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1. Executive Summary

To be added when the content of the plan is finalised.

2. Strategy and Context

2.1. Vision

2.1.1. Ensure the best possible clinical services are provided for patients registered with Dacorum GP practices within the constraints of the budgets available.

2.1.2. Provide services as close to the patient as possible within the constraints of quality and financial goals.

2.1.3. Improve the integration of care between primary and secondary providers.

2.1.4. Wherever possible support patients in remaining in their own homes and avoid unnecessary hospital admissions.

2.1.5. Wherever possible, ensure patients have a choice between two or more providers of high quality services.

2.2. Values

2.2.1. We recognise and respect the needs of all stakeholders including patients, healthcare professionals and the wider community.

2.2.2. We recognise that we are accountable for the use of public funds and we accept these funds are limited.

2.2.3. We will work within the legal and regulatory framework established by the Department of Health and other relevant authorities.

2.2.4. As far as possible, we will ensure projects are implemented in line with national priorities including (currently):

a) Achieving the 18 week total waiting time 

b) Reducing MRSA 

c) Reducing inequalities in health and promoting health 

d) Achieving financial health

2.3. Strategic Goals

2.3.1. Achieve financial balance by end 2007/8.

a) Effective arrangements will be put in place for the communication of key financial measures on a monthly basis wherever possible.  These data will be communicated in a form that is comprehensible to the recipient and clearly indicates any need for corrective action.

b) Effective arrangements for contract monitoring will be put in place to provide clinical input and engagement alongside the financial and organisational expertise of the PCT.

2.3.2. Ensure the delivery of high quality and accessible clinical services in Dacorum following the strategic redesign of acute services in West Hertfordshire, which will involve significant change to the range of services provided by WHHT on the Hemel Hempstead Site.

This will be delivered through the development of primary care led services, which are wherever possible local and community based.

a) Develop a primary care led outpatient service and deliver the majority of outpatient activity through this model by end 2008/9.

b) Develop a primary care led urgent care service to deliver unscheduled care.  Major trauma will be treated at Watford, but all other needs will be met with relevant treatment provided as locally as possible.

c) Achieve and maintain upper-quartile performance on a national scale for prescribing as measured by agreed key indicators.

d) Provide improved access to diagnostics, through primary care led services wherever possible.

2.4. Constraints

2.4.1. DacCom’s performance in delivering this plan will be monitored by the PCT through the PBC Sub Committee, and we will be held accountable for those deliverables for which we have total control.  We will work with other groups wherever necessary to achieve our strategic goals.  However, we cannot be held accountable if, despite our best efforts, matters outside our control prevent the achievement of an objective, particularly where the work is part of a broader activity at a higher level.

2.4.2. DacCom is required to work within the frameworks and priorities set by the PCT through the Professional Executive Committee and PBC Sub Committee.  Where DacCom has a different view it will ensure this is expressed to the relevant PCT committee or manager but ultimately DacCom recognises that the PCT Chief Executive has final accountability for the use of public funds in Hertfordshire and will work within the parameters set by the Board and its associated committees.

2.4.3. For example, the PCT has an objective to establish Clinical Assessment and Treatment Services (CATS) across Hertfordshire.  The PCT will expect DacCom to commission within the framework for CATS, and meet the objectives set for this.  However, DacCom will expect to take a leading role in developing the model being commissioned in Dacorum, so that this delivers PCT objectives in a way which makes sense locally and provides the best care for local patients.

2.5. Priority Corporate Objectives

2.5.1. Put structures in place to ensure an effective partnership between the GP practices and West Herts PCT.

2.5.2. Put an effective programme and project management process in place before end 1Q 2007/8

2.5.3. Achieve level 3 as defined by West Herts PCT Commissioning Framework within 1Q 2007/8.  Achievement is confirmed and agreed by the PBC Sub-Committee of the PCT Board.
Suzanne will define what we need to do to achieve this.  This is a key action as it will define the funding available and hence the scale of work we can undertake this year.
2.5.4. Ensure effective communication mechanisms are in place to deliver a dialogue with practices and patients’ representatives.

2.5.5. Specific deliverables for 2007/8 are defined in Appendix 7.3.

2.6. SWOT analysis

In order to achieve a timely delivery this plan has been developed without a formal SWOT analysis.  A SWOT analysis will be more important when we are in a position to use freed-up resources for the development of new services and this will be included at the next significant review or revision of this plan.

3. Commissioning Plan

3.1. Duration of the Plan

3.1.1. This plan forms part of a continuing programme of activity.

3.1.2. However, the plan specifically covers the period from April 2007 to March 2008 inclusive.

3.1.3. A new or updated plan will be required to cover activity from April 2008.

3.2. Programme Scope

3.2.1. For each commissioning area, DacCom’s involvement has been defined at one of 4 levels:

a) Level 1: DacCom will lead a service redesign (including collaborative work with other PbC groups wherever appropriate)

b) Level 2: DacCom will manage the activity under existing contracts

c) Level 3: DacCom will provide clinical advice and/or engagement

d) Level 3: DacCom will have no involvement

3.2.2. Programme needs are stated below.

· Prescribing
Level 1

· Out patient activity
Level 1

· In patient activity
Level 2

· Community nursing services
Level 1

· Diagnostic services 
Level 1

· Unscheduled care – Out of Hours 
Level 1

· Unscheduled care – A&E / Urgent Care Centre 
Level 1

· Adult mental health services - counselling 
Level 1

· Other community and mental health services 
including sexual health services 
Level 3

· Tertiary care 
Level 4

3.3. Service improvement and redesign objectives

3.3.1. The objectives defined in section 3.2 are not time-bound, and deliverables for 2007/8 will be based on prioritisation; and the availability of finance and resources.  Deliverables for 2007/8 are defined in Appendix 7.4.

3.3.2. The process for introducing new deliverables to the business plan is described in Appendix 7.5.

3.4. Responding to local needs

This is in the Framework Document.  What is required?  We must avoid repetition.  See 2.3.2 for instance.

3.5. Areas for collaboration

3.5.1. Those projects that will be addressed at a higher level than the locality are defined in Appendices 7.3 and 7.4.

4. Performance Management

4.1. Project Management Structure

4.1.1. A programme management process will be adopted to ensure:

a) It is clear at any point in time what work the organisation is and is not doing.

b) Agreed work is adequately resourced and adequately led.

c) Objectives and deliverables are clear.

d) Progress is adequately communicated.

4.1.2. A programme manager will be appointed to lead the programme.  The programme manager’s role will be to co-ordinate the delivery of projects within the programme (including prioritisation and resourcing), resolve conflicts between them and ensure agreed governance processes are followed.

4.1.3. Each project will be headed by one or two nominated clinical leads.  Clinical leads will provide, facilitate and co-ordinate the key clinical input to the project.

4.1.4. A project manager will be assigned to each project to progress the project through the milestone process.  Project managers will develop the necessary schedules, action lists, etc and will be responsible for communication and progress.

4.1.5. The process will be based on the achievement of milestones as described in 7.7.  Each project will progress through this process.  At each milestone, a simple checklist will ensure all the necessary work has been done.

4.1.6. A regular programme management meeting will be held attended by:

· The Programme Manager

· The PCT Assistant Director of Commissioning

· Project Managers

· Clinical Leads only as required

This meeting will monitor the progress of projects against plan, resolve conflicts, identify and address resource needs, and define the need for clinical input or decision.  This will include milestone reviews as defined in Appendix 7.7.

4.1.7. The programme management meeting will interrelate with a regular meeting of clinical leads, which will deliver the necessary clinical inputs and decisions.

4.2. Business Controls:

4.2.1. Financial

We need to say here how we are going to review and act on financial information.

4.2.2. Communications

a) DacCom will make monthly progress reports to the practices through the Dacorum Locality Meeting.  This is the practices’ opportunity to make an input or to challenge the Executive.

b) “Hot Topics” meetings will be held every 3-4 months to allow practices to provide input in depth on key topics.

c) We will maintain and develop our website as the primary portal for communication with patients.

d) A patient representative will be invited to attend meetings of the Executive Committee

4.2.3. Risk assessment and management

a) Risk assessment and management will be addressed by specific checkpoints in the milestone process.

b) This will be overseen by reporting to the PCT Board or its delegated representative body.

4.2.4. Monitoring arrangements – information reporting and progress

a) Regular reports will be made as reasonably required to the PCT Board or to its delegated representative body.

b) DacCom is required to submit business cases to the PBC Sub-Committee of the PCT Board for approval where any significant service changes are planned, particularly any which require “invest to save” funding.  This committee is expected to give reasons for rejection in cases where a business case is not approved.  

c) PBC Sub-Committee is also responsible for monitoring progress of PBC plans and ensuring support is made available from the PCT.   The role of the PBC Sub-Committee is set out in the West Herts PCT Commissioning Framework.

5. Structure of the Practice Based Commissioning Locality

5.1. Legal Status

a) Status: Company Limited by Shares

b) Directors: M W Jones and A M C McMinn

c) Shareholders: All GP practices in Dacorum

d) Executive Committee:

· Dr G Bulger - Archway Surgery 

· Dr C Ciobanu - Haverfield Surgery 

· Dr J Cohen - Milton House Surgery 

· Dr T Fernandes - Parkwood Drive Surgery 

· Dr R Gallow - Parkwood Drive Surgery 

· Dr A Gupta - Rothschild House Surgery 

· Dr Z Hurst - Bennetts End Surgery 

· Mr M Jones - Fernville Surgery 

· Dr M McMinn - Archway Surgery 

· Dr M Savla - Highfield surgery 

· Dr Walker - Manor Street Surgery 

5.2. Agreement with the PCT

a) The primary role of DacCom is to facilitate the clinical engagement of practices and provide clinical leadership within the commissioning process.

b) DacCom will monitor the effectiveness of the practices in meeting agreed targets, and provide fair and impartial reports to the PCT as agreed.  

c) The primary role of West Herts PCT is to deliver good governance, management expertise and administrative resource to the process.

d) The PCT and DacCom will agree who takes responsibility for any necessary enforcement action with the Practices – depending on the issue and who has responsibility.

5.3. Agreement with the Practices

This will specify the resources to be provided by the practices and the work to be done (eg data validation), as is necessary to achieve the goals of the plan.  The latter will be linked to the payments made to practices under the LES.  DacCom will be required to certify that the required work has been done before payment can be made).  The process for this peer review and performance management will need to be fair, transparent and clearly documented.

6. Financial and Capacity Plan 

6.1. Human resources

6.1.1. DacCom will provide the Programme Manager and Clinical Leads for each project in the plan.

6.1.2. West Herts PCT will provide the following resources:

· Assistant Director of Commissioning to represent the PCT at key meetings and to facilitate access to PCT resources.

· Project Manager (1 FTE)

· Administrative Assistant (0.2 FTE)

· HR, Financial, Data Management and Legal resources as required.

6.2. Remuneration

6.2.1. Resources provided to DacCom by the practices will be remunerated at the following rates:

a) GP 
£xx per hour

b) Non-GP Partner
£xx per hour

c) Manager
£xx per hour

Remuneration is intended to cover the full cost of lost time to the Practice, including travelling and opportunity cost.

6.2.2. Leads identified in Appendix 7.2 will be engaged on a contract basis for the period of the plan.  This will allow practices to back-fill with locum or other temporary staff.

6.3. Cashflow plan – Locality Organisation

6.3.1. Cost for Company administration:

xx FTE non-GP Partner = £xxx

6.3.2. Cost of Executive Committee:

xx hours non-GP Partner = £xxx

xx hours GP = £xxx

6.3.3. Administrative costs including stationery, website, statutory fees, etc:

£xxx

6.3.4. Assume even phasing through the year, hence overall running costs of £xxx per month.

6.3.5. Any under spend during the period of the plan will be rolled forward to fund an increased level of work in the next financial year.

6.4. Cashflow plan – Service Redesign Projects

6.4.1. Funded activity

This requires us to agree the projects and deliverables.

6.4.2. Activities requiring additional funding 

a) Project activity up to milestone 3 as defined in Appendix 7.2 will be funded through the 2007/8 Local Enhanced Service for Practice Based Commissioning.

b) Project activity subsequent to milestone 3 will require additional funding on an “invest to save” basis.  This will include running costs for redesigned processes delivered through this plan.

6.5. Resources released

6.5.1. Resources will not be released until financial balance (elimination of the deficit) has been achieved in the commissioning budget for DacCom.

6.6. Payment Mechanisms

6.6.1. Funds will be held by the PCT.

6.6.2. Payments for resources provided will be made direct from the PCT to the Practices.

a) Practices will provide invoices detailing the work done or costs incurred.

b) Invoices will be approved by a DacCom Director.

6.6.3. Reimbursement for administrative costs will be made from the PCT to DacCom Ltd.

a) DacCom Ltd will provide invoices detailing the costs incurred.

b) Invoices will be approved by two DacCom Directors.

6.6.4. Payments will be made no later than the last day of the month following receipt of the invoice.

7. Appendices

7.1. Appendix: Key Performance Indicators

This must include financial performance vs plan for commissioned activity.

7.2. Appendix: Lead Responsibilities

These will be confirmed or defined based on the programme of work we agree.  We need to confirm responsibilities for:

· Company Secretarial / Company Meetings / Company Accounts

· Financial

· Programme Management

· Clinical Leads

7.3. Appendix: Action plans for corporate objectives

7.4. Appendix: Action plans for service redesign objectives

7.5. Appendix: Proposed New Services

This will define a form to be used by practices, provider services or other organisations to complete and submit proposals to the Executive Committee for consideration.  This would include suggestions / proposals for re-designing current services or developing new services.

7.6. Appendix: Premises 

This will define the requirements relating to premises to be considered for delivering services.  This section is key as practice premises developments are unlikely to secure PCT approval unless it is demonstrated that they are part of delivering a PBC plan for service change.

7.7. Appendix: Milestone Process

Detailed checklists will be defined for the following milestones.  Development of the checklists will continue with each project building on the experience of the last.

Milestone 1 – Agree Business Case

· Objectives and deliverables have been defined.

· Costs and benefits have been evaluated.

· The proposal is consistent with broader strategic and public health goals.

· Stakeholders have been consulted.

· Clinical lead and project manager have been defined. 

· The project meets approved clinical governance standards 

Milestone 2 – Plan Agreed

· Resources have been identified.

· All necessary key activities have been defined.  

· A target schedule has been defined.  (Who does what by when?)

Milestone 3 – Ready to Go Live

· All key activities have been completed including communication with stakeholders.  

· Where appropriate service level agreements have been negotiated or re-negotiated in line with the go-live date.

· Funding and resource requirements have been identified and agreed.

· Business case confirmed.

· The new service is ready to start.  

Milestone 4 – Did it work?

· Between 6 and 12 months after milestone 3, this final milestone ensures that any teething problems have been solved.  At this point the project can be closed.
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