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Proposal:

1. Establish a legal entity (‘DacCom’) to coordinate PbC in Dacorum.

2. DacCom would be mandated to improve patient care and realise more efficient and appropriate use of resources rather than merely to achieve cost-savings through the rationing of services.

3. DacCom would be an administrative organisation, established to do as much as possible of the work involved in PbC whilst leaving as much decision-making as possible with the practices.

4. DacCom would be a Limited Company (this is easy to set up and invokes conventional solutions to issues of liability and accountability).

5. DacCom would be owned by the practices, as shareholders in the Company.  Distribution of shares would be based on an agreed formula designed to create a ‘felt-fair’ balance between the influence of larger and smaller practices.

6. The shareholders would appoint practice members as directors of DacCom, as required to manage the work of the Company.  This would include (at least) a Clinical Director and an Operations Director (to manage the administrative work of the organisation) plus a Company Secretary (as required by law).

7. Directors would be unpaid.  However, practices would be reimbursed for the cost of providing these resources to DacCom.

8. DacCom’s articles of association would require the directors to submit themselves for re-election annually at the Company AGM.  Provision would be made in the articles for shareholders to convene an EGM at any time and require the directors to resign if the majority of the shareholders approved such a resolution.  These mechanisms would ensure the close accountability of DacCom to the practices.

9. DacCom would employ staff as necessary to do the work.  All vacancies would be advertised openly and filled through a fair and objective recruitment process.  The employment of current PCT staff within DacCom will be driven by a desire to acquire the best resources for this organisation (meeting identified needs) rather than by a desire to find employment for otherwise redundant staff.
10. DacCom could also ‘buy-in’ expertise from the practices.  Practices would be reimbursed for the cost of providing these resources.  DacCom would also engage the services of external professionals eg solicitor, accountant, as required.

11. The role of DacCom in the key activities associated with PbC would be as follows:

11.1. Implementing payment by results:

DacCom would undertake as much as possible of the data collection, providing expert resources to work with (and in) the practices where necessary to verify data.  DacCom would undertake all of the data analysis and authorise the PCT to make payments based on verified data.  DacCom would provide regular reports and feedback to the practices.

11.2. Reconfiguring care pathways:

DacCom would analyse the commissioning budgets in depth and identify priorities for service redesign.  DacCom would also receive proposals for service redesign from the practices and others.  DacCom would convene ‘selection panels’ to evaluate proposals, generate service specifications, evaluate tenders and select provider organisations (ie make the commissioning decisions).  The number and lifetime of selection panels would be defined to create a balance between continuity and the broadest possible participation by member practices.  All practices would be invited to nominate representative(s) as panel members.  Where necessary, a transparent and fair process would be used to create a panel from the pool of nominees. Practice representatives would make the commissioning decisions.  Selection panels would be organised by DacCom but DacCom personnel would not have a vote in the commissioning decisions.  

11.3. Managing referral rates:

DacCom would evaluate data and provide anonymised reports to the practices.  Where the referral rate of an individual practice deviated substantially from the average, the reasons for this would be discussed with the practice.  No ‘sanction’ against an outlier practice is envisaged.  However, in an extreme case it would be possible for DacCom to raise the issue at an EGM of shareholders and seek advice regarding any action to be taken.

12. We expect Dacorum practices would wish to create a provider organisation to facilitate the provision of services under PbC.  No member of such an organisation could be a director or employee of DacCom or member of a selection panel.

13. DacCom would negotiate with the PCT (or its successor) to take control of commissioning budgets.  The Clinical Director would take advice from practice members in defining the areas we wish to manage. Negotiations must address the issues arising from the current budget deficit.  We must ensure budgets provide an appropriate and affordable fund for the services, and are not reduced to recover overspend in previous years, or to correct for revaluations, etc.
14. DacCom would agree a contract or contracts with the PCT to manage these budgets.  The contracts must ensure that DacCom (and the practices) bares no financial liability for overspend.  The sanction available to the PCT in this event would be to terminate the contract and remove the budget from DacCom’s control.  Arrangements for termination would be specified in the contract. 

15. DacCom would ensure that agreed budgets included appropriate provision to cover its own operating costs.  Contracts would ensure that these costs were paid irrespective of any overspend on commissioning budgets.
16. We expect that DacCom would be the commissioner and the PCT the contracting organisation with respect to the provision of services from secondary care organisations.  The role of the PCT PEC in the approval of commissioning decisions should be defined in the contracts.  

17. Any savings made would be distributed to all participating practices on a capitation basis.

18. DacCom would provide regular reports to the practices covering all aspects of its activity.

19. Dacorum may be smaller than the optimum size for a commissioning organisation.  Where appropriate, DacCom would negotiate with other local organisations to seek a convergence of activity.  Any subsequent change to the legal entity (eg merger) would of course require shareholder approval.

Assessment of the proposal against issues identified by the action group

1. An overall description of the proposed model for implementation of PbC.  Addressed.
2. A list of assumptions and “ground rules”.  Addressed – but there may be more to add.
3. The nature (including legal status) and structure of a commissioning organisation.  Addressed.  This will include the roles to be filled.  We probably need to define a slightly larger ‘board’ for the Company and we need to define the staff it will employ.
4. Autonomy: the relationship between this organisation and the HA / super-PCT including the remit of the PEC in approving proposals.  Define the roles in commissioning vs contracting.  Addressed.
5. Critical mass: the optimum size for commissioning and provider organisations.  Addressed.  Pragmatically, at present we can only work within our own sphere of control (ie Dacorum).
6. How conflicts of interest will be addressed.  This should include arrangements to ensure independence between commissioning and provider organisations.  Addressed.
7. Risk management including financial risk and legal liability.  Addressed.
8. How proposals for reconfiguring the patient pathway will be generated and evaluated.  Addressed.
9. How budgets will be generated, negotiated and agreed.  Under this heading we must address the issues arising from the current budget deficit.  We must ensure budgets provide an appropriate and affordable fund for the services, and are not reduced to recover overspend in previous years, or to correct for revaluations, etc.  Addressed.
10. How the commissioning organisation will identify areas of the budget to accept and manage.  We probably need to add more detail on this.
11. How commissioning decisions will be made.  Addressed.
12. How contracts will be generated and managed.  Partially addressed. We need more detail on the management of contracts eg how we will manage the performance of provider organisations.
13. How provider activity data will be verified.  Partially addressed – we need to add detail.
14. How to control costs associated with decisions made in secondary care. Not yet addressed.
15. How (any) savings will be used. Addressed.
16. Accountability of the commissioning organisation to the practices. Addressed.
17. Accountability of the practices to the commissioning organisation: how will we ensure all practices support efforts to manage a collective budget. Addressed, although a relatively weak mechanism is proposed.
18. Addressing scrutiny by public accounts bodies and other “watchdogs”.  Addressed by implication.  A properly constituted organisation should be capable of handling this.
19. The potential impact of our proposals on the GP / patient relationship.  Whether GPs will be seen as pathfinders / navigators or gatekeepers rationing the patient’s access to services.  Addressed.  The mandate of the commissioning organisation is relevant as is the independence of the practice from the commissioning organisation.
	
	



