               Patient Activity Reporting Service
IQ Budget Manager and Qute are software-only solutions that validate data originally collected by provider trusts (PARS could use these solutions in addition).  They pass the work of validation back to practices in order to validate the (limited) data that provider Trusts have coded, and sent to central processing.  This “SUS” data is sent back down to PCTs.  SUS data is the source of all activity data, including HIDAS and NHS comparators, and SUS is the source for the data on Herts PCTs intranet site and PCT spreadsheets.  SUS is mainly based on coding within hospitals.  GPs are not asked to check on data that is not recorded in the first place.  
PARS is a different approach because it is the ONLY solution that creates a different source of data, a clinical source, by directly looking at the current incoming and outgoing clinical letters and referrals at practice level.   PARS’ Dacorum work would in effect be validating the whole of the West Herts systems.  Dacorum would put itself on the map to help analyse the validity of the SUS approach for the UK.  PARS is different, better and more useful because:
1. PARS system will analyse all referral activity at a practice.  It would for example include diagnostic referrals.  PARS could also pick up on internal practice referrals and activity – currently much of that is unrecognised and unfunded.
2. Data collection would be automated at the practice level and does not require looking at the clinical system data, or use of the clinical system database.
3. Trained and clinically supervised staff would code the data.
4. PARS would look at and filter the equivalent of 375,000 bits of paper every year, looking at everything that happens to our patients.
5. This is achieved by high security systems. The data would be encrypted 1028 bits and sent SFTP on the practices’ NHS N3 to our server on NHS N3.  No internet connections.  PARS staff would be signed up to the same level of confidentiality as for any GP surgery (including CRB checked).  The referral data will be held on a local secured, encrypted, Unix server, and is not a part of any wider NHS server, or CfH system.
6. Practices would be able to access their coded data by logging in securely on the NHS net only (via surgeries or via NHS tokens).
7. Once we have set up systems and trained staff, some practices may wish to validate their own data and input it, in which case PARS would fund and quality control that work.
8. The reports provided would be in many formats starting with standard reports as per fundholding, with referral data down to each GP, and financial data for the group.  Other systems do not give contractual financial reports: PARS would track the PCT contracts.
9. PARS, by seeing the letters directly, will look at reasons for referrals and outcomes, allowing for changes in practice.  This would ease the burden of practices’, GPs’ and nurses’ personal development planning. 
10. PARS could also use Qute or IQ Budget Manager to validate data at its centre.
11. Practices will still be required to answer some queries on their activity data from time to time, but the bulk of practices’ PBC work can remain clinical; giving the best care to their patients and concentrating on changing patient care pathways.
12. PARS will provide data on future activity: accruals.  This means that any new service or development plan will be able to assure the PCT that we have systems in place that will not duplicate work or increase activity.  All other systems are entirely retrospective and do not look at outgoing referrals.

13. PBC is weak and is seen to be ‘failing’ because practices are said “not to be engaged”.  Too much of PBC is PCT-driven – even the data is top down.  Data is not derived from GP practices, where doctors know what happens to their patients.  PARS would allow practices to take the initiative in Practice Based Commissioning once more.
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