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What are we asking for?
· We propose to set up a limited company in order to develop a Practice Based Provider Organisation.

· This will be the vehicle through which Dacorum practices can provide secondary care services under Practice Based Commissioning.

· The goal is to deliver high quality outpatient diagnostic and minor treatment services locally, and at reduced cost to the PCT.

· At this stage we are seeking agreement, in principle, that we do this on behalf of all Dacorum practices.

· There is no financial or other commitment at this stage.

Background:

1. Opportunities

· Government policy is to encourage transfer of services from secondary to primary care.  Opposition parties have broadly concurred with this.

· Recently published guidelines for Practice Based Commissioning make it relatively easy for new providers to establish themselves as “Willing Providers”.

· Financial pressures on the PCT create a favourable climate for any new provider who can deliver savings whilst maintaining quality of service.

2. Threats

· We are under intense pressure to reduce referral numbers, and the PCT is determined to introduce referral management systems (CAS and CATs)

· There is pressure for secondary care work to be undertaken in primary care without any mechanism to fund the extra work.

· Practice Based Commissioning has had little impact, and little influence with either the PCT or the Hospital Trust.

· Repeated attempts to initiate productive dialogue with West Herts Hospitals Trust have failed.

· Commercial organisations are actively seeking opportunities to deliver both secondary and primary care work.

Why a limited company?

· We have investigated the options (doing research at a recent meeting at The Kings Fund).

· The Social Enterprises and non-profit making company models are initially attractive, and seem to be in line with an NHS ethos.  However they merely disguise rewards as salaries.  Furthermore they invest in themselves, building up capital wealth or spinning-off profit making enterprises.  At a later stage these organisations can vote to change their articles / de-mutualise themselves and become ordinary profit making companies.  The Social Enterprise model is used simply as a entry strategy.

· On the other hand, it is difficult to raise capital for a non-profit making company, and this venture will require considerable capital investment.

· We conclude the most appropriate model is a limited company that raises capital through a share issue open to Dacorum practices or individual partners.

· The company is most likely to be a joint venture with another organisation that has access to key resources and capabilities we lack.

Business model:

a) Willing Provider

· So long as we either operate within a primary care setting and/or meet Healthcare Commission Standards, we are allowed to provide the service.

· There is no requirement for a tendering process.  But there is nothing to stop other providers establishing themselves in the locality.

· We would not have the (limited) security of a contract with the PCT.

· But there is no restriction on how much or how little we must provide.

b) Shared Care

· Through DacCom, we have attempted to introduce new clinical pathways for the management of some patients groups.  It has not been possible to put these into effect within the current structure.  However, we have demonstrated that more integrated models of care are feasible.

· We propose a “shared care” model, which will better integrate the care provided by the practice and the consultant.  This allows savings to be made, for instance, by eliminating unnecessary follow-up.

· This may involve additional work by the GP, but this work will be properly reimbursed.  The saving derives from genuine efficiencies and does not rely on a transfer of work to primary care without the associated funding.

· Development of the shared care model will ensure that consultants help us in the management of all patients, not just the ones referred.

· The model is based on direct referral to consultant-led teams.  These may use GPwSPIs and nurses as appropriate to deliver efficient and cost-effective care.

· The service would be accessible through Choose & Book (on phase four release diagnostic tests could be booked also).

· The new organisation would fulfil the function of a CAS/CATS, relieving the practices of referral management.

c) Local Services

· The service will be delivered in Dacorum.  We are considering the use of mobile units.  These are not blood transfusion vans, but are substantial buildings delivered on articulated trucks.  They can be erected in hours and concertina out sideways to create large outpatients facilities, operating suites and radiology units.  The units have Healthcare Commission approval.

· We envisage the service touring Dacorum over a 3-4 month cycle. This approach brings the services to the patients.

Viability:

· We have evaluated the potential income (based on the tariff) and the costs for delivering services in all the main specialties.

· We then halved the numbers of patients that we could potentially see and treat, and took out a further large chunk of the potential income as a contingency.

· We assessed the associated expenses and again included substantial contingencies.

· This analysis has shown that an outpatient diagnostic and treatment centre is financially viable and would offer a return to investors.

· A considerable investment would be required, but the venture can pay this back within a short period.  We have assumed the life of this venture will be short, since it is enabled by a subtle change in the rules (the Willing Provider model), and the rules can change again.

· The activity is under our control, the tariff price is guaranteed and the costs can be negotiated up-front.  Thus, we can assure financial viability before committing ourselves to significant expenditure.

· Use of mobile units reduces our lead time (because clinical facilities are ready to install on any suitable site).

Benefits:

1. Patients:

· Excellent clinical services.

· Care better integrated between GP and Consultant.

· Preservation of local services.

· Increased choice.

· Savings invested in additional services (or the avoidance of cuts).

2. Practices: 

· Improved integration of care.

· Better access to advice from the consultants.

· Better, more reliable data flows eg discharge summaries.

· No need for a CAS.

· Proper reimbursement for secondary care work done.

· Practices can undertake this work without any financial risk, simply by referring to the new provider and undertaking the work involved in the shared care model.

· Additionally, practices or individual partners can choose to contribute investment funding to the venture.

3. PCT:

· Reduction of the deficit (we have assumed the venture will return 15% of the tariff price for each referral to the PCT).

