[image: image1.jpg]Dacorum B!HE

Primary Care Trust




 [image: image2.png]Watford and Three Rivers m

Primary Care Trust




Practice-based Commissioning 

Implementation

DacCom Locality Commissioning

Plan Template

[May 2006 Version 2.0]

1.
INTRODUCTION

1.1
Purpose of this document

This template is designed to assist DacCom and its constituent practices in developing a practice based commissioning plan to be agreed with the PCT.  Agreement of the commissioning plan by the PCT will trigger the award of the incentive payment to individual practices under the nationally negotiated DES.

The commissioning plan should be drawn up in the context of the accountability and governance framework agreed between DacCom and the PCT.

In all the areas covered in this Commissioning plan, it is recognised that a significant amount of development work will be required in most, if not all, practices in order to get them to where they want to be eventually. 

It is hoped that in documenting / addressing these issues within the Commissioning plan, the current position is detailed and information is given as to how progress will be made in the identified development areas and the timescale within which this will be achieved – also identifying phasing / milestones to be achieved to confirm progress.

1.2
Principles

· To enable front line primary care staff and service users to drive service modernisation the PCT recognises that the devolution to primary care providers of the responsibility for commissioning services for their patients is a further shift of power towards the front line.

· To empower general practitioners and their teams of employed and attached staff, who are recognised as best placed to ensure that services are appropriately commissioned for their patients

· To ensure that only those patients that need it are referred to secondary care.

· To ensure timely and equitable access to primary, secondary and tertiary care services.

· To support the broadening of the range of services offered to patients outside the hospital setting where appropriate

· DacCom will be required to provide details of the inter-practice agreements in place as the practices are redesigning or re-providing services as a group of practices.

· DacCom will be required to take responsibility for the care needs of its patients (through provision and/or commissioning of appropriate services) for all services that are outside the scope of services commissioned on a specialist basis. The PCT will invite tenders from appropriate providers of services which have been identified as a priority by DacCom, and this will include responsibility for all non-specialist primary, community & secondary care arrangements for acute, mental health and learning disability patients and community health services; incorporating elective and emergency activity including A&E activity.

· The appropriate management of demand and the monitoring of all patient activity and associated performance of commissioned providers in terms of quality, governance and achievement of targets will be the responsibility of DacCom.

· DacCom will be provided with an indicative budget to support the provision/commissioning of the services outlined above.  This devolved budget will also include the devolution of the prescribing budget to each commissioning practice.

· DacCom will be required to discharge its responsibilities taking full account of the national strategies around Connecting for Health, Booking & Choice and Payment by Results – and other strategies that may emerge on a national or local basis. 

· DacCom will be required to commission within the requirements of the national Operating Framework  

· Dacorum PCT is committed to supporting the implementation of PBC and will identify named managers to support DacCom.

The clear message from primary care providers and PCT staff is that, whilst the management of resources to enable the development of primary and community services is crucial the emphasis at all times must be on quality of service.  There is interest in the GP community about the proposal and agreement and acceptance will hinge on the detail of the scheme and the perceived advantage to practices and their patients, including the balance between opportunity, risk, more local control and more work at practice level. 

	On completion, this template should be returned to the Primary Care Commissioning Team at the PCT by email to: john.phipps@nhs.net , or by post to: Royalty House, 10 King Street, Watford, WD18 0BW


2.
COMMISSIONING PLAN

	Section 1 – DacCom Details

	Name
	DacCom PbC Limited
	Number of practices in DacCom
	19

	

	Names of all GP Practices in Cluster

	1
	Boxwell Road Surgery
	
	11
	Highfield Surgery

	2
	Manor Street Surgery
	
	12
	Lincoln House Surgery

	3
	Milton House Surgery
	
	13
	Parkwood Drive Surgery

	4
	The Surgery, Gossoms End
	
	14
	Woodhall Farm Medical Centre

	5
	Archway Surgery
	
	15
	Haverfield Surgery

	6
	Bennetts End Surgery
	
	16
	The Nap Surgery

	7
	Dr Bhatt
	
	17
	Dr Sepai

	8
	Everest House Surgery
	
	18
	The New Surgery

	9
	Fernville Surgery
	
	19
	Rothschild House Surgery

	10
	Grovehill Medical Centre
	
	
	


	Section 2 – DacCom Organisation

	2.1   Directors

	Name
	Discipline

	1
	Mr Mark Jones
	Company Secretary

	2
	Dr Mary McMinn
	Finance

	2.2   Executive Committee

	Name
	Discipline

	1
	Dr G Bulger 
	

	2
	Dr Corina Ciobanu
	

	3
	Dr Jeremy Cohen
	

	4
	Dr Trevor Fernandes
	

	5
	Dr Richard Gallow
	

	6
	Dr Avi Gupta
	

	7
	Dr Paul Heatley
	

	8
	Mr Mark Jones
	Chair

	9
	Dr Mary McMinn
	

	10
	Dr Meena Savla
	

	11
	Dr Richard Walker
	


	2.3   DacCom Leads – Please identify a lead(s) for DacCom for the following areas:

	Clinical Lead(s)
	

	Managerial Lead(s)
	Mark Jones

Dr Mary McMinn

	


	Section 3 – PCT Support

	3.1  Resources Required

	Please identify what staff support will be required from the PCT for this process.
	

	3.2 PCT DacCom Support Team

Listed below are the PCT staff identified to support DacCom (where known)

	Name
	Role

	1
	John Phipps
	Lead the PCT Team

	2
	Lynn Dalton
	Unscheduled Care Support

	3
	Mitali Begum
	Scheduled Care Support

	4
	Pat Potts
	Data and Information Support

	5
	
	

	6
	
	

	


4.  Commissioning Objectives
This section of the plan clarifies the key commissioning targets for which DacCom will be responsible and describes how these targets have been agreed within the context of both national and local policy drivers.

	4.1 Access and Quality Targets (For completion by the DacCom and PCT) (1) See explanatory notes


	

	4.2 Services to be commissioned (For completion by DacCom) (2) See explanatory notes


	Outline the proposed service changes for DacCom – please give a brief summary for each proposed change:

1. Reducing A&E attendances:

See Appendix 1.

2. Reducing admissions of “frequent fliers”:

See Appendix 2.

3. Improving outpatient efficiency:

See Appendix 3.



	Please specify what the evidence base is for each of the proposed changes:


	For each service, please describe how the service/patient pathway will address Dacorum PCT priorities:


	4.3 Referral Management (For completion by DacCom)


	If changes are required to the referral pathway, how will DacCom ensure that these changes are made?
How will DacCom monitor the correct use of the new pathway(s) within individual practices?


	4.4 Financial Targets (For completion by the DacCom and the PCT) (3) See explanatory notes


	

	4.5 Locally Agreed Initiatives (For completion by the DacCom and the PCT) (4) See explanatory notes


	


5.  BUDGET SETTING

This section of the plan explains how the budget has been determined, the methodology for variation of the budget within the financial year, and the process for moving the Practices towards their “fair share” funding target, based on weighted capitation.

	5.1 Approach to Budget Setting (For completion by DacCom and the PCT) (5)  See explanatory notes


	

	5.2 Financial Management and Governance, including Risk Pooling and Contingency Funs (For completion by DacCom and the PCT) (6) See explanatory notes


	

	5.3 Fair Shares Weighting (For completion by the  PCT) (7) See Explanatory Notes


	

	5.4 Resource Identification: (what resources has DacCom identified from within current SLA budgets?)


	a) Financial:



	b) Human Resources:



	c) “Other” Resources:



	5.5 Additional Costs: if extra costs are incurred how are resources being released to fund these?


	


6.  PERFORMANCE MANAGEMENT AND MONITORING

This section of the Plan describes the practical steps to be undertaken by DacCom to achieve its commissioning objectives.  This should include capacity planning, contract monitoring and negotiating arrangements, the delivery of service redesign and the reporting/monitoring partnership with the PCT.

	6.1  Capacity Planning and Service Development (For completion by DacCom and the PCT) (8) See explanatory notes


	

	6.2 Contract Monitoring (For completion by DacCom and the PCT) (9) See explanatory notes



	Including key performance indicators/milestones which will demonstrate successful implementation by DacCom:



7.  CLINICAL GOVERNANCE AND WORKFORCE DEVELOPMENT

This section of the Plan describes how DacCom expects to involve patients and carers in the commissioning process as well as identifying workforce skills required to deliver the plan.

	7.1 How will the proposed changes affect the quality of patient care in practices? (To be completed by DacCom) 


	

	7.2 How will DacCom measure the effect of changes to the quality of care? (To be completed by the DacCom)


	

	7.3 Outline the proposed management structure to implement the commissioning plan (To be completed by the DacCom)


	Include details of practice level staff (including dedicated clinical time):



	7.4 How will DacCom ensure practices will satisfy quality requirements and ensure NHS targets are fully met? (To be completed by the DacCom)


	

	7.5 How will DacCom involve other professionals and stakeholders in redesigning services? (To be completed by the DacCom)


	Including providers (e.g. District Nurses, Health Visitors, and Allied Health Professionals):


	7.6 How will DacCom involve patients/users/carers in the planning and implementing of the proposed changes – especially the “hard to reach” groups? (To be completed by the DacCom)


	

	7.7 What are the risks associated with the proposed changes and how will DacCom address these? (To be completed by the DacCom)


	

	7.8 What plans does DacCom have in place to ensure that the workforce has the right skills to deliver the changes proposed? (To be completed by the DacCom)


	


8.  GENERAL AND DEVELOPMENTAL

This section of the Plan outlines how DacCom expects its plans to develop across the PCT.

	8.1 How can the DacCom Executive ensure that GPs and other healthcare professionals across the PCT work collectively to demonstrate they are thinking about changing patient flows and ensuring that appropriate evidenced based primary care alternatives are accessed / used / developed? (To be completed by DacCom) 


	

	8.2 Outline any training needs within practices and the locality, including being able to provide the services that DacCom plans to commission (To be completed by DacCom)  



	

	8.3 Describe the developmental plans for PBC across the PCT, considering: (To be completed by DacCom)


	What are the needs for DacCom and what support is required?

What are the medium term plans of DacCom?



	8.4 How will DacCom ensure the successful implementation of Choose & Book across all practices, in line with any proposed service changes? (To be completed by DacCom)


	


9.  THE PLANNING AND USE OF EFFICIENCY GAINS (“SAVINGS”)

This section of the Plan describes how DacCom expects to achieve its efficiency gains target and how it proposes to reinvest the efficiency gains.

	9.1 Delivering Efficiency Gains (To be completed by DacCom) (10) See explanatory notes


	

	9.2 Plans for Reinvestment (To be completed by the DacCom) (11) See explanatory notes


	

	9.3 Reinvestment Proposals (To be completed by the DacCom) (12) See explanatory notes


	


10.
PLAN SIGN-OFF

Once completed this plan requires signatures from the following:

	DacCom Executive Chair

	Name:
	
	Date:
	

	SIGNATURE:
	

	Joint PEC Commissioning Committee Chair

	Name:
	
	Date:
	

	SIGNATURE:
	

	PCT Chief Executive

	Name:
	
	Date:
	

	SIGNATURE:
	

	


	On completion, this template should be returned to the Primary Care Commissioning Team at the PCT by email to: john.phipps@nhs.net , or by post to: Royalty House, 10 King Street, Watford, WD18 0BW


Appendix 1:  Outline business plan for reducing A&E attendances

	Outline of proposed service change.

	GPs to be first point of contact for walk in A&E attendances


	Benefit to patients.

	Quicker turnaround of patients in A&E.

Education of patients re problems that should present to GP rather than A&E 


	Estimated number of patients the service is likely to cover, also including an indication of the minimum and maximum numbers.

	Huge numbers – need figures from PCY/Hospital trust


	Evidence to support clinical effectiveness of the proposed service.

	Many trials have shown that GP’s are more effective at ‘Triage’ and use significantly fewer investigations with resultant faster turnover of patients.


	Evidence of patient support, including consultation with patients and users.

	Can get feedback but benefits should be obvious.


	Evidence of stakeholder support, including evidence of consultation with other relevant professionals and where applicable other providers.

	Presented to Dacom


	Costs of the proposed service, including details of any upfront investment required.  Detailed costs should be set out in the contract for the new service, but an overall estimate of the cost should be included here.

	GP time, and will need area to work in


	Likely value of freed up resources and over what timescale.  Overall value should be included here with further detail provided in the contract.

	Faster and more appropriate turnaround of patients in A&E so potentially serious cases can be dealt with more efficiently and effectively


	Links to and any impact on local and national priorities.

	Fit in well with these


	Assessment of risks of the service, including consideration of whether there are other local similar service providers.

	Main concern would be whether or not GP’s especially local ones would be willing to be involved. In theory could be in collaboration with Harmoni but suggestion is that more people attend/are referred to A&E since co. has become more diverse.


Appendx 2:  Outline business plan for reducing admissions of “frequent fliers” 

	Outline of proposed service change.

	Identify patients requiring multiple admissions to secondary care. Most appear to be copd but a sig no.are heart failure and falls.

The plan would be to identify possibly one per GP and to look into ways to prevent admission. This could involve nurse or other assessments (eg physio OT) and the development of self management plans. 

Secondary care providers should also be able to identify them when contact made as well as other primary care providers (e.g. pharmacy etc).

GP’s make excellent care managers and this would ensure continuity.


	Benefit to patients.

	Potentially less time in hospital and greater self esteem and independence as encourage self management.

Less exposure to hospital acquired infection. 


	Estimated number of patients the service is likely to cover, also including an indication of the minimum and maximum numbers.

	? Start with one per GP


	Evidence to support clinical effectiveness of the proposed service.

	Based on other models presented at talk at Hatfield and ‘quick fix’ booklet.


	Evidence of patient support, including consultation with patients and users.

	From above examples - ? need to get local feedback.


	Evidence of stakeholder support, including evidence of consultation with other relevant professionals and where applicable other providers.

	Prudent to involve secondary care physicians involved. Will have support Dacom GP’s. 


	Costs of the proposed service, including details of any upfront investment required.  Detailed costs should be set out in the contract for the new service, but an overall estimate of the cost should be included here.

	Potential cost – nurse time – could be practice nurse based rather than Dacorum wide matrons. Liason with resp. nurse specialist (secondary care) important. Equiment – portable spirometers and pulse oxymeters useful.

Physio/Ot costs

?Other resources – from £60 million for prevention elderly admissions


	Likely value of freed up resources and over what timescale.  Overall value should be included here with further detail provided in the contract.

	£X per admission even if prevent 10 in a year will be significant considering often prolonged length of stay. (need figures for this form pct when new pbr figures out


	Links to and any impact on local and national priorities.

	Fit in well


	Assessment of risks of the service, including consideration of whether there are other local similar service providers.

	Other projects suggest small initial investments more than outweigh future savings.

Risk to patients minimal as always will have hospital as a back up.


Appendix 3:  Outline business plan for improving outpatient efficiency

	Outline of proposed service change.

	Reducing hospital opd follow up with a view to more in primary care

Main specialties would be orthopedics, rheumatology, dermatology, ent, but with a scope to extend to  ost specialities with sufficient guidelines & rapid access to consultants as required.

Increased liason with consultants so that they can act as ‘referral managers’ when referral letter read so opd used more efficiently.


	Benefit to patients.

	Local appointment with own GP 

Improve the lack of continuity often seen in hospitals

Should improve access for new referrals

Education for GP’s


	Estimated number of patients the service is likely to cover, also including an indication of the minimum and maximum numbers.

	Need info from pct – may need validating from GP’s


	Evidence to support clinical effectiveness of the proposed service.

	No hard evidence but benefits are obvious.


	Evidence of patient support, including consultation with patients and users.

	Will need to discuss with patient representative, but obvious comments we have all had from patients re lack of continuity and decision making


	Evidence of stakeholder support, including evidence of consultation with other relevant professionals and where applicable other providers.

	Dacom act as a unit with input from all members. Plans disseminated on the internet and presented at locality meetings.

Will need to liase with hospital clinicians to implement the changes. Will involve members/executives talking to each of the hospitals on the patch – SMH, HHH, L&D. Dacom representatives to meet before to discuss plans in more detail


	Costs of the proposed service, including details of any upfront investment required.  Detailed costs should be set out in the contract for the new service, but an overall estimate of the cost should be included here.

	Administration costs re validation opd to be provided by DES

Increased GP time to be negotiated from PBR when new ones published – suggested Dacom, PCT and hospital Trusts involved with this.


	Likely value of freed up resources and over what timescale.  Overall value should be included here with further detail provided in the contract.

	Freed up resources as reducing new patient opd waits and potential savings too.


	Links to and any impact on local and national priorities.

	Fits in well with both


	Assessment of risks of the service, including consideration of whether there are other local similar service providers.

	By improving the quality of out patient letters with FU appointment to have a plan pre arranged and documented (e.g. “…will review in x months with a view to …”) – individual GP’s can decide whether or not they are able to perform the FU in primary care or if hospital FU more appropriate. There must be rapid access to consultant opd/telephone advice as a fail safe.


Appendix 4:  DacCom requirements for the business plan:

1. Description of the projects

2. Project deliverables and milestones

Building on 1 above, we need to specify clearly what we will deliver and by when.  The best format would be a list (“by [date] we will deliver [item]”).

3. Roles and responsibilities

a) What we expect from the PCT

b) What DacCom will do

c) What we expect from the Practices

4. Funding

a) 75% of DES payments direct to practices

b) 25% held by the PCT for payment of invoices approved by DacCom

c) Define work covered by the funding

d) Specify additional work needing additional funding identified by the PCT

5. Success criteria triggering the achievement payment of the DES

Linked to defined project milestones not savings achieved
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