. 

In terms of dental services, the P.C.T will develop a robust commissioning strategy based on assessments of local needs, with the objective of assessing improved access to NHS dentistry.  

In particular we will:

· Agree clear local standards for accessing NHS dentistry

· Develop methodology to identify areas that fall behind agreed standards 

· Begin to expand provision where necessary to ensure all areas meet agreed standards

· Ensure individual patients have accurate information on the nearest NHS dentist(s) that will offer them an appointment.

· In terms of opticians, the P.C.T. will work within the national timeframe and contractual arrangements to deliver a new optometry contract with all local optometrists.

· In terms of pharmacists the P.C.T. will look to develop local partnerships which enable the opportunities of the pharmacy contract to be used to best local advantage.

4. Joint Commissioning Issues.

Areas covered within the formal joint commissioning partnership areas are summarised in the table below and include areas where developments may be commenced but not necessarily completed during the coming year. In these areas the PCT commissions integrated services so key commissioning intentions for the partnership also incorporate aspects of social care. Across all areas of the joint commissioning partnership, further integration with practice based commissioning structures will be a key intention during 0809.

Voluntary sector contracts and agreements held by the PCTs and those held jointly with Adult Care Services have been reviewed during 2007/8 and monitoring meetings held. Actions for 2008/9 include: preparing new contracts where previous agreements have expired, working towards agreeing three year or longer contracts as appropriate to give organisations more reasonable investment periods, developing a new contract format suited to the third sector, and working with other statutory commissioning partners to develop the third sector market.  It is also proposed that the PCTs invest additional resources in third sector services already commissioned to address inequalities of access across the County and any new investment is focused on developing services to support delivery of national targets and local targets eg Local Area Agreement. All contracts with the voluntary sector will adhere to the principles of Compact agreements.

The joint commissioning of Child and Adolescent Mental Health services will transfer to the Hertfordshire Children’s Trust under a section 10 (Children Act) agreement during 2008/09. This arrangement will build on the existing joint work with CAMHS commissioning and also explore further the ability to pool funding made available to the Local Authority. 

5. Women’s & Children’s Services.

Maternity services:

The Hertfordshire PCTS wish to commission maternity services that meet NICE guidance and national targets.  In particular, services which provide down’s syndrome screening in line with national requirements.  Where services are not providing such screening or do not have in place an action plan to develop screening by March 09 (agreed with the PCTs), we will reduce the tariff payment to reflect this (in order to commission this element of the service from other providers).  (all maternity providers)

In 2008/09 the PCT would wish to work with partners to develop plans to ensure the providers of maternity services were developing services in response to Maternity Matters. The PCT will also be undertaking joint work to develop the model of service for maternity on the Hemel Hempstead site. This will include looking at how best to provide a model of low risk midwifery services. 
Children’s services

The Hertfordshire PCTs wish to commission services for children that provide good quality care for looked after children (including routine medical examination).  The Hertfordshire PCTs wish to commission the PCT provider services directorate to undertake the national child health measurement programme, in order to achieve the national target of minimum 86% of children assessed in YR and Y6 by the end of the academic year in July 2008.  

The PCT would wish to work with the Health Visiting service to implement the recommendations of the recent national review of Health Visiting services. 

The PCT would wish to commission services from the PCT provider service to meet the statutory requirements for Child Death Review. This will include designated medical and nursing time to enable a ‘rapid response’ team to be created jointly with CSF and the Police. 

The PCT would wish to develop with the PCT provider services a range of services for disabled children in line with ‘Aiming High for Disabled Children.’ This will include respite services, equipment services, psychology services for children with a learning disability and/or difficulty and joint work with other providers to look at palliative care services for children. The PCT would also wish to see services developed to meet the needs of children with emotional health and well-being needs and challenging behaviour. 

The PCT would wish to commission services for children that enable the PCT to continue to develop integrated services as set out in Every Child Matters. This will include ensuing the services are able to complete the Common Assessment Framework (CAF) for children and also identify Lead Professionals for children requiring additional support. This will also include further work to look at the role of health services within children’s centres and extended schools. 

The PCT would wish to work with the Speech and Language Therapy service to develop a service that reflects the outcomes of the national review of SALT. This work would be undertaken jointly with CSF as part of a plan to align budgets for SALT to ensure better value for money and a more seamless approach to SALT service delivery. 

The PCT has begun a piece of work looking at a model for community paediatric services across the county and would wish to continue this in 2008/09. This work will create new models of care for children with a range of needs and will require new approaches to service delivery across health organisations and other sectors. The models of service will also address current referrals to third sector organisations for therapy through the exceptional treatment process to enable the development of services more local to the child.  This may lead to changes within 2008/09 to services. 
The PCT has agreed to undertake joint work with Children, Schools and Families (CSF) to look at the provision of Occupational Therapy services to children, therapy provision to children in Special schools, health provision to children placed out of county and support to children being placed in specialist care provision in county. 

6. Provider & Community Services.

For Intermediate care, a commissioning framework was developed during 2007/8 reflecting the requirements for shifts of care from acute hospitals to the community for the next three years, based on the assumptions from ‘Delivering Quality Healthcare for Hertfordshire’. Locality commissioning plans will be developed for 08/09 working with Practice Based Commissioning Groups through their Intermediate Care leads. It is also intended that during 08/09 the health commissioning framework for Intermediate Care will be expanded to include commissioning intentions for Adult Care Services.

7. Public Health Targets.

Cancer Screening

The Hertfordshire PCTs wish to commission a service for the assessment, ongoing monitoring or onward referral of women with a family history of breast cancer that places the woman at moderate risk (as set out in recent NICE guidance).  We wish to commission the service from the Beds & Herts Breast Screening Service on behalf of the whole population of Hertfordshire (registered basis).  

The Hertfordshire PCTs expect providers of breast and cervical cancer screening services to meet relevant national quality markers and targets relating to round length, timeliness of tests, further tests and results (in line with relevant NHS Cancer Screening Programme guidance documents and the national operating framework).  (L&D, BCF (NOLBSS), E&N Herts trusts, West Herts Trust)

Sexual Health

Hertfordshire PCTs wish to commission integrated sexual health services that meet the needs of local populations, provide good access to services for GUM, contraceptive services (from condoms to LARC), Chlamydia screening (west Herts Trust and PCT provider services).  PHSE and SRE though integrated partnership working with education local authority, the 3rd sector and health, using the healthy school platform teenage pregnancy and voluntary services. The PCTs wish to continue to work jointly with the police to deliver the Sexual Assault Reception Centre (SARC), which will require additional investment.

Although national guidance is still awaited, it is expected that Hertfordshire PCTs will wish to commission a cervical cancer vaccination programme from the school health service, commencing autumn 2008.  

Endocrinology

Hertfordshire PCTs wish to commission arrangements for access to insulin pumps for diabetic patients, in line with NICE guidance at the main local providers. 

Diabetic retinopathy screening

Commissioning a diabetic retinopathy screening for each PCT that meets national quality standards.  (E&N Herts Trust and PCT provider services)
Newborn Hearing Screening

The PCT would wish to commission newborn hearing services that meet the Quality standards set out by the National Hearing Screening Programme (NHSP). This will include ensuring the levels of screening meet national requirements and a seamless service across the county. 
	No.
	Area
	Proposed Action
	Expected Outcomes
	Providers Affected

	1. IMPROVING QUALITY AND EFFICIENCY 

	1.1
	Performance 
	All providers to operate at least at national upper quartile performance (measured against an agreed peer group using 2007/8 as a baseline), for the following measures:

· new to follow up ratios

· consultant to consultant referrals

· length of stay, excess and zero bed days

· day case procedures

· readmission rates 

· admissions for ambulatory care sensitive conditions
	 Efficient and effective service delivery 
	All providers including the Independent Sector and Out of Hospital developed care.

	1.2
	Coding 
	· CDS data flows (admitted patient, outpatient and A&E) including small incentives for the submission of data by the 15th working day following the month to which the activity relates, larger incentives for Trusts who submit within 10 working days. These flows will also have to achieve data quality standards around NHS Number (for PBC validation) and records grouped to a valid HRG – i.e. 95% for first submission.

· Continue submitting waiting lists and times data by specialty every month (e.g. KH06, KH07 and QM08 returns). These returns have now been discontinued nationally and our only requirement is to submit the total numbers not split by specialty but these are useful planning tools for activity modelling and monitoring 18 weeks performance and sustainability.
	Appropriate coding of activity 
	All acute providers

	1.3
	Low Priority treatments 
	Only pre-approved priority treatments will be reimbursed
	 Efficient and effective service delivery 
	All acute providers 

	1.4
	Patient Safety / Quality 
	The PCTs will increase the number and specificity of quality standards in the following areas: 

· Infection control

· Patient experience and outcomes
Providers should: 

· meet national standards and national and requirements (The National Quality Standards)

· have robust systems and processes in place for minimising harm and improving patient safety
	Full year compliance with 
· Healthcare Commission Standards for Better Health
· Royal College standards for practice
· Safe Medication Work Programme (NPSA)


	All providers including the Independent Sector and out of hospital developed care.

	1.5
	Patient Experience 
	Implement the patient tracker tool by March 2009 – needs text added
	Robust, consistent measure of patient experience / satisfaction
	All providers 

	1.6
	Data
	To provide an agreed data set on discharge of the patient.

Provide a full data set to support all PbR exclusion charges such as devices and drugs. 
Provide other data as defined by the commissioner within the contract schedule.  
	High quality, timely, accurate data.
	All providers 

	1.7
	Incentives/ Penalties
	The PCT will build on and improve the incentives and penalties within the contract including:
· data supply and quality

· activity levels and operating above targets

· quality standards

· coding and counting. The PCT will not reimburse coding practice which is intent on maximising provider income. 
	Reward for improved quality and process management
	All providers

	1.8
	Effective Discharge Planning 
	Improve discharge management and processes to achieve upper quartile LOS. 

The PCT will require providers to give each patient a discharge date on admission. 

The PCT will require providers to supply detailed, accurate, legible discharge summaries to the PCT and GPs on the day of discharge. Summaries must include the ICD10 code for the patient. 
	Reducing LOS/excess bed days
Effective discharge planning /process

Providing quality information
	All inpatient providers 

	2. ELECTIVE / ACUTE CARE 

	2.1
	Scheduled Care 
	Achieve reduction in waiting times to deliver the national target of no patient waiting longer than 18 weeks from referral to treatment by December 2008. To deliver agreed Stages of Treatment target of 4/4/10.

The PCT will only commission activity necessary to meet the 18 week RTT maximum wait for treatment. Unapproved treatment ahead of maximum wait times will not be funded without prior agreement with the PCT. 

Reduce levels of inappropriate referrals, admissions and treatments.
	Reduction in overall capacity and improved productivity 

Delivery of national new to follow up ratios

Unbundling of elective tariffs to segregate diagnostic elements 

Streamlined effective pathways of care and treatment
	All acute providers 

Tier 2 services 

Community providers

	2.2
	Choose and Book 
	DBS Sites to deliver upper quartile performance on slot availability (0.06 availability issues per 1000 slots). 

% Improvement on CAB utilisation performance. 
	Meet national targets for Choose and Book 
	All providers 

	2.3
	Pathway Redesign
	The PCT will commission revised pathways of care following multidisciplinary review to maximise the potential to deliver care closer to home and high quality, cost efficient, equitable care on a range of procedures including: 

Initially the focus will be on 

· Diabetes care
· Orthopaedic Services (specifically spinal surgery)
· Oral Surgery
	Delivery of 18 weeks targets 

Approved thresholds for referral and treatment

Increased referrals managed in intermediate service/ through other community based treatments 


	Acute providers 

Community Providers 

IS providers 

	
	
	Develop and implement redesigned pathways to increase patient management in primary and intermediate care for a range of conditions/ specialities.
	Reduced first and follow up outpatient department attendances 

Co-ordinated management of patients in primary care

Care closer to home appropriate treatment in the right place at the right time 
	

	2.4
	Specialised Services
	The PCT will work with the EoE Specialised Services Commissioning team to ensure London SLAs are split into 2 agreements.

· Implement the revised care pathway for biartric surgery 

· Take part in the review of renal services and contribute to the development of the new renal strategy.


	Separation of specialised and non-specialised services.

Development of a programme of designation for specialised services.

Development of robust commissioning intentions for specialised services at designated Trusts.
	Acute providers

	2.5
	Day Cases 
	Increasing day surgery rates to achieve upper quartile length of stay
	Increased percentage of day surgery rates 

	Providers of day surgery  

	3. URGENT / NON ELECTIVE CARE  

	3.1
	Short stay emergencies
	Reduce short stay emergency admissions to at least national upper quartile benchmark 
	Reduction in emergency bed days 
	All acute providers 

	3.2
	Emergency bed days 
	Reduce emergency bed days by at least one percent overall
	
	All acute providers 

	3.3
	Delayed Transfers 
	Reduce the number of delayed transfers of care to twenty-five percent of the 2007/8 baseline. 
	Reduction in delayed transfers
	All providers 

	3.4
	A&E/MAU 
	Effective management of medical emergencies through

· “front door triage” by senior clinicians

· Review the use of MAUs and their relationships to Emergency Departments 

· The development of effective patient management systems by providers that reduce re-attendance and readmission

· Implementation of the outcome of the emergency services utilisation management review carried out at both local providers during the last quarter of 29007/08.
	Effective management of medical emergencies 
	All acute providers

	3.5
	Emergency admissions 
	Reduce number of hospital admissions in accordance with agreed pathways 
· by Ambulance 
· from Nursing homes
	Reduction in conveyance rates

Reduction in emergency admissions from Nursing homes
	Nursing Homes, Community providers, Ambulance service 

	3.6
	Community Beds 
	Improve bed utilisation both in and out of hours 

Model community bed numbers on requirements for 2008/09 in the Intermediate Care Commissioning Framework
	Effective use of beds

Sufficient capacity to allow shifts from acute care and growing older population
	Community hospitals 

Provider Arm

	3.7
	Community Nursing 
	Increase effectiveness of community matron to support patients with multiple health needs 

Community Matron service to be delivered in line with the Community Matron Service specification and staff numbers

Preventative work with Older People based on the Older People’s Health Promotion strategy and the Mental Health Services for Older People strategy
	Co-ordinated effective care for patients with complex needs

Sufficient capacity across the County to support VHIUs and PBC populations

Support independent living for Older People to prevent need for more intensive health and social care services
	Community providers

Provider Arm 

Provider Arm, PBCs, Voluntary Sector 

	3.8
	Single Point of Access
	Effective management of emergencies through a pilot with Hertsmere PbC group for a Single Point of Access (SPA)

· The development of a single point of access for urgent and emergency care via the development of an unscheduled call assessment centre 
	Timely equitable access to community alternatives 

Reduction in unnecessary admissions
	All providers 

	3.9 
	Urgent Care Centres
	The PCT will pilot a new approach to urgent care focusing on the Hemel Hempstead site with a view to rolling out the model to 7 other sites across the 2 PCTs. The Urgent Care Centre for the Hemel Hempstead site is being procured now for inception October 2008.
	Reduction in unnecessary emergency attendances/ admissions to acute hospital

Re-direction to primary and intermediate care teams as clinically appropriate.
	Local Emergency Care Providers

	3.9
	Out Of Hours 
	Development of best value, integrated and coordinated out of hour’s services with the effect of reducing attendances at, or admissions via emergency departments, in line with agreed pathways as a result of tendering exercise to be completed during 2008. Inception of the new contract September 2008.
	Reduction in unnecessary emergency attendances/ admissions to acute hospital
	Out of hours providers

	4. Disease Specific Priorities

	4.1
	Cancer 
	· Meet national targets and fully implement IOGs
· Improve access to radiotherapy via provider efficiency gains.
· Meet all national cancer and palliative care targets to fully implement all IOGs by agreed milestones

· Implement fully a review of the video conferencing facilities to support the further development of MDTs and SSMDTs

· Improve access to radiotherapy by provider efficiency gains 

· All stakeholders to agree the key recommendations for the implementation of the cancer reform strategy (this to be discussed at the Mount Vernon Cancer Network Board in February)

· Attached is the Cancer Reform Strategy key recommendations

· Palliative care intentions to include:

1. ensuring access to in-patient facilities within the Hospices seven days a week; 

2. ensuring that access to hospital services is available for those patients who require the Acute interventions; 

3. ensuring access to home-based community services including community hospitals’ own care homes and that specialist Palliative Care support is available; 

4. ensure that 24 hour seven day a week specialist advice is available through telephone help lines; 

5. ensure that specialist assessment can be undertaken 7 days a week between 9 – 5; in all care settings

6. review the availability of bereavement services across the locality.  

7. provision of palliative care intensive home support service to patients with complex needs 24 hrs a day 7 days per week

8. ensure that SPC MDT meetings are in place with the required membership and required support. 

· 
	Improved access to radiology

Reduce variation in outcomes across Hertfordshire 
	Cancer service providers

	4.2
	Heart Disease 
	· Ensure registers and appropriate intervention are in place for  primary and secondary prevention of heart disease, 

· Ensure Cardiac rehabilitation services are in place for patients who need it

· Ensure disease registers and improved patient pathway for heart failure are in place

.
	Improved provision of preventative services.

More equitable and effective access to rehabilitation and re perfusion services. 

 
	PCTs with the cardiac network



	
	
	Thrombolysis: Ensure there is a 10% improvement in the 60 minute call to need le time by improving the provision of pre hospital thrombolysis, and where possible increase the coverage of the PPCI (primary angioplasty) ser vice as the preferred  alternative
	Improvement in call to needle time targets 
	Ambulance service 
Acute Providers

	4.3
	Diabetes 
	Manage diabetic patients in primary care in line with agreed pathways 


	Reduction of new referrals and follow up appointments to secondary care

Increased uptake of the LES 
Penalties for inappropriate referrals
	Acute providers 

Primary care providers  

	4.4
	COPD 
	Further develop the role of the Community Matron. Increased use of individualised care planning  
	Improved effectiveness of community matron function.
	Community service providers

	4.5
	Stroke / Neurological Conditions 

	Develop a new pathway for stroke that includes: 

· Primary and secondary prevention

· Rapid access and TIA clinics within seven days 

· Clinical assessment, CT scan and Thrombolysis for patients with a blood clot within three hours

· Therapy assessments within agreed timescales

· Specialist rehabilitation

· Early supported discharge

· Long term follow up
	Meet national clinical guidelines for stroke 
	Stroke service providers

	
	
	Develop services for neurological conditions that meet national service framework guidelines  with a focus in year one on Multiple Sclerosis (MS) 
	Equitable MS service across Hertfordshire PCT 
	Community service providers

	4.6
	Falls 
	Review the Falls Service and commission clinically proven interventions.
	Reduce A&E attendances/admissions 
	Acute providers

Primary care providers

	4.7
	End of Life
	The PCT will develop end of life pathways for adults and children  that support the following principles and meet national guidance:

· Choice of place of death

· Access to physical, psychological, social and spiritual care 

· Seamless, co-ordinated, multi-disciplinary care

· Carer support

· Education, training and support for health and social care staff

· High quality, patient centred, value for money services

· Effective communication and information supported by the Gold Standards Framework and the Liverpool Care of the Dying Pathway
· Note we are still waiting for the national response on children’s palliative care after the recent review.
	Effective Care Pathway that meets national requirements.
	Palliative care service providers 
For children this also includes community children’s teams and continuing care services

	5. PRIMARY AND COMMUNITY CARE 

	5.1
	Access to Primary Care 
	Improve access to primary care services building on patient experience and reflecting health needs.
	Access meets patient need

Increased range of services provided in community pharmacies

Convenient first point of access for unplanned primary care  
	Primary care medical services providers
Community Pharmacy

	5.2
	Access to primary dental care 
	Expand service to work towards equitable access to NHS Dental services based on oral health need
	XX% of Hertfordshire residents can obtain NHS dental treatment in the next 3 years.
Access to orthodontic care for children requiring treatment.
	General dental service providers
NHS Trusts

	5.3
	Prison services 
	· .
	Comprehensive and sustainable health provision for detained population
	Prison health services 



	6. MATERNITY AND CHILDREN’S SERVICES 

	6.1
	Maternity 
	Implement the action plan arising from the Maternity Matters review and the outcomes of the Healthcare Commission review of Maternity services.
	High quality, value for money, effective maternity services 
	All maternity services providers 

	6.2
	Children and Young People 
	· Implement the JAR PIAP findings with particular reference to commissioning services for children with LDD, LAC and CAMHS.

· Implement the recommendations of Aiming High for disabled children

· Implement the Child Death review arrangements

· Implement the findings of the Bercow review (SALT)

· Implement the recommendations of the children’s palliative care review.

· Introduce the national framework for children’s continuing care after the consultation 

· Promotion of the 3rd sector e.g. Homestart.
	Improved equitable health outcomes for all children and young people.

High quality, cost effective and efficient services 
	Providers of children’s services 

Hertfordshire County Council 

	6.3
	Emergency admissions
	
	Reduction in emergency admissions 
	Acute providers 

	7. MENTAL HEALTH 

	7.1
	Adult Mental Health 
	Roll out of Enhanced Primary Care Mental Health Services

Improving Access to Psychological Therapies

Implementation of Personality Disorder Service

· Investment targeting to achieve equitable service levels county wide

· Rollout of Enhance Primary Care Mental Health Services, 

· Achievement / Maintenance of National targets,

·  Improved Access to Psychological Therapies, 

· Personality Disorder  Service Development 

· Piloting of Mentally Disordered Offender Diversion Initiatives

· Development of housing based services

· Promotion of 3rd Sector Market

· Development of Mental Health Promotion Approaches

· Development of employment support services


	Effective community and primary care mental health service 

Reduced demand on secondary care services
	Primary care medical Services providers

Mental health service providers

Criminal Justice, Housing , Employment Agencies



	7.2
	Specialised Adult mental Health Services
	· Incorporate regional specialist commissioning arrangements into partnership structures
	Maintenance of existing benefits of local arrangements 
	

	7.3
	Older Peoples Mental Health 
	Develop integrated mental health pathway and service specification for older people including dementia and functional mental illness.

Implement the older people’s mental health strategy including new model of  primary care service.
	Integrated mental health services in primary care
	

	8. LEARNING DISABILITIES AND PHYSICAL DISABILITIES 

	8.1
	Learning Disabilities 
	Work to reduce variances in access, experience and outcomes of care across mainstream and specialist health provision

Implement NHS campus re-provision 

Improve specialist community health services


	Equitable access and outcomes of care

Move away from  long term nhs provision for individuals

Reduce levels of impatient assessment and treatment


	Learning disabilities providers 

Mainstream Primary Care Services

	8.2
	Physical Disabilities
	Review specialist service provision for specialist seating & EPIOCs
Review wheelchair services & transfer to sign provider including access for children.
	Effective service provision 
	Acute providers 

	9. PUBLIC HEALTH TARGETS 

	9.1
	Local area Agreements & Partnership working.
	Work in partnership councils, voluntary services and other stake holders to achieve national target compliance for 

· Smoking cessation

· Obesity

· Physical activity alcohol 

· Sexual health 

Deliver targets required within current LAA (2006-2009)

Develop and implement action plans to deliver new LAA targets (2008-2011) working with LAA partners
	Primary prevention schemes in place to support care pathways 

Address health inequalities and key areas for service improvement in the County
	PCT 

County councils 

Voluntary services 

PCTs, Herts County Council & 10 District/Boroughs

	9.2
	Screening and Health Protection
	· Commission for effective delivery of high quality TB services.
· Implement a commissioning framework for targeting and screening ‘at risk’ population groups for hepatitis B and C

· Implement investment plans for securing and maintaining comprehensive antenatal screening programmes (haemoglobinopathies, foetal anomalies and cystic fibrosis) Continue to develop bowel screening programmes

· Commission high quality diabetic retinopathy screening which meet national standards from accredited providers across the county
· Commission a range of Immunisation and vaccine services for new vaccines and target groups.
Commission a comprehensive community and primary care infection control service for the PCTs.
	Achieves national standards
	All providers 
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