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Performance Monitoring Framework
1.1
Introduction 
The intent of this framework is to provide a starting point for developing a means by which the PCT and associated localities may monitor the progress and success of their PBC efforts.  With Performance Monitoring, groups are better able to understand how activities are impacting the health of the East & North and West Hertfordshire area.  It will also provide critical information on how and where services might be behind key targets and provide a basis for decision making and identifying potential action plans for future commissioning activities.  
It is anticipated that this Performance Monitoring framework will evolve as necessary to more robustly meet the needs of its stakeholders.   A preliminary set of Key Performance Indicators has been identified as a first step to initiating performance monitoring.  (See Appendix 1)  The initial framework approach has focused on providing helpful information to stakeholders whilst minimising complexity and building on key existing and relevant data wherever possible.  An important objective throughout has been to foster support and buy-in from all stakeholders.

Additionally, it is suggested that the framework be used to document comparisons between practices across the agreed key areas of performance, thus revealing areas where practices are performing well and progressing so that others may learn from them as well as indicating areas where further support may be required to alleviate under performance.

1.2 Performance Monitoring Document Overview
There is a national requirement for the development of a Performance Framework to provide a mechanism for assessment of PBC performance. The Quality and Outcomes Framework has moved primary care forward particularly in the areas of Chronic Disease Management, data quality and basic practice management.  However, it remains a limited tool for comparing performance in key areas of activity within the PBC arena.

This paper aims to provide an initial introduction to a PBC Balanced Scorecard (PBCBS) tool that has been developed in conjunction with PCT, PBC and PEC stakeholders to deliver a simple performance monitoring system over a range of agreed key performance and quality indicators applicable across localities and PBC groups. It will enable a range of management information to be aggregated to identify the practices and / or PBC groups which require further support or in analysing trends to assist in the future development of the PBCs business case strategy.  
In cases where the information is not readily accessible via the PCT, there is likely to be some variance across localities or GP practices and some data interfaces may be necessary to either manually enter data within the document from individual GP systems or ensure appropriate data set development to facilitate the interface. 

This system will further more enable the development of a central repository for key locality and PBC information.  Additionally PBCBS will enable a level of basic analysis on each of the localities criteria, such as:

· Ranking relative to locality/GP Practice or PBC

· Comparison against the PBC or PCT average

· Comparison against the PBC or PCT minimum and maximum values

· Identification of ‘outliers’, those above or below established standards.
The use of the Balance Scorecard will enable the identification of short and long term issues which may influence performance and enable the establishment of an action plan to combat these.  The following aspirations were identified:

· Identify areas of good practice and high performance

· Provide PBCs with key management information for decision making

· Understand how PBC is supporting PCTs drive towards local, SHA, and National targets

· Identify areas where service improvement efforts should focus to deliver cost efficiencies and improve quality and access (under performance and non-conformance)
· Identify trends over the PBC base and support contingency planning

· Provide additional management information to support identification of service improvement areas, e.g., improvement of access to primary care and promotion of patient choice

· Enable the identification of developmental needs within locales and the capacity to deliver extended services.
1.3 Balance Scorecard
This paper sets out the development of the Practice-Based Commissioning (PBC) Performance Management System into a “Balanced Scorecard” for PBC. (See Appendix 2 for Balanced Scorecard and Sample.)  The Balanced Scorecard provides key performance monitoring information for localities, PBC groups and the PCT, and should be used to determine impact on PCT pledges and Local Delivery Plans.

The PBC Balanced Scorecard (PBCBS) scores each locality or group of GP practices over a range of criteria (see Appendix 3: Data Collection Template).  For each measure, the group is ranked against the other groups across the PCT.  For the ranking of each indicator, the balanced scorecard uses a uniform ranking system where the highest recorded value is recorded with the first rank, i.e. rank = 1 and the lowest with the last rank, i.e., rank = 32.  Thus a league table is created for each indicator.

Additionally, each locality’s performance metric is monitored against a metric target– anticipated as a National/ local, baseline, etc.– and either a ‘green’, ‘amber’ or ‘red’ rating is applied according to whether the  result is equal to, better than, or less than 5% variance to the target (green); greater than 5% and less than 20% deviation from the target (amber); or greater than 20% deviation below (red). 

1.4
Scorecard Analysis
Key Scorecard criteria analysis can demonstrate information in a variety of ways.  For example it is possible to group together indicators and provide a composite picture of performance against, key national or local targets. A general non-compliance with meeting targets clearly demonstrates performance issues within the locale that require further investigation.  Issues could be organisational, clinically based or due to other pressures such as high list inflation, or a low priority afforded to the attainment of national or local targets.

The balanced scorecard indicators regarding referral to secondary care should focus on Practice Based Commissioning (PBC) budgetary performance rather than standardised referral data.  Two key variables are spend against prescribing and acute trust outpatient attendances. It is suggested that Accident and Emergency attendance data by practice should also be considered for inclusion. 

Practices demonstrating significant overspends are unlikely to be pro-active in tackling the PCT overall demand management programme and are also likely find it difficult to participate in PBC invest to save programmes.  This will have an effect on the range of services potentially offered to patients in the future.

However, savings on budget could indicate:

· Referral behaviour has been examined indicating adherence to referral guidelines and demand management initiatives and management of a greater range of patients health needs. One would expect, in this case to see higher scores in QOF, Access and Screening.

· Where there is a failure to refer appropriately and manage patients. One would expect to see poor performance in the listed domains and higher numbers of emergency admissions.

· Where average level of referrals exist (but an inaccurate patient list), one would anticipate a low list turnover and high numbers of patients not seen at 3 and 5 years.
1.5 Dashboard Report

As part of the Balanced Scorecard approach, it is important to have a view of the process from an aggregated and holistic perspective that includes an element of progress and achievement over time.  The creation of a Dashboard will provide a comprehensive view of performance across the area for the PCT.  It will also allow for quick insights into trends in progress or highlight areas that may require additional focus or review.  
A sample Dashboard is included in Appendix 4 to provide an indication of the various schemas that might quickly provide insights to the various trends in performance experienced across the PCT for a particular Quarter.   
As the PCT continues to evolve its performance monitoring, this Dashboard should be reviewed to determine areas where support can be enhanced.

During the preliminary interviews, feedback highlighted the view that communication of performance to the various stakeholders would be critical.  This dashboard should serve as a strong communication vehicle for that purpose. 
Implementation of Performance Monitoring Framework
To derive critical value from the performance monitoring approach for the stakeholders, it is important to implement a process that ensures the following: 

· All stakeholders are engaged, 
· Information is effectively and accurately captured, 
· Decisions are made and acted upon.   
Therefore, some key components to a successful performance monitoring system include the following:

· Communication & Involvement.  Stakeholder buy-in to the value and effectiveness of the information.
· Process & Timing.  Keeping the process simple and easily supportable.

· Systems & Data.  Availability and collection of useful and timely information. 

The following outlines a suggested approach for implementing the Performance Monitoring System identified above.  These are suggestions that the PCTs may use as a starting point for building this process into the organisation’s normal business practices.  

2.1 Communication & Involvement
For a performance monitoring system to be useful, two-way communication to all stakeholders is important.  PCTs will be collecting valuable information from the various sources, and to gain continued buy-in to the process, and to ensure transparency, it is recommended that the PCTs communicate the aggregated information back to the stakeholders on a regular basis.  Communicating the aggregated data back will enable stakeholders to better understand how they individually contribute to the overall PCT framework for achieving its goals.  It will also serve to indicate their position relative to counterpart practices, SHA, and National targets.

2.2 Process and Timing

The approach outlined in this report has been developed based on the premise of leveraging as much of the existing and re-useable forums, roles, information, and data as possible in order to minimise the impact of integrating this process into the routine of the various stakeholders.

Implementation of this process is suggested to be on a quarterly basis in order to minimise the burden of data collection and aggregation as well as to provide information in a timely enough fashion.  This allows the information to flow to the PCT and stakeholders on a regular basis so that action may be taken if necessary to correct any potential problems and minimise the increased workload on locales and PCTs in aggregating data and generating reports.  Below are the suggested steps and process for implementing performance monitoring.
Data Collection.  As agreed with the PBC Leadership team, the approach is based on the PCT being responsible for the collection of data for the Balanced Scorecard.  A significantly robust list of KPIs was further refined to ensure that the focus for measurement was reflective of the PBC process and that the burden of data collection would be supported by the PCTs.   Following the financial quarter end, PCTs should collect existing data to populate the Data Collection Template sheet on each locality or GP Group.  Review of the data requirements indicates that the majority of data for the current Balanced Scorecard is readily available to the PCT.  In cases where additional data is required, the PCT should perform the necessary outreach to obtain it.  
As development of the Balanced Scorecard evolves, it may be necessary to either request additional data from the various localities and/or to obtain data from other sources.  The organisation may also identify new critical information to support the measurement process and this may necessitate definition of new data capture requirements or outreach to other sources. 
Balanced Scorecard & Dashboard Report Development.  The PCT will be responsible for aggregating the data and developing the Balanced Scorecard.  A sample template for use has been included in Appendix 1.  This Balanced Scorecard should be prepared at the locality or Practice grouping level and will provide an indication of the performance of each of the Localities and/or GP groups.  This will provide a better understanding of the relative position of each organisation and where there may be potential opportunities for improvement and cross-learning.

PCT Leadership Reviews.  A quarterly review of the results of the Balanced Scorecard and Dashboard by the PEC Board will be critical to the effectiveness of this approach.  Initially, a detailed review of the performance monitoring results will enable an agreed interpretation of the information provided and clear understanding of the indicators.  Additionally, the results will enable the groups to discuss and agree potential action steps based on any best practice examples or improvement focus areas.

Communication of Results.  Once reviewed and communicated to leadership, the results of the Balanced Scorecard and Dashboard need to be reviewed with stakeholders.  Initially the suggestion is to seek an opportunity to review results in a face-to-face forum in order to ensure the communication between groups is effective, particularly in the case of feedback to potential pilot sites.  Once the process is stabilised and fully operational, it is likely that a less formal communication channel may be adopted.

2.3 Systems / Data Availability
The availability of data has been preliminarily reviewed based on the KPIs and suggested metrics used in the Balanced Scorecard.  In most cases, data already collected by the various groups is available to support the population of  the information in these metrics.  In the attached Data Collection Template, this preliminary review of the available data is reflected and the elements currently not readily available have been identified.  

Communication of any additional data needs from stakeholders should occur as timely as possible in order to provide them with the opportunity to collect or review barriers to data capture as quickly as possible.  

In addition to data capture, enhancements to this process associated with data capture and reporting tools would also decrease the additional burden that this reporting may cause.  Opportunities are included in the “Next Steps” section to address this.

Recommended Next Steps

In order to further develop this initial approach towards a framework for performance monitoring, several items have been identified as critical next steps for the PCT to review. Outlined below are some suggested next steps, including:

Enhance measures to establish a more robust measurement system.  These are a preliminary set of metrics for the PCT to begin working with localities to measure and monitor achievement.  This Balanced Scorecard and Dashboard should be continuously evaluated and adjusted for improvement and robustness of performance monitoring.  As the organisation identifies areas that require closer monitoring and/or additional information to further improve the Commissioning process, they should be included and tracked.
Test the approach.  It is recommended that the PCTs “pilot” the process and the collection of the information with 1 to 2 localities or existing consortium of practices, ideally across both PCT areas.  This will help to identify any changes and/or improvements that might be necessary to ensure the process is executable.  This will also serve to begin engaging and creating the buy-in of key stakeholders to the process.

Continue Dashboard development in parallel with Scorecard enhancements.  Some preliminary examples and thoughts have been provided in the sample dashboard within this report.  However, as actual data is collected and available, it will be critical to review the content to ensure that relevant and appropriate information is being reported on both the Balanced Scorecard and aggregated for trending analysis on the overall dashboard.
Automate data collection and reporting.  Manual capture and entry of this data into spreadsheets is workable within the first several iterations of this process.  However, it is recommended that the PCTs investigate opportunities to automate this process as quickly as possible.  Automation of this process may be simple building of reports utilising data currently available, developing a  database to capture information and generate the necessary reports or investigating software application tools with more robust functionality.  This should be determined based on the requirements and needs identified by the PCT to best support the performance monitoring framework.  
Share Performance Monitoring Approach with Broader Audience.  It is anticipated that once this Performance Monitoring Framework is reviewed and agreed by the PEC Board, it will be shared across a broader audience to continue building its support and buy in with stakeholders.  It is anticipated that two potential venues for sharing this information may include either via HIDAS or the PCT intranet as the most accessible and efficient communications channels to reach that audience. 
Appendix 1:  Key Performance Indicators 
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MMR1 Uptake -2 years

MMR1 Uptake - 5 years

MMR 2 Uptake
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No of emergency admissions with COPD as primary cause for
adrmission

No of ARE attendances due to diabetic emergencies or
complications
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Activity Indicators:

Total Referrals per 1000 patients registered
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No of adults referred to community Mental Health Senices per
1000 registered patients

No of refertals to enhanced primary care senices per 1000
registered patients

No of Minor Procedures performed in primary care setting per
1000 registered patients
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PBC Spend - elective admissions
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Percentage of adults with diabetes with a record of HbA1c
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Signed copy of PBC Framework received by the PCT from the
practice
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Jwith your local population for PEC
Quarterly EOE PBC survey results (rec Q16) purposes?”





Appendix 2:  PBC Balanced Scorecard & Sample
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Appendix 3:  Data Collection Template
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Appendix 4:  Quarterly PBC Dashboard Report Sample
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