NHS EAST OF ENGLAND

PRACTICE-BASED COMMISSIONING NETWORK
Notes of Workshop held on Thursday 10 April 2008 at Chilford Hall

Objectives:

1. To agree what you would like to achieve by being part of the East of England Practice-based Commissioning Network and how you would like it to operate;

2. To understand PBC in the context of World Class Commissioning and system management

3. To agree a work plan for the way forward.

Facilitator : Judy Oliver

What do we want out of today?

SHA has very little role in facilitating PbC events – the primary relationship is with PCTs. SHA should stick to performance management.
To implement change we need as many allies as possible e.g. the SHA. 

We want exchange of ideas across the patch

This network needs to be owned by the PbCs not the SHA – the SHA should facilitate not direct it.

The network allows testing, checking and citing examples of service re-design – to hear about innovation.

Successful networking

(some where to )Deal with the frustrations of PbC – projects and implementation

Make sense of world class commissioning for the population and make tangible achievements

Networking, sharing of ideas etc.

East of England view of ‘risk’

Worthwhile network

Understand world class commissioning

Direction of travel

Mainstream – help PBC to deliver

Commitment

Sincerity

Useful – in practical terms

Learning about what other areas are dloing

Distinctions between Practice-based providing and Practice-based Commissioning – PCTs don’t hold contracts

Freedom to innovate but not really knowing how to go about it

What does World Class Commissioning mean in practice?

Share experiences

Challenge of clinical engagement – how to get non GP involvement 
Engagement of Allied Health Professionals

Where is PbC going?

Who is setting the agenda?

Want to learn something

1. World Class Commissioning – presentation by Andy Vowles, Assistant Director of Commissioning, NHS East of England

Andy reminded people that the overall World Class Commissioning Programme had been launched in 2007 soon after Mark Britnell joined the DH as Director of Commissioning and System Reform. The Programme comprises three parts:
1. Competencies – what it means in practical terms to be able to demonstrate commissioning at a world class standard e.g. PCT as community leader, collaborative working with partners, engagement with public, clinical engagement, prioritise investment, stimulate market development. These 11 competency areas are still being refined.

2. Assurance Framework – a structured way of being able to help PCTs assess their commissioning ability through a) Key quality and health outcomes ( as determined by each individual PCT’s situation), b) competencies ( as in 1 above) and c) governance – does the Board ‘ have a grip’ by having a clear medium term strategy which is backed up by a supporting financial model and a competent board. Following a pilot assessment process earlier in 2008, the aim is to develop the process further before implementing in every PCT during the period September 2008 – March 2009.
3. Support and Development Framework to be put in place which a) encourages sharing of good practice and learning, setting up early adopter projects and pooling functions, b) provision of formal education and  training and c) establishment of a list of companies who have expertise which SHAs, PCTs and PbC Groups can access e.g. Humana, Assura, Chilvers Macrae, Dr Foster, United Health – 14 companies which make up the ‘FESC’ list i.e. Framework of External Support to Commissioning. A small number of projects have been set up across the country with SHAS. NHS East of England is leading on the project concerning acute trust invoice validation. Andy advised that if any group is interested in accessing this support, they should contact him.

Andy went on to explain that World Class Commissioning also required considerable Systems Management if it is to work effectively in this era of increased patient choice, more diverse providers and legally binding contracts (fundamental to FT) with the greater emphasis on performance and outcomes. This needed to be done through a combination of:
a) building the system including rolling out PbC, Choice and supporting the transfer of trusts to FT status;

b) Ensuring coherence by making sure that the different policies issued by DH are aligned;

c) Ensuring that patients interests are paramount – ensuring that collusion and development of monopolies are avoided.

Tangible products include:

1. Eleven Principles of Competition and Co-operation* (Do’s and Don’ts)

2. Standard NHS Contracts*

3. Independent Competition Panel – to deal with disputes about due process, competition*

4. Promotion Guide – guidance to FTs about what is appropriate marketing/promotion*

5. Procurement Guide – due out in May 08

6. Advice on mergers and acquisitions.

Andy then invited those present to comment on two sample case studies which have already been raised through development of PBC by way of demonstration of how this is meant to support locality-based commissioning. If anyone would like to view these ten case studies which have been developed by t he DH, he would be pleased to make them available.
Questions for Andy:

1. Where is children’s commissioning fitting into WCC?
2. When are we likely to see the draft Procurement Guide?
May 2008

3. To keep the clinicians engaged we need simplified processes – it currently takes an average of 12 months? How can we speed this up?

World class commissioning (training and support) should help – also the procurement guide

4. How do we address the lack of trust?

Difficult – it needs both sides to be prepared to invest in relationships

5. How much faith does the SHA have in PbC?

Lots – but here are real hurdles that we, collectively, need to overcome

6. How is the East of England going to handle World class commissioning?  

?

7. How do we uncouple provider arm?

All primary care trusts will move to ‘arms length’ by end of April – SHA will oversee

8. Emergencies – how do we get the provider we want?

Limited/no choice in emergencies

9. How will PCTs move to increasing freedom and facilitation for PBC?

It will be the only way of commissioning really effectively

10. How will patients know when PbC is working/being successful?

Maybe when one person/entity guides patients through their pathway

11. What is the impact of individual budgets on commissioning?
Should help push com0issioning decisions ‘down

12. What is the evolution of PbC? Is it practice-based providing? =Build, share  or buy approach

Could be but would need to be careful rules to ensure value for money and choice

13. What is the vision for PbC?

Darzi Review will address this

14. How do GPs cope with the threat of competitors who appear to be favoured by the DH/PCTs?
?

15.  GP led provider arms/companies seem to meet lots of barriers within PCTs 

Procurements are open to all…evidence that new providers have had an improvement ‘ripple effect’

16. The Eleven competencies – does this apply to PBCs?

Yes, in my view

17. What are the barriers to PBC and |PCT working as one?

Why is it so hard to get PBC plans through?

Varies by PCT but the SHA testing at the quarterly reviews

18. Will there be a ‘Darzi’ imposition in community services?

Don’t think so.

19. Route map – ground rules for freedom to innovate v. coherent system
Should be agreed with PCT

20. Can SHA describe their role v. the PCT role?

PCTs commission and manage local market

SHA hold PCTs to account and helps them to develop and improve, manages the overall system/market
21. What is the definition of ‘any willing provider’?
(1) Healthcare Commission accredited

(2) Tariff

22. How are Practice-based Commissioners going to be involved in the roll-out of World Class Commissioning?

Not clear. I will take this up with the DH

23. How does the WCC Assurance Framework link to Healthcare Commission, CSCI, Audit Commission etc.?

Regulators should note assessing commissioning – but no doubt ill!)

24. How do PCTs let go? How will SHA persuade them?
Quarterly review of each PCT (involving PEC Chair) including PbC survey.
25. Will co-commissioning and degree of confidence (on both sides Pbc and PCT) be assessed under world class commissioning or as a supplementary process+
Under WCC – views of PbC groups will be a key input and least two of the competencies will look at this

26. Might the SHA consider ‘regional’ guidance on the threshold and criteria that should be used to steer when to tender

 money – risk – no of patients – noise etc

Possibly – we need to see the final procurement guidance.
What does World Class Commissioning mean to you, your PCT, your PbC Cluster and the work you do? 

At last, a framework to be measured against

 It is a sign that DH means what it says that commissioning is most important.

Clarification of (Practice-based) commissioning and provision welcomed

Value to PbC to become world-class -  PCT will need to integrate/become practice based commissioners

Vital signs

Should mean better patient care

Is it relevant to PbCs locally?

WCC should be adaptable locally

If we are world class commissioning, we should be able to identify demonstrable progress

WCC gives stamp of approval

For PbC, WCC could be a barrier if the same assurance is applied to the PbC activities

WCC provides a framework to work together (not just PCTs and PbCs but also social  care, local authority etc.

Opportunity to bring PCTs and PbCs together to commission as one

Must have the competencies needed at PCT and PbC level with appropriate resources to deliver
Desperate for information at PbC level e.g. health characteristics, inequalities, benchmarking, budgets/incentive schemes and acute activity

Importance of engagement with clinicians in both primary and secondary care

Engage the most appropriate person with relevant knowledge at different points in cycle

Joining for profit and for profit, management and clinicians, process and intuition

Tension between gold standard for some and poor service for majority

Aim to move to best possible value for money care for as many as possible within available resources

Re-evaluate over time moving to gold standard for all but remaining within resources

Welcome the structure and Key Performance Indicators or ‘rules’ to commissioning
Need to understand who, what, how, where, when, why the ‘rules’ apply and whether they will apply equally to PbC and PCT?

Could mean more money and business for management consultants…and expertise

Skill gap analysis – freedom to buy in skills

Difficulties in getting real movement

What level of risk are we being asked to take?

Concerns:

Danger that the process supercedes outcomes/quality improvements

NHS has always been world class commissioners – just anew phase

More providers – more choice

Not good at Research and Development and no time to reflect or review current works – identify gap and create new service to fill it – WCC - ?change

Silo thinking

Critical Appreciative Enquiry rather than a negative enquiry

Reveal strengths of clinical engagement in PbC

Patient involvement is still a challenge

Out of World Class Commissioning will come World Class Provision
WCC is a process not outcome-focused – clinical involvement could focus on outcomes

The latest DH ‘fad’ – something to keep us busy until they introduce an insurance-based system

The PCT organisation is restructuring to improve procurement capacity and clinical service design capacity.

Clinical engagement in commissioning has to improve and WCC may facilitate this

There needs to be a way for WCC to recognise divergent views about what ‘quality’ care is – this varies by context

WCC could consume a lot of commissioning effort in ‘box ticking’ exercises – we must avoid this and ensure the focus remains on the outcome of commissioning as much as the process.

Concerns:

Yet another level of bureaucracy

Concern that there is a risk of ticking boxes rather than delivering serves well

Must not reduce variability and flexibility in the delivery of services – must allow innovation
PbC could constrain innovation if bureaucratic

Frontline clinicians (PbCs) will see ‘management speak’ and disengage.

Problem is how to get there?
2. Service Re-design in East of England

Those present were asked to complete a summary form setting out the service areas which they had been working on with a view to this being collated and shared back with everyone to enable people involved with practice-based commissioning to see what else was happening in the region and also to make it easier to share good practice, avoid re-invention of the wheel and encourage joint development of specifications of service. 
3. Development of an East of England PbC Network 

1. Do we want a Network?

There was unanimous support for setting up a PbC Network for the East of England.
Comments included:

Should it be a forum rather than a network? Meet one or twice a year and have a website to share documents, ideas, pitfalls and project plans.

But…practical sharing i.e. what has been a success or failure?

Yes, if it engages PbC cluster leads not just PCT employees
2. How do we want it to operate

Meeting but not too often – 2/3 times a year for education and networking. Electronic contact list, Chat room facility, questions via chat room – if no answers refer to SHA or the appropriate agent.

Service Development Directory e.g. business case log

LINKS to other resources e.g. NICE, HUMANA, DH

Templates of documents e.g. business cases

Once or twice per year. Information data exchange via website for day to day work. Contacts for all groups and work programmes. Message board to post queries – shared agreed protocols. Consensus on issues to remove duplication. Cost, funding by SHA?

SHA to host website? Continue initial organisation of meetings enable group to develop/take ownership. Practical advice/documentation, sample SPMS template contracts

Practical, focused. Learning sets? Clear link to SHA, Strategic element

Virtual – email network has problems of ‘spam’ Website allowing access to chat room, newsletter?> Hyperlinks to important sites/documents
Physical meetings – twice a year? Whole day? Hot topics – cover strategic update, successes, learning

Needs PA/Administrator – 1 person responsible for website – hot issues e.g. fair shares, shared projects, sign posts, interests, care contacts, templates fro business cases, inclusive, what has failed? O

Should it be open to all? 

SLAs?

Submit PbC Newsletter – Q and A
Meetings 3 -4 times a year – half-day – big hitters e.g. Darzi, Colin Thome, Britnell, Johnson, Ricketts

Website – key policy documents and administrative resource to maintain this
Admin resource needed for the network

Meetings – infrequent, purposeful, key issues, education and development

Learning opportunity!!!!

National leads presentation e.g Gary Belfield, David Colin Thome, Darzi, John Oldham

What’s working well in other EOE systems

Influences the SHA to ensure a consistent development programme across  all EOE PCTs
Website must be useful – links a good idea
Meetings 3 times a year are not enough – need something in-between

Network needs managing – altering to new guidance,/useful new contributions, webmaster

Could include levels e.g. clinical network, managers

Directory – people’s roles, specialties
Network should be practical and focused

3. What should the priorities be?

Stability – making sense of World Class Commissioning

Sharing of ideas. Documents to prevent duplication of effort. Structured Education.

Establish ‘virtual network’ with electronic support. Host and maintenance – an SHA role? Access for posting information from PCTs/PbCs – access to information.

Website

Overseeing ‘education’ Contacts list. Join NHS Alliance?

Functioning network/website

Education

Focused events – high quality speakers
Structured education for PbC commissioners – with a qualification 

Agreeing minimum standard of operation for all PbC groups
Ensuring good information

Structured education and development

Getting a grip on urgent care, which is killing the system financially

Website up quickly with hyper links and directory and PbC plans, specifications and other resources
Need to promote use and contributions

4. Who would be willing to be a member of a Steering Group to help put this into place? 

Who does it report to? No-one – although SHA will support outcomes where possible

What is its purpose? To set up forum/network and drive education and development.

Peter Bodden


Heather Watts

Melanie Crass


Andrew Evans

Leigh Garraway


Tony Medwell

Vimal Tiwari


Caroline Humphreys

Catherine O’Connell

Shane Gordon

Parliamentary ‘model’ – allocated seats

Common themes:
Network or Forum should be set up with the help of the SHA but separate from it. Should be independent – explore link to NHS Alliance. As much as possible should be done electronically, meetings should be well-designed, purposeful and focused.
1. Website must be well designed and well managed i.e. very easy to use, always up to date

It should contain:
Links to guidance/useful information, everything to do with PBC

Directory of everyone, their contact details and special areas of interest

Subsections to enable separate debate about clinical and management issues

Calendar of events

Service re-design information to avoid re-inventing the wheel
Information about education and training programmes and tools available including database of useful materials, programmes, case studies (like DH cases)

2.Events –

2 whole days or ¾ half-days face to face meetings per year including hard-hitting national speakers such as Gary Belfield, David Colin Thome.
Also opportunity to share and work on shared problems e.g. how to ensure PbC Clusters have the information they require to commission effectively.

3.Education and Training

Structured training programmes – PbC Academy (NHS Alliance)

Database of useful workshops and useful facilitators

Actions agreed:

Notes of event to be produced and distributed to attendees by email
Specification for website and administration of network/forum to be developed and agreed with the advisory group so that website and programme of events can be organised as quickly as possible.

Service re-design data to be concerted into a matrix and distributed – also will be available via website.

Update on progress to be sent to all attendees by the end of April 2008.
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