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Summary
· If DacCom could achieve Level 2 or (more especially) Level 3 as described in the PCT’s Practice Based Commissioning Framework, we could fund a substantial organisation capable of delivering significant results.

· On the other hand, it will take a substantial organisation to achieve these higher Levels.  It is not clear how this effort is to be funded.

· We have to assume that the Framework is meant to be taken seriously, and will not be fudged.

· Therefore, we need to assess ourselves rigorously against each of the 56 targets in the Framework.

· Of 14 targets at Level 1:

· 1 requires no further work

· 8 are rated ‘low’, involving relatively little work or risk

· 5 are rated ‘medium’, involving some work or risk

· Of 19 targets at Level 2:

· 1 requires no further work

· 5 are rated ‘low’, involving relatively little work or risk

· 9 are rated ‘medium’, involving some work or risk

· 3 are rated ‘high’, involving significant work or risk

· 1 is rated ‘critical’, involving substantial work or risk

· Of 23 targets at Level 2:

· 1 requires no further work

· 5 are rated ‘low’, involving relatively little work or risk

· 10 are rated ‘medium’, involving some work or risk

· 5 are rated ‘high’, involving significant work or risk

· 2 is rated ‘critical’, involving substantial work or risk

· Of these targets, many are very appropriate objectives for DacCom.

· However, there is a strong emphasis on bureaucracy, and little incentive to develop innovative structures and processes to manage the commissioning task.

· Nationally, the PCTs have failed to deliver effective financial control in commissioning.  Therefore, it is appropriate to challenge a framework that constrains us to a similar approach to the task.

· Overall, we are faced with a dilemma:

1. Aim to achieve ‘PbC-lite’.  Do the work necessary to achieve Level 1 and accept the limited resources and therefore the limited vision associated with this.

2. Invest substantial effort in achieving a higher level.  In order to achieve this we must accept:

· We have to create a bureaucracy, and some of this work will be non-value added.

· GP leads will have to accept a very structured approach.

· We have to persuade the practices to engage significantly in this effort.

Funding / Resources Available

Level 1:

· PCT staff identified to support the PBC locality

· PCT staff attend meetings of the PBC group

· Agreed sessional funding for PBC Chair 

· PCT staff provide administration support to the PBC group meetings and work as necessary

· PBC DES offered to all practices

· The DacCom chair is funded (assuming appropriate remuneration can be agreed)
· It is not clear how the clinical leads are funded
Level 2:

· PBC management budget identified but “blocked back” to the PCT

· PCT staff identified to support the PBC group reporting on a day to day basis to the PBC Chair and GP leads but still within PCT management structures

· 3 GP sessions per 100 000 population per week identified to support delivery of plans agreed with PCT

· Budget for 10 hours per week per 100 000 population at £30ph. for practice managers and other practice staff used to support PBC

· Funding for DacCom: Approximately £90k
Level 3:

· PBC Chair and GP leads recruit the management resource agreed with the PCT

· PBC management budget devolved to PBC group including funding for GP/other leads

· Includes funding for current level of management support plus 6 GP sessions per week per 100 000 population 

· Plus finding for practice manager and other practice staff time at £30ph for 20 hours per week per 100 000 population

· Funding for DacCom: Approximately £180k
Requirements:

Level 1:

	Objective
	Target
	Rating
	Action or Evidence

	Good governance of PBC
	75%+ practices signed up to a PBC DES / LES.
	Low
	All 19 practices have signed up to the DES.  We need to ensure sign up to the LES.

	
	Agreed leadership arrangement for Chair of PBC group.
	Low
	Mark Jones is the Chair.  
This should be confirmed in the Business Plan for 2007/8.

	
	Regular meetings of PBC group PBC group forum.
	OK
	Meeting records

	Providing high quality and accessible primary care services
	Latest QOF scores of 850+ for 75% of the practices in the PBC group
	Med
	We need to check QOF scores with the PCT in April 2007.

	
	80%+ practices providing Access DES
	Med
	We need to check this with the PCT.

	High quality, cost effective prescribing
	All practices have agreed prescribing plan with PCT
	Med
	We need to check this with the PCT.

	
	All practices making progress on EoE prescribing indicators
	Med
	We need to check this with the PCT.

	
	70%+ practices are making measurable progress against other indicators in plan
	Med
	What other indicators?
We need to check this with the PCT.

	
	GP medicines management lead attending area prescribing committee
	Low
	Check

	Referring on to other services appropriately and active secondary care demand management
	Referral information being discussed by the PBC group with named information shared
	Low
	We need to formalise this.

	Effective collaboration with partner agencies and patients
	A Non Exec Director or patient representative and nursing representation invited to PBC group meetings as full members
	Low
	A patient representative is invited to all meetings.

We need to invite a nursing representative.

	Demonstration of responsibility and accountability
	Clearly identified leadership from GP(s)
	Low
	GP leads are identified in the Business Plan for 2006/7.

This should be confirmed in the Business Plan for 2007/8.

	
	PBC group receives monthly finance/activity performance and impact assessment reports
	Low
	We need to formalise this.

	
	25% of membership asked to report at every meeting the action they are taking to achieve the agreed PBC plans (e.g. on prescribing)
	Low
	Pointless waste of time.  We need to focus on decisions.  But we should not let this become an obstacle.
(Perhaps it could be addressed through the project managers).


Level 2:

	Objective
	Target
	Rating
	Action or Evidence

	Good governance of PBC
	Lead GPs / others taking responsibility for key areas.
	Low
	Leads are defined in the business plan for 2006/7.  We need to address this in the business plan for 2007/8

	
	Agreed action plan shared at PBC group and individual practice level
	Low
	We need to formalise this in the business plan for 2007/8 and communicate it.

	
	PBC group forum has involvement of at least 60% of the practices in the geographical area
	Low
	9/19 practices are represented on the Executive.  Others are involved through the Locality Forum and through Hot Topics Meetings.

	Providing high quality and accessible primary care services
	Latest QOF scores of 900+ for 80% of the practices in the PBC group
	Med
	We need to check QOF scores with the PCT in April 2007.

	
	85%+ practices providing Access DES
	Med
	We need to check this with the PCT.

	
	GPs actively involved in shaping collective urgent care services to provide accessible urgent primary care
	Med
	Include accessible urgent primary care as a deliverable in the Business Plan for 2007/8

	High quality, cost effective prescribing
	80% practices meeting EoE prescribing indicators.
	Med
	We need to check this with the PCT.

	
	100% making progress on PCT prescribing indictors.
	Med
	We need to check this with the PCT.

	
	PCT Pharmacist represented on the PBC locality group.
	Low
	Check whether Zunia can fill this role or do we need someone from the PCT

	
	Identified GP medicines management lead chairing PBC medicines management committee (plus attending area medicines management subcommittee).
	Med
	Check

	Referring on to other services appropriately and active secondary care demand management
	80%+ individual practices reporting action being taken to manage demand for secondary care including collective action.
	Med
	We need to put a demand management system in place.

	
	Evidence of secondary care demand being successfully managed by 50%+ practices through individual or collective action
	High
	The demand management system must be measurable

	
	Evidence that practices have ceased to refer patients for exceptional treatment except where meeting the criteria outlined in the priority forum guidance.
	High
	We would need to put metrics in place.

	Effective collaboration with partner agencies and patients
	PBC group meetings also include PCT senior management.
	OK
	We already include the Assistant Director and there is no objection to any PCT senior manager attending.

	
	Mechanism in place (such as a subcommittee and agreed GP lead) to undertake joint work with HCC adult care services or Children, School and Families services and another partner agency e.g. hospital, mental health trust or voluntary sector)
	High
	We would need to include a project in the business plan.

	
	Identified lead to take forward work on patient involvement in PBC
	Med
	We would need to include a project in the business plan.

	Demonstration of responsibility and accountability
	Identified leads report progress to the PBC group every month against their objectives.
	Med
	We would need to do this through the Project Managers.  GP leads are not comfortable with this sort of structure and time would be better used to address key decisions.

	
	Sub committee in place to oversee prescribing plans involving representatives from at least 75% of the practices.
	Critical
	We would need to establish such a structure.  Practices may decline to participate.

	
	PBC group, through the Chair and with management support from the PCT, reporting progress to the PCT against objectives.
	Low
	Content and routing of reports need to be defined but we are well placed to set the standard.


Level 3:

	Objective
	Target
	Rating
	Action or Evidence

	Good governance of PBC
	Formal agreements between 90%+ practices in the PBC group in terms of progressing agreed action.
	Critical
	We need to put formal agreements in place. [Some practices may resist].

	
	Formal agreement between PBC group and PCT.
	Low
	We need to put a formal agreement in place.

	
	Elected Executive actively managing PBC and held to account by the wider membership.
	Low
	Election and formal accountability is through the Company AGM.

	Providing high quality and accessible primary care services
	Latest QOF scores 900+ for 90% of the practices in the PBC group.
	High
	We need to check QOF scores with the PCT in April 2007.
This could become critical as the QOF becomes tighter.

	
	90%+ practices providing Access DES.
	Med
	We need to check this with the PCT.

	
	Plans in place to develop more accessible urgent primary care services across the PBC group.
	Med
	Include accessible urgent primary care as a deliverable in the Business Plan for 2007/8

	
	Evidence of joint working with community pharmacists to develop enhanced services e.g. minor ailments.
	Med
	We would need to include a project in the business plan.

	High quality, cost effective prescribing
	90%+ practices meeting EoE prescribing indicators.
	High
	We need to check this with the PCT.

	
	80% meeting PCT prescribing indicators.
	High
	We need to check this with the PCT.

	
	PCT pharmacist an honorary or full member of the PBC Executive.
	Low
	Invite the pharmacist to join the Executive.

	
	Identified GP lead on medicines management attending secondary care D&T committees.
	Med
	This could be arranged.

	
	PBC Prescribing sub committee to include LPC rep.
	Med
	First we need a prescribing sub-committee; the rest is easy.

	Referring on to other services appropriately and active secondary care demand management
	Collective action being taken by practices to better manage secondary care demand.
	Med
	We need to put a demand management system in place.

	
	Systems in place to routinely scrutinise referral levels by individual practice with agreed action plans.
	Critical
	This requires a very high level of buy-in from the practices

	
	Evidence of demand being successfully managed by 75%+ practices through individual or collective action.
	High
	The demand management system must be measurable

	
	Evidence that patients are managed through agreed care pathway approach (or something along those lines).
	High
	Care pathways are being developed but we have not yet made much progress with implementation.

	Effective collaboration with partner agencies and patients
	PBC Executive includes a senior manager seconded from the PCT, a nurse/AHP and a lay/patient rep
	Low
	All this has been addressed above.

	
	A patients’ forum has been identified to link into the PBC and regular meetings scheduled which include GP lead or PBC Chair.
	OK
	A GP lead attends meetings of the local patients’ forum and they are invited to send a representative to our meetings.

	
	Sub committees in place with objectives which have been agreed with representatives from at least two partner agencies and the local PBC patients’ forum.
	Med
	Typical “Yes Minister” objective.  Never mind what you deliver, just so long as you have a sufficient number of sub-committees in place.

	
	Regular meetings scheduled between GP leading on medicines management, PBC Chair and LPC rep.
	Med
	This could be arranged.

	
	Regular meetings scheduled between PBC commissioners, lead pharmacist for pharmacy contractor development and LPC representative
	Med
	This could be arranged.

	Demonstration of responsibility and accountability
	PBC Chair, with senior management support, meets regularly with the Chair of the PBC governance committee to report progress along with other PBC Chairs of localities at level 3 and attends the PBC governance committee when presenting business cases setting out proposed changes.
	Low
	This would be our expectation.

	
	PBC group have clear agreed processes to ensure effective collective action is taken if PBC plans drift from targets.
	Med
	We would expect our programme management process to address this.
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