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3 BACKGROUND 
3.1 Practice Based Commissioning (Pbc)
Practice based commissioning (Pbc) in the Dacorum region is led by DacCom Pbc Ltd on behalf of Hertfordshire PCT. There is a very simple and straightforward structure which governs the commissioning of services.

DacCom Pbc Ltd was set up, in effect as the holding company, with two registered Directors. However, the commissioning is led by an Executive Committee. This committee is a large group of people, with a representative from many of the 19 Practices in the area, plus other attendees, such as representatives from the PCT and the Patient’s Forum.

At the outset, it was felt that a single large Executive Committee was the most effective method for commissioning services at a local. However, since then, the commissioning environment has changed, and the understanding of what commissioning means and how best to implement it, has also evolved, such that it is felt by many that the current structure no longer delivers practice based commissioning in the most effective way.

In addition to the Executive Committee there are also in effect sub-committees with responsibility for specific clinical or commissioning areas.

The challenge now facing, not just DacCom but all practice based commissioning bodies, is how to challenge the PCT and Department of Health over what is being commissioned, and to take a leading role in service re-design.

It is felt by many stakeholders, both internal and external, that the current structure and large Executive Committee does not enable this to happen and must be changed.

Externally, the perception of DacCom is one of an organisation that has failed to deliver and, just as importantly, failed to engage on practice based commissioning from the outset. This is particularly so with the PCT, with whom the relationship has become very strained. 

However, that is not so say that all activities in DacCom have failed to deliver results. On the contrary, prescribing activities in DacCom in the past two years have been among the best in the country and demonstrate that when the individual practices which make up DacCom work together and to a common cause, that they can perform as well as any practice based commissioning body in the country.

4 SCOPE 

There is currently a growing concern both from internal and external stakeholders regarding the performance of DacCom and its ability to deliver the practice based commissioning agenda compared with other practice based commissioning bodies in Hertfordshire.

Navigant Consulting was appointed to conduct an organisation and business review of DacCom, primarily through a series of stakeholder interviews, reporting back to the Executive Group with recommendations on the following:

· DacCom structure

· DacCom roles and responsibilities

· Review of the Executive Group decision-making processes

5 APPROACH 

5.1 Stakeholder Interviews
Our approach was based around gathering information, evidence and opinions from a wide variety of stakeholders. These included members of the DacCom Executive Group, other DacCom staff, external representatives such as Patient Forum and PCT, as well as key identified staff from neighbouring practice based commissioning bodies.

Findings and recommendations would be fed back to client in two ways; written report and verbal presentation to Executive Group.

A series of 20 stakeholder interviews was conducted, including speaking with staff external to DacCom.

A list of those interviewed is given in Appendix 1.

Following is a summary of those stakeholder interviews, including possible actions and any recommendations.

6 ORGANISATION STRUCTURE 

6.1 Current DacCom Structure
From stakeholder interviews there is a general feeling, especially from internal stakeholders, that the current structure is not working. For example, many feel that roles are not defined, or at best ill-defined, for the requirements of commissioning.

The large Executive Committee is felt by many to allow several Practices to take a back seat to proceedings, and in many cases simply not contribute to DacCom activities, and does little to engage the overall Practice population. While those larger Practices which ‘make the most noise’ gain greatest influence and benefit.

The process of selection to Executive Committee is also unclear to many, and it is felt that in many instances the wrong people are now in the wrong roles.

This also presupposes that DacCom has the right roles and that each is clearly defined. This clarity is not there. Once the overall structure has been agreed upon, clearly defining each role is the next step.

This resulted in several comments from internal stakeholders which referred to the organisation being “run by volunteers”. I did feel that this was slightly unfair, and undervalues much of the work currently being done within DacCom, but it is clearly a widely shared opinion with DacCom staff.

6.2 Use of Locum Cover

DacCom projects and other administration is often carried out and developed during gaps in the working day. The use of locum cover is not particularly widespread, which has resulted in a great deal of juggling of work and priorities for GPs. The consequence is that many GPs are increasing their workload, increasing their levels of stress and in danger of producing work of lower quality than they would like to deliver.

The Pbc budget was developed to pay for the cost of locally commissioned services, and is widely accepted to include an amount to use for locum cover. Neighbouring Pbc bodies, ie. StAHCom and WatCom, make extensive use of locum cover paid for by their Pbc budgets, with the result that fewer appeared over worked and stressed. Indeed, many StAHCom and WatCom GPs use locum cover on for one to two sessions per week, week in and week out.

The quality of work, such as business cases, is currently considered to be superior to that of DacCom, and it may well be the greater use of locum cover is a contributory factor; perhaps more DacCom GPs should take advantage of this on a more regular basis in order to help free up time and resource to deliver on the commissioning and clinical agenda.

When pressed why this is not happening in DacCom on a more regular basis, the response was often that it was too difficult and bureaucratic to organise, such as filling out timesheets and accounting for every single penny, especially when it is only for a small number of sessions.

It was interesting to note that in both StAHCom and WatCom, even those GPs who worked part time gave up clinical sessions and employed locum cover rather than take on additional duties and work.

Clearly, financial accountability is essential, but many internal stakeholders felt that processes and procedures could be made easier. For example, when considering the use of locum cover and compensating for time spent on commissioning work, would it actually be easier to pay Practices an initial budget at the beginning of the year? In this way Practices could plan long term locum cover and then manage and account for any budget as part of normal Practice operations.

6.3 Clinician or Management Led?

In keeping with the other practice based commissioning bodies, the make-up of the Committee is predominantly GP led. This is to be expected given the nature of the work, and it is in no way being suggested that, excluding external attendees, the balance between GPs and Practice Managers is changed.

The commissioned services are always clinical in nature, so it is perfectly reasonable to expect that the operational lead for DacCom must always be from a clinical perspective. However, it must also be recognised that in order to make practice based commissioning work properly, there are skills and knowledge, other than those purely clinically based, which are essential to any success.

This is increasingly being recognised, and clinical leads involve a wider variety of people in projects, recognising that different and complementary skill sets are required to successfully deliver projects.

However, some of the problems over the past twelve months have been caused by a lack of business skills on the Committee. Ways must be found to include more Practice Managers into the business case writing process, for example, providing complementary skills and knowledge to the clinical lead provided by GPs. 

There is a willingness of the Practice Managers Group to be involved to a greater degree, but it is increasingly feeling excluded. With the exception of a few Project Leads, the skills and knowledge of non-clinical staff is being under-utilised.

However, the biggest concern is the size of the decision-making body, the Executive Group. This body has now become very unwieldy and is becoming a blockage to quick decision-making, especially when working on important issues where consensus rather majority agreement is required.

One way to improve the speed of decision-making would be to introduce what is in effect an ‘Operating Board’. This would be clinician led, and comprise of no more than six members, again all clinicians. This ‘Board’ would be responsible for putting together business cases, running projects and supporting the Chief Executive in the day to day operation of DacCom.
6.4 Clinical Project Teams

Below the Executive Group, it was felt that the individual clinical groups were on the whole performing well. For example, the prescribing group has been very successful, as have other groups such as diabetes and mental health.

The difficulty expressed has been to maintain focus and enthusiasm for some projects. It has been all too easy to become distracted by other day to day issues, or for some clinical leads to fail to delegate to other staff more suited to supporting the projects, such as Practice Managers.

6.5 Leadership

It was felt that the current structure has led to a leadership vacuum, with project teams often unsure who to turn to for advice and guidance when issues arise, for example. 

Many of those interviewed mentioned the need for DacCom to develop a Chief Executive role and appoint to the position.

There was a strong feeling among many people that the top team needs a shake-up. The demands and skill set required of the team are now very different from when it was first put together. For example, in the beginning, the role of the Executive was primarily to provide advice to the PCT. 

However, the requirements of the PCT have changed considerably, and more and more DacCom is required to provide business and financial expertise, which are outside of the skill set of some on the Executive. In the beginning there were maybe 5 or 6 targets, but now the agenda is very different encompassing clinical areas such as child health, maternity and intermediate care.

This is not a criticism of any individual, but simply recognises that the commissioning environment is now a very different place from when DacCom started and needed a different blend of skills and people on the Executive, rather than selecting from those who simply have the time.

One way to start addressing this would be through an organisation-wide skills audit. At present, there is little knowledge of the skills and capability of people within DacCom, both from a clinical and business perspective. Understanding the available skills and experience of DacCom staff would then allow the right people to be appointed to the right roles defined earlier. 

This is being done to a certain extent, whereby a greater number and variety of people are involved in projects, but a more formal analysis of available skills and knowledge within DacCom could lead to greater involvement across the organisation and a greater feeling of inclusivity among all staff.

Additionally, many people mentioned the different personalities on the Executive Group. It is felt that the current Executive Group does not work well together and that the different personalities do not complement each other. There may well be a case for running psychometric assessments alongside any skills audit, such as a basic Belbin team roles analysis, if not to drive change in the make up of the Executive Group then to at least better understand the different types of people on the Executive, and to help when planning work groups or project teams.

6.6 PCT Representation

The structure also allows for input and support from the PCT. Under current arrangements, each commissioning body has an assigned Business Manager from the PCT to provide additional business skills and support, help put together business cases, and monitor budgets, as well as provide a link between commissioning bodies and the PCT.

For several reasons, ranging from poor quality staff at the PCT to alleged lack of interest from DacCom, the post of PCT Business Manager to DacCom has remained vacant for several months. The funding is in place, and the PCT assures me the commitment is there on its part to provide competent and high quality support staff, so the question remains why does the post remain unfilled? 

The other commissioning bodies across Hertfordshire cite their Business Manager as crucial in helping them win bids, such as the Out of Hours Contract for example, as well as providing them with a champion for their cause at PCT. The longer DacCom operates without a PCT Business Manager, the longer it will continue to struggle in its relationship with the PCT, as well as struggle on a day to day business level.

Understandably, there is a suspicion that any Business Support Manager is little more than a ‘spy in the camp’ for the PCT. Will this is clearly a risk, the question needs to be posed; what would DacCom be doing on a commissioning agenda that it would not want the PCT to know about anyway?

The experience of StAHCom and WatCom with their Business Support Managers is actually the opposite, whereby the PCT considers their staff to have ‘gone native’ and developed a loyalty to the commissioning body over and above that to the PCT. 

The Business Support Manager is regarded as the ‘Chief Operating Officer’ for the commissioning body, producing and leading the implementation of business cases, as well as chasing through any monies owed by PCT! 

The failure to recruit to this post, for whatever reason, has also placed a considerable burden on both Mark Jones and, in particular, Dr Mary McMinn in addition to her Company Secretary duties. Although Dr McMinn has taken on many of the duties of the Business Manager, she is not based at the PCT, is not a PCT employee, does not interact widely with other PCT staff, and as a consequence, is not as effective as a full time PCT Business Manager would be.

This is not a poor reflection of Dr McMinn, but instead a sad indictment of DacCom as a whole in its failure to take advantage of some opportunities when presented.

A good example was the recent attempt to redefine counselling services. A considerable amount of work was done to put together a new service offering, but because counselling staff had not been consulted on the proposed changes, the changes were not agreed or implemented. This lack of what amounts to basic business skills is damaging DacCom. If the Business Support Manager had been in place this might not have happened, because as a full time resource that person could have driven the process ensuring a business probity to the process and involvement from all relevant stakeholders.

6.7 Recommendations & Actions

· Clearly defined Executive Group roles and responsibilities 

· Review and update constitution/Practice Agreement to better define governance processes, such as election to Executive Group, and circulate to all DacCom staff, both clinical and non-clinical 

· Greater use of locum cover funded form the Pbc budget – would also help clinical project teams maintain enthusiasm and focus by reducing work burden on clinical leads

· Develop streamlined and easier process for claiming budget for locum cover

· Investigate use of annual locum budgets for each Practice

· Skills audit – develop skills matrix so that project leads can identify and call on most appropriate resource

· Develop and appoint to Chief Exec role. This can be part time (probably no less than 3 days per week.) give role authority to get things done. Ideally needs mix of clinical and business knowledge. Preference to wards clinical because would expect input into business cases, providing critical eye on technical as well as business aspects

· Draw up plan to re-elect executive team over the next two year, in order to freshen up, hopefully provide more relevant skill mix to reflect the large changes to pbc since it started, restore confidence of wider DacCom community in executive group. Re-electing and potentially replacing executive team in one year would create too many uncertainties and cause lack of continuity.

· Recruit to PCT Business Support Manager post.

7 DacCom Pbc GOVERNANCE 

7.1 Membership of Executive Group
Several internal stakeholders raised questions around the governance of DacCom.

For example, some were unsure of the current make-up of the Executive Committee. It was felt that the number of people on the Committee had increased, and it was unclear whether any recent additions were there ‘by right’ or whether they were simply co-opted to deliver specific pieces of work.

In many cases, though, this lack of up to date knowledge on which people are part of the committee is partly due to the individual not keeping up to date with information.

However, there were questions raised about non-DacCom staff being involved in the decision-making process. Specifically both Drs Mary McMinn and Gerry Bulger were mentioned.

I am not suggesting that either or both are asked to leave the Executive Group, but greater clarity over each role needs to be given. However, it does confirm other comments regarding a perceived lack of governance and poorly defined roles and responsibilities. 

7.2 Role of Executive Group

At the beginning of practice based commissioning, the structure of DacCom was meant to be representative rather than functional. This meant that each Practice was represented on the Executive Group, and that each Practice had a vote (and in essence a veto) on all issues. At the time, this structure provided a forum for all Practices to engage in the process, especially as at that time the concept of practice based commissioning from the PCT was incomplete and confused.

However, over time the agenda, although still evolving, has become a little clearer and the balance for commissioning bodies has shifted towards the actual commissioning of services. This means that commissioning bodies need a quicker and more streamlined decision making process, and a more functional and business oriented structure.

The downside to this is that Practices need to accept that maybe they have less input into everyday decisions and that consensus is not necessarily required. This situation is analogous to the EU where recent events have demonstrated, it only takes one country ie. Practice, to object to one issue and the whole process theoretically comes to a grinding halt!

While in no way suggesting the dismantling of the Executive Group, the speed of response and flexibility of the DacCom would be better served by the introduction of what is effectively an Operating Board.

7.3 Executive Group Constitution

For some, there was also confusion over constitutional issues and basic company governance. The Executive Committee was felt by some to be unaccountable in many areas, and many people were unclear who exactly sat on the Executive Committee, how they were elected in the first place, and what their roles were.

The question of a Company Annual General Meeting (AGM) was also raised. At the time of interviewing, many people did not know whether an AGM was planned, and who (if any) on the Executive Committee were standing down or seeking re-election.

Indeed, the question of who was on the Executive Group, how (or even if) they had been elected and when they would be required to stand for re-election were unclear.

7.4 Communication

Communication was mentioned many times. Not a single internal stakeholder felt that there was too little communication. Indeed, many felt that at times there was too much information emanating from the Executive Committee, and that sometimes key messages and decisions were being lost among too much detail.

The method of communication needs reviewing and, as was mentioned by several people, brightening up. StAHCom produces a monthly newsletter, and although not widely accepted at first, is now seen by GPs and Practice Managers there as the primary method for receiving information on commissioning issues. While it may be exaggerating it to say that StAHCom staff look forward to receiving each newsletter with great anticipation, as was claimed, over the past twelve months it does appear to have grown in usefulness and is widely regarded as the most effective way to communicate commissioning issues across StAHCom, rather than a daily stream of emails.

Monthly Executive Group meetings are essential and nobody was suggesting cancelling them. However, there was a broad feeling that the meetings were too unfocused and failing to deliver clear outcomes. For example, the agenda was felt to be too big, with too little time assigned to each agenda item.

If the Executive Group was simply a ‘rubber stamping’ forum which received recommendations and papers beforehand from an ‘Operating Board’, than a large agenda is not a problem. However, since the Executive Group is the main decision-making body of DacCom, then this is the only formal opportunity during a month where issues can be discussed. Therefore, the agenda is naturally large, but the time available to discuss each item very limited. This results in decisions being deferred due to lack of time to fully discuss issues and a decision making process which is becoming slower and slower.

7.5 Recommendations & Actions
· Revisit DacCom exec group constitution and redraft as appropriate ie. is it a purely representative body, specify length of tenure on exec group, are all practices (including single handed ones) expected to have representation, specify attendance requirements, define eligibility, voting principles (consensus or majority), is it decision-making body or simply to ratify proposals from clinical groups  etc

· Develop communication strategy to refresh communication to staff eg, monthly newsletter approach, quarterly/half yearly staff workshops for all/selection of staff

8 DacCom STRATEGIC DIRECTION 

8.1 Current Strategy
To put it bluntly, most internal stakeholders and many external stakeholders interviewed felt that there was a lack of strategic direction within DacCom.

This is surprising and very disappointing, especially considering the history of practice based commissioning in West Hertfordshire. DacCom was the first commissioning body to receive Level 3 funding and at the outset was considered head and shoulders above other bodies such as StAHCom and WatCom. Indeed, DacCom was the first practice based commissioning to be set up and blazed the early trail in West Hertfordshire.

A big disappointment for many is the perception that DacCom has lost its way strategically from such strong beginnings, and rather than playing a constructive role expends a great deal of energy in opposing initiatives, such as CATS, rather than looking for ways to make things work to their advantage.

As a group, the stakeholders interviewed nearly all felt that DacCom became too easily bogged down in detail, and was failing to see the bigger picture. 

So, the question can be asked, is everyone in Dacorum bought into the idea of DacCom?

Clearly the answer is no; some are fully supportive while others are simply along for the ride and for what they can get out of practice based commissioning. To be fair, this is also the case in other commissioning bodies, but both StAHCom and WatCom appear to have wider support among their GPs population and a greater number of GPs willing to participate in commissioning activities.

If this feeling of disillusionment and disengagement is not halted, then DacCom will have even greater difficulties in the next two to three years.

8.2 Clinical Assessment and Treatment Services (CATS)

In particular, current DacCom strategy and commissioning plans do not match what the PCT wants. For example, the issue of Clinical Assessment and Treatment Services (CATS) was raised in several quarters and is worth considering in a little more detail.

It may well be that CATS is one of the worst commissioning ideas currently being asked of commissioning bodies. The evidence to date indicates that CATS fail to save money and actually reduce access to hospitals, reasons which form the basis of DacCom objections to CATS. However, DacComs opposition to CATS came across as being obstructive and of offering no alternative. If the perception of the criticism had been less confrontational and alternative visions of how a CATS should operate, then perhaps the outcome with the PCT might have been different.

The fact that other commissioning bodies, especially StAHCom, has taken on the concept of CATS, did not help the DacCom cause and has further damaged the position of DacCom with the PCT. It is not as if StAHCom simply tugged a forelock and implemented CATS as directed by the PCT. The StAHCom plans for CATS show differences from those of the PCT, but due to the fact that StAHCom was prepared to try, it was allowed to submit alternative plans which better suited the local needs. If DacCom had implemented CATS, then this would have demonstrated many things to the PCT, that:

· DacCom was supportive of the commissioning agenda (and the PCT)

· DacCom was capable of commissioning in Primary Care (especially important considering current plans for Hemel Hempstead General Hospital)

· DacCom clearly understood the local needs of patients

· DacCom had the vision and commitment to play a central role in developing the concept of practice based commissioning. 

Whatever the merits or otherwise of CATS, I would suggest that failing to develop at least one CATS has been very damaging to DacCom. The experience of StAHCom also demonstrated that the final shape of any CATS can be moulded by the commissioning body and not the PCT.

In hindsight, the battle over CATS was actually one that DacCom did not need to have. It would have been far better for DacCom to have piloted one CATS, shaped entirely to the needs of the local community and not the PCT, rather than decline to be involved and to all intents and purposes, be seen to be heading off in another direction. 

One possible reason why the other organisations embraced the concept of CATS more readily than DacCom is the perception that GPs in StAHCom and WatCom are more entrepreneurial than their DacCom counterparts. StAHCom GPs are seen as less risk averse, and the organisation culture one of ‘can do’ or ‘will try’ rather than the perceived ‘it won’t work here’ attitude within DacCom.

Clearly that is a sweeping generalisation and in many quarters patently untrue (DacCom has a strong core of GPs willing to try and make practice based commissioning work and to try new ways of service commissioning and delivery), but it is a widely held belief, especially at PCT level, and does DacCom few favours in its attempts to deliver its commissioning plan.

8.3 The Current Commissioning Environment

To be fair to DacCom, the commissioning agenda has been evolving over the past twelve months and is now very different to when DacCom first started operating, so it is not surprising that events may have overtaken the delivery of commissioning plans. Policy changes driven from the centre of the NHS on a regular basis serve only to confuse and complicate issues further, and a rapidly changing local health environment, such as with the proposed reconfiguration of Hemel Hempstead General Hospital, does not help either.

Indeed, many people felt that it was only now that DacCom had finally worked out what practice based commissioning was really all about! As a consequence, there was a general reluctance to step back from what was happening and a feeling that DacCom should take greater control of the commissioning agenda in Dacorum, and should be regarded as the driving force for commissioning in the area.

However, to do this, DacCom needed to revisit its strategic plan and ensure it still fitted in with the current commissioning environment, and if not, then a more appropriate plan developed.

What is important, though, is that DacCom now recognises the current commissioning environment, and develops a strategy accordingly. Of equal importance as well is for DacCom to imagine and plan for future scenarios and how it will adapt and evolve in order to ensure that practice based commissioning delivers now and into the future.

8.4 Strategy Development

For many, the lack of a strategic direction is a considerable cause for concern. Although DacCom does have a commissioning plan, it is felt by some people that this simply reflects the ideas of the PCT, is the view of a small number of people within the Executive Group, and is not one that DacCom has developed as a whole or which truly reflects the needs of the local population. As a result, commissioning was felt to be piecemeal or simply knee jerk reactions to requests or instructions from the PCT, and at times took on the feel of simply commissioning more and more services with no thought as to how they fit together, and most of which are not needed locally anyway.

There appears to be limited buy-in to the commissioning plan from practices, most of whom did not feel consulted during the development of the plan or part of the process. Any commissioning plan should be relevant to activities at surgery level, and it was felt that this is currently not the case.

Although the Commissioning plan does exist, for many it is not clear how the services are selected, where the commissioning agenda is coming from, and whether the commissioning is actually cost effective.

Commissioning targets are being met, but often the feedback from GPs was that in many cases they were not making a big difference to patient care.

This perceived lack of strategic direction is felt by many to be largely responsible for the low profile of DacCom, especially with the PCT, and why DacCom is appearing to be left behind by the other commissioning bodies.

For example, StAHCom has a clarity of strategic purpose and has devoted a considerable amount of energy getting close to the Public Health Officer and trying to understand the public health agenda. This emphasis on relationship building and being politically astute has contributed to the success of StAHCom in many areas, such as winning the Out of Hours contract and the Urgent Care bid. This is in sharp contrast to the approach of DacCom, which many within the organisation believe has little understanding of public health management issues. Also, in these particular cases, a great deal of time and effort was put in by many people, and although it is a fact of life that not all bids will be successful, at present the structure and lack of overall strategic direction means that DacCom will continue to be unsuccessful when it comes to bidding for services.

However, there are examples of clinical projects where DacCom does have a clear strategy, and coupled with a strong commitment from staff, is delivering very good work, and in one case, is regarded as among the best in the country. 

I refer, of course, to the changes in prescribing practices. As a clinical practice which impacts all GPs on a daily basis, clearly there are advantages for this project when compared with, say, less commonly used clinical services. However, what the prescribing project has shown is that when there is clarity of purpose, strong ‘buy-in’ from across the Practices driven by financial incentives, but in particular strong clinical leadership, then DacCom is more than capable of performing with the very best in England and Wales.

DacCom should be extremely proud of its record in prescribing and its reputation as one of the best. The question is, how can it learn from this undoubted success and apply this learning across all that it does. 

It is clear that many people, both in DacCom and the PCT, regard practice based commissioning as a very inefficient but politically expedient method for commissioning services locally. For example, the organisations actually spending the money do not have budgetary responsibility, and many of the commissioning decisions are not made locally but instead imposed from the centre. Many GPs, not just in DacCom, are very suspicious of the motives for practice based commissioning, which in part explains the reluctance of some to fully engage with and contribute to the commissioning agenda.

However inefficient and contradictory this state of affairs has become, the upshot is that practice based commissioning is here to stay for the foreseeable future. DacCom needs to accept this and make the best of it what it considers a bad situation.

8.5 Recommendations & Actions
· Current plan has not achieved widespread buy-in, but too late to start again, so draw up new business planning cycle making the process more inclusive and consultative for 09/10 eg. strategy workshops held externally, possibly externally facilitated, such as at Ashridge or by other local business consultants

· Need to engage the whole of DacCom. Put together staff ‘conference’ to highlight progress of DacCom to date and ask for input into strategy development

· Develop series of staff workshops, to be run by chief exec, on quarterly/half yearly basis for set number of staff from each of Practices. These can be to help develop comms process, input into strategy development, etc. the programme of events is up to DacCom. These staff members then have responsibility to feedback to their practices at their regular practice meetings, in effect developing a cascading mechanism to communicate workshop outcomes to all staff

· Run feasibility study to develop and implement one CATS. This will also have the additional bonus in that it can be used to  start to help repair the relationship with the PCT. This is not a commitment to implement one, but a chance for DacCom to design what it thinks a CATS should look like.

9 leadership
9.1 Clinical Leadership
The issue of leadership was raised time and again.

The quality of clinical leadership was raised by several stakeholders. This was not a criticism of technical clinical skills of DacCom GPs, nor a criticism of those DacCom GPs currently leading projects, but rather a criticism of a perceived lack of commitment of a larger group of GPs to lead projects and develop a strong DacCom commissioning agenda.

Other commissioning bodies, particularly WatCom, have a greater number of GPs willing to take responsibility for clinical projects. While the quality of clinical interventions of DacCom staff is not in question, there is a feeling that fewer GPs are prepared to ‘step up to the plate’ and assume leadership positions. This places an unfair burden on a smaller group of DacCom GPs.

9.2 Business Leadership

Many internal stakeholders felt the problems were centred on management or business leadership. Interestingly, external stakeholders felt many problems were caused by clinical leadership, not from a clinical competence perspective, but simply a perceived reluctance for a large number of DacCom GPs to take lead roles in clinical projects.

Some internal stakeholders felt that DacCom was not good at taking the tough decisions, primarily because it didn’t want to upset people. There are various examples of where individual practices are failing to follow clinical guidelines along with everyone else, such as in prescribing. DacCom as a whole does not appear to have the commitment to bring these practices into line with everyone else, either collectively or through an appointed business leader, such as a Chief Executive.

9.3 The Role of a Chief Executive

This also extends through to clinical project teams. On the whole, the clinical project teams have delivered some exceptional work. For example, not only is DacCom considered good when it comes to prescribing practices, it is actually placed in the top half dozen in the country, an outstanding achievement by any standard.

However, it was felt by many that the general lack of leadership across DacCom has caused some difficulties. For example, when projects encounter problems, it is unclear who these teams can turn to for advice and support to resolve issues. 

Several people mentioned the need to keep project teams and, in particular, project leads motivated and on-track. Appointing someone into a role with real authority and influence would provide invaluable support to and help motivate project teams throughout the duration of projects.

Similarly around business planning. Although DacCom does have a commissioning plan, I do not get a sense that all practices were involved in its development and as a consequence, are not necessarily fully engaged with what DacCom is trying to do, despite the best efforts op Mark Jones and, in particular, Dr Mary McMinn.

Clearly, simply the action of appointing a Chief Executive would not solve this problem. However, the experiences of StAHCom and WatCom are very interesting.

WatCom did not appoint a Chief Executive at the outset and still does not have one in place. However, when I met with WatCom, Peter Bodden was unequivocal; “If I had the chance to go back and change any one decision, then it would be to appoint a Chief Executive from the start.”

Although far from being a total success, despite its own opinion to the contrary, StAHCom has benefited immensely from appointing a Chief Executive. Crucially, the role has authority to get things done and hold individual Practices to account.

It may be that the title of Chief Executive is a little grand for the role, and that the post is more akin to Chief Operating Officer or Programme Manager. However, what is clear is that appointing to this leadership role provides a focus and point of authority for getting things done.

Indeed, StAHCom even went a step further and appointed an independent, external Chairman.

9.4 Recommendations & Actions

· Link to the strategy development workshops to engage a wider audience across DacCom, especially GPs. A larger group of GPs is required to help lead DacCom on clinical issues and to reduce the burden on the current small group of GPs leading projects

· The skills audit suggested in section XXX, is a perfect opportunity to map out the skills across the whole of DacCom, clinical and non-clinical. In this way, a better blend of skills can be assembled on project teams to help deliver more successful projects

10 hertfordshire pct
10.1 Current Relationship
To all intents and purposes, DacCom’s relationship with the PCT has broken down. Indeed, some stakeholders even used the word ‘antagonistic’ when describing the relationship, feeling that a lack of transparency to preserve the PCTs hidden agenda is further damaging the relationship.

There is a perception from within DacCom itself, that the DacCom Executive Group does not want to cooperate with the PCT, ranging from some who just want to disagree all of the time to others who have their own agenda to promote. 

There is also a sense that many of the problems are personal in nature, which at times spill over into a public arena, and which do not reflect well on either the PCT or DacCom. Several stakeholders spoke of feeling uncomfortable at meetings with the PCT, and some even said that they had considered their position on the Executive Group because they were unhappy with certain behaviours and felt they reflected poorly on DacCom and had no wish to be associated with them.

With this in mind, it is fair to ask whether this relationship can be rescued?

However, to put it bluntly, when it come to the relationship with the PCT, there really is no choice. Unless DacCom wishes to remain the ‘poor relation of the region’s commissioning bodies, then it must work hard to fix the relationship and make sure it starts to work on behalf of the interests of DacCom.

However, in the interests of fairness, the relationship difficulties have not been all one way, and the PCT must share much of the blame for the current situation.

Many in DacCom feel that the PCT has not always been even-handed in its treatment of DacCom compared with the other commissioning bodies. For example, as a result of several reorganisations and changes at PCT level, most of the staff at the PCT offices have long standing relationships with WatCom, for example, rather than DacCom. The perception is that DacCom will always be regarded as the poor cousin of the other commissioning bodies.

The general feeling is that the PCT treats DacCom differently and is deliberately leaving it behind.

Indeed, one external stakeholder even suggested that sometimes the PCT had been misleading in its comments, clearly demonstrating a lack of trust between the parties. For example, there is a perceived disconnect between some of the activities of the PCT and those of DacCom, with the PCT conducting reviews of certain services without informing or involving DacCom.

Not unnaturally, this is a situation which the PCT denies, placing most of the blame squarely at the door of DacCom . As with most cases, the truth appears to lie somewhere in the middle.

It is true that StAHCom and WatCom enjoy far greater constructive relationships with the PCT than DacCom. However, the PCT denies that this is simply a case of favouritism and historical relationships. While history does a play a part, the hard truth is that StAHCom and WatCom are more politically astute than DacCom, and have actively engaged and tried to understand the PCT. The result is that they enjoy good relationships at all levels, and both have benefited from business and commissioning decisions in the past.

Also, from the standpoint of the PCT, history and established relationships will appear as a ‘comfort blanket’ to PCT staff when all around them is wider political uncertainty, the upheaval of yet another reorganisation and another change to the commissioning agenda. From the perspective a PCT employee, if the relationship with DacCom is not good, then that is just another problem they need to address, but in the grand scheme of things is actually a small problem. It is little wonder, then, that the reaction of PCT staff is to withdraw into their comfort zone ie. established and good working relationships with StAHCom and WatCom, and no longer make a huge effort to repair the PCT-DacCom relationship.

Data provision by the PCT is not good, especially financial data, both in terms of the quality of data and also the legacy systems still in use. If the PCT cannot provide robust and accurate data, how can it expect the commissioning bodies to make good business and clinical decisions?

During the last few years, the PCT has suffered from many politically driven reorganisations and appeared in many different incarnations. This has clearly not helped the PCT to deliver on a day to day basis, and has certainly not helped NHS Trusts or commissioning bodies. However, where DacCom has missed an opportunity is in being a friend to the PCT (however unpalatable that prospect may be for some) and helping it understand and deliver its agenda. The other commissioning bodies were far more supportive towards the PCT in its early days, and this partly explains why they have done better when it comes to support from the PCT. 

The PCT is felt to be over-sensitive to criticism. Operating in this political environment it is hardly surprising.

From the outset the PCT assured DacCom that it would support it, but has not fully delivered on that promise. Part of the problem were the political manoeuvrings taking place elsewhere which meant that the PCT became very internally focussed and lost many good staff. However, that is not the fault of DacCom and should have been something which the PCT overcame rather than allowing circumstances to overtake it. 

While DacCom does undoubtedly miss out on opportunities with the PCT, the PCT will argue that it is the fault of DacCom for failing to engage and support practice based commissioning.

However, what is clear is that if DacCom does not begin to engage with the PCT and mend the relationship, then it will continue to miss out and in worst case scenarios, will become isolated and vulnerable to other external forces, such as the possible imposition of a Darzi Centre or the reconfiguration of Hemel Hempstead General Hospital.

The hard truth is that unless DacCom and the PCT repair their relationship, then DacCom will continue to be a distant third behind StAHCom and WatCom.

However unpalatable that truth, unfortunately DacCom must make the first move to repair the relationship and must become more cooperative and engaging with the PCT and the other commissioning bodies.

10.2 PCT Business Support Manager

The first step in that process must be to complete the recruitment of the Business Manager, so that DacCom can establish a permanent representation at PCT head office.

DacCom must become more politically astute. The PCT is a very political animal, its structure is very top heavy, and its processes bureaucratic. However, DacCom needs to recognise that the PCT is being squeezed from both ends. At one extreme the Department of Health is continually changing priorities and health agendas for political reasons and applying pressure to PCTs to implement new plans as quickly as possible and deliver visible results. At the other end the PCTs are being pressured by commissioning bodies such as DacCom, patient groups, primary care Trusts and even project teams or policy teams, such as Lord Darzi and the development of polyclinics.

This has implications for the way in which projects are initiated and delivered. For example, the diabetes project has suffered from political interference from the PCT. On the one hand the PCT tells the commissioning bodies that it is their project for them to develop and deliver, while on the other it maintains tight control on activities, resulting in near paralysis of the process, simply through the PCTs desire to protects its own interests over and above those of the commissioning bodies.

Again, understanding the PCT agenda may not solve every problem, but will at least give DacCom an insight into where it can help the PCT as well as take advantage of opportunities to deliver projects specifically for the benefit of DacCom.

10.3 Recommendations & Actions

· Appoint PCT Business Support Manager. This post should be used alongside the Chief Executive to begin to mend the relationship with the PCT

· Appoint Chief Executive

11 DacCom BEST PRACTICE
11.1 Prescribing
The prescribing project is a good example of when DacCom really sets its mind to a problem, it can deliver, and deliver to a high standard being acknowledged as a leading group across the whole of England and Wales.

The question must then be asked, if DacCom can deliver to such an exceptional standard when it comes to prescribing practices, why can’t it do likewise in other projects?

What are the lessons to be learnt?

Firstly, the project has clear strategic direction. The required outcomes are clear and people know what success looks like. This has made it easier to develop operational plans to achieve targets.

Secondly, there is clear clinical leadership. The clinical lead for the project, Zunia Hurst, has clear authority to address issues and hold individual practices to account over prescribing practices and costs.

Next, the practices all appear to be bought into the concept of changing prescribing practices. There has been wide consultation on how this will be achieved and coupled with clear strategic direction and clear clinical leadership, the individual practices have fallen quickly into line and want to achieve targets. As clinical lead, Dr Hurst devoted a great deal of time and effort to engage each clinician in each Practice, including always being available to colleagues for any questions or follow-ups.

The benefits to practices are clear and financially driven. This is clearly an incentive and one that has motivated many practices.

Many of the obstacles were external to DacCom, for example with the hospital clinicians. The strong leadership extended to challenging the hospitals on behalf of DacCom and changing behaviours and attitudes there through constructive engagement and consultation rather than confrontation.

This initiative was seen as a DacCom-wide project, benefitting all Practices rather than just one or two of the larger Practices.

Lastly, the relationship with the PCT. This is one of only a couple examples where DacCom has a strong and constructive relationship with the PCT. Admittedly the relationship goes back several years and individual relationships stretch back several years in some cases, but it does show what can be achieved if there is a supportive attitude and relationship with the PCPPT.

11.2 Recommendations & Actions

· Run project review workshop to capture learning from this project and develop and apply template for all future projects

12 learning from other practice based commissioning bodies
Much was made of the approach and successes of neighbouring practice based commissioning bodies. Several stakeholders were interviewed who were able to provide an insight into how these organisations operate, their successes and their challenges.

Clearly, in recent times they have been more successful than DacCom, however, I believe that neither are the unqualified success many will have us believe.

However, there is good learning to be gained from the way they are structured and operate. This is summarised below.
12.1 Clinical Leadership
Neighbouring commissioning bodies, specifically StAHCom and WatCom, enjoy greater relative success than DacCom. While this is no way implies that StAHCom and WatCom are the ideal model for practice based commissioning (which they clearly are not), there are many lessons DacCom can learn from the way they operate.

Both groups appear to have more unified groups of GPs. For StAHCom the smaller number of practices and smaller geographical area are obvious advantages. However, this does not apply to WatCom, which has a greater number of Practices, and yet as a group the WatCom practices work better together. This has resulted in a larger core group of GPs committed to the concept of practice based commissioning.

Indeed, WatCom can point to history of several years’ collaborative working between different Watford Practices, which has clearly been an advantage when trying to develop some kind of ‘corporate culture’ for WatCom.

The current image of DacCom, both internally and externally, is that it is a more loose coalition of Practices, many of whom still prefer to work independently. This makes it difficult for DacCom to define a clear, unambiguous strategic direction, since many Practices are not necessarily 100% committed to what DacCom is trying to achieve in the first place.

StAHCom in particular understands the value and importance of the corporate body. This has provided a strong sense of identity for the Practices, and has been used effectively in discussions with the PCT to demonstrate a ‘one-ness’ of purpose and unified body.

This clearly helped StAHCom in the recent bids for out of hours care and when being appointed as preferred bidder for the acute unit.

12.2 ‘Operating Board’

Both have in effect small, focussed ‘Operating Boards’ which are then accountable to a larger Executive Group, which is representative of all the Practices. With clearly defined roles and responsibilities, these ‘Operating Boards’ are then able to develop business cases and ensure the smooth day to day operation of their respective bodies far more easily than DacCom is currently able. These smaller Boards make them both more flexible and more responsive to requests from the PCT, and as a result, has put both in more advantageous positions compared with DacCom when it comes to bidding for services.

12.3 “Playing Politics”

Much has been made of how well both play the political game. This is easy to dismiss as simply ‘spin’ or irrelevant, but the outcomes are clear for all to see. Admittedly historic relationships with PCT staff play a part, but this does not disguise the fact that both have influence over senior PCT staff through regular contact. For example, both Andrew Parker and Suzanne Novak will know roughly the strategies of both StAHCom and WatCom and how they fit with the overall strategy of the PCT. Could the same be said of DacCom?

StAHCom likes to refer to its relationship with the PCT as symbiotic. While this is probably a little grandiose, it does neatly explain the StAHCom approach to the PCT. It is recognised that StAHCom has an organisation agenda, and that the PCT has an organisation agenda, neither of which will fully overlap. Throw into the mix the various personal agendas of Mo Girach, Andrew Parker and Suzanne Novak among others, and there is a recipe for considerable conflict.

However, what both sides have recognised is that each can influence the other and use their resources to help deliver their respective agendas. For example, Mo Girach meets monthly with Andrew Parker to talk though issues, problems and to talk through any potential issues so that there are no surprises. 

Similarly with WatCom. Ian Isaac makes considerable time away from his clinical duties to engage the PCT, which is also paying dividends.

Can DacCom honestly say that the PCT knows the same level of information about them?

I mentioned previously the CATS programme, and how especially StAHCom had embraced the programme whereas DacCom had opposed its implementation. This is a good example of how StAHCom used the situation to its advantage and stole a further march on DacCom.

For many in DacCom, they will have considered StAHCom implementing CATS as simply kow-towing to the demands of the PCT. StAHCom, on the other hand, regard CATS as allowing it to be in control of service commissioning and provision. As always, the truth lies somewhere between the two.

StAHCom maintains that it, too, was initially sceptical of the benefits of CATS and was reluctant to become involved. However, with its structure of a small ‘Operating Board’ of six GPs, it was easy to assign one member to review CATS and lead a project team to come up with alternatives to the initial proposals.

However, what is clear is that StAHCom did not simply implement what the PCT told it to. Some of the services the PCT outlined in the specification StAHCom removed prior to implementation, but because their relationship with the PCT is fundamentally sound, and because they approached the PCT with solutions rather than simply objections, then the PCT allowed StAHCom to develop and implement its own version of CATS.

If, as DacCom suspects (and, if it honest, StAHCom to a lesser extent), CATS prove to be less than successful, then StAHCom is in a far stronger position than any of the other commissioning bodies to turn round to the PCT and argue that CATS has failed and should not be pursued further.

The StAHCom approach to CATS encapsulates its approach to practice based commissioning as a whole. StAHCom says that it leads the PCT when it comes to commissioning services in the St Albans and Harpenden areas. Again, as is always the case with StAHCom, the truth lies somewhere in between, but what is clear is that StAHCom has a greater influence over its commissioning agenda that DacCom has over its.

Both StAHCom and WatCom are realistic enough to accept that there is ‘must do’ commissioning from the PCT, but that otherwise each can deliver services that are specifically aimed at local issues, which is basically what practice based commissioning is all about.

12.4 The Role of Chief Executive

The role of Mo Girach at StAHCom as Chief Executive is both well known and widely seen as a success. Setting aside personalities, the role of Chief Executive provides an operational focus for StAHCom, and with the relevant level of authority, has the ability to make things happen across the organisation. 

Interestingly, WatCom does not have a Chief Executive and relies very heavily on Ian Isaac to convey the needs of the organisation. Interestingly, Peter Bodden who leads the Practice Manager’s input into WatCom admitted that knowing what they do now, if WatCom was starting again tomorrow then it would begin by recruiting a Chief Executive.

Both believe the post of Chief Executive is crucial to the successful operation of a commissioning body. What is also interesting, is that both also believe that it does not have to be a full time role. The role at StAHCom was once described to me as like a safety blanket for the Board. Assuming the right person is appointed, it gives the Board a get out and is a source of sound, objectively critical advice.

The role at StAHCom was recently advertised as a 3 day per week role, £60,000 salary, plus up to £20,000 bonus depending on performance and achieving targets. Naturally, this role is funded from the commissioning budget.

StAHCom also went a step further and appointed an external, independent Chair. Again, the post is paid for through the commissioning budget, and charged out at the normal hourly rate claimed by GPs.

I think the value of this role is open to question, although both StAHCom and the PCT think it is a crucial role. Where StAHCom has been particularly astute, though, is in its choice of job holder. StAHCom appointed an ex-Chair of the PCT and from its point of view is clearly deriving great value from commissioning and political advice, as well as further cementing its relationship with the current PCT.

Time will tell whether this appointment delivers all that StAHCom hopes for.

12.5 The Use of Locum Cover

Both StAHCom and WatCom use locums extensively. For example, Dylan Phillips at Harpenden regularly gives up at least 2 clinical sessions per week to allow him sufficient time for commissioning work. This is typical of other clinical leads in both organisations.

Neither were prepared to tell me the exact cost of locum cover, but clearly both organisations and the PCT believe that any cost is providing value for money. In practice, the same locums are engaged week after week, so after the usual expected difficulties in coming to terms with a new practice, consistency of service at Practice level is soon re-established.

In addition, the quality of commissioning work goes up and project leads are less stressed when compared with their counterparts at DacCom.

It may also help explain why StAHCom in particular has recently been so successful with bids. If time and resource is properly devoted, then all things being equal, the quality will improve.

12.6 Communication

According to StAHCom, the single most important thing they do for staff is the monthly newsletter. On average, Mo will receive between 10-12 queries per month on issues raised. All other communication is kept to a minimum.

What this has done is focus the minds of GPs and Practice Managers on a single source of information. In that way, information can be simply conveyed and controlled, and messages are seldom ‘lost’.

12.7 Engaging All Employees

Both StAHCom and WatCom believe they have excellent clinical leadership. This is not necessarily from a technical point of view, but from an engagement standpoint. Both organisations did have an advantage over DacCom in that practices in both areas had historically worked well together in small clusters or special interest groups. The concept of joint working needed in practice based commissioning therefore came easier to Practices in StAHCom and WatCom than in DacCom, which had a history of Practices working independently of each other.

As a consequence, both have a large, strong and committed group of GPs willing to take on clinical leadership roles. This enables both StAHCom and WatCom to spread the load across more people, reduce the strain on individuals, and deliver high quality bids on time.

The clinical leaders within DacCom are no less capable than their counterparts in StAHCom or WatCom, its just that they are less supported by the wider GP community and consequently carry a greater burden in the delivery of practice based commissioning.

The final point is about engaging the wider GP community, or at least ensuring that if there are ‘passengers’ in the organisation that they are at least compliant and delivering what is required to the necessary standards.

Both StAHCom and WatCom have embarked on a strong performance management programme whereby individual Practices must achieve minimum targets, for example in the obvious areas of prescribing or referrals. If Practices are found to falling behind or simply failing to comply, then budget will be withheld from them.

In this way, lack of complete engagement is no excuse for not delivering on basic promises. One thing is for sure, it has grabbed the attention of under-performing Practices like no other initiative!

I know that DacCom is considering similar action with respect to prescribing, and that too appears to be having the desired effect!

12.8 Conclusion

From my short time with StAHCom or WatCom staff I do not believe either is the exemplar organisation at least one of them purports to be when it comes to practice based commissioning. Indeed, in many areas DacCom is their equal, and in some, such as prescribing, is clearly superior in performance.

However, one thing is clear; when the total performance of all three commissioning bodies is compared, both StAHCom and WatCom are currently more successful than DacCom.

The lessons are not particularly difficult to learn, but putting the situation right will require effort and commitment on the part of DacCom, engaging staff at all levels and in both clinical and non-clinical roles.

Leadership is key, which is why the role of a properly empowered Chief Executive is so important. Without this role, given the proper authority and responsibilities, then it is more than likely that DacCom will continue to function in much the same way as it is now.

If the Executive Group, and the wider DacCom population, is satisfied with the way it is operating at the moment, then clearly nothing should change. However, if the view is one of taking control of the commissioning agenda in Dacorum, leading the development of any proposed Darzi centre, and more importantly, being seen to lead the process of the reconfiguration of Hemel Hempstead General Hospital alongside this, then DacCom needs to change the way it is structured, but more importantly, how it is led.

Appendix 1
List of Stakeholder Interviews
DacCom Pbc Ltd
Dr Jerry Bulger

Dr Corona Ciobatu

Dr Trevor Fernandes

Dr Richard Gallow

Dr Zunia Hurst

Dr Mary McMinn

Dr Elizabeth Ponsonby

Dr Meena Savla

Dr Bernie Tipple

Dr Richard Walker

Sheila Burgess

Mark Jones

Sue Rivers-Brown

External Stakeholders
Peter Bodden, WatCom

Dr Mo Girach, StAHCom

Dr Ian Isaac, WatCom

Caroline Johnson, Patient’s Forum

Suzanne Novak, Herts PCT

Dr Dylan Phillips, StAHCom

Katrina Power, Herts PCT
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