PRACTICE INVOVEMENT

Have given thought to a model re. set up of our organisation, and the role of the various team players.

DACCOM ROLE

Liase with cons to set up accurate pathways with direct feedback to GP if referral could be dealt with in another more efficient or locally based manner. This should involve GP feedback re meds given, FU, and timely letter. If this is properly organised and structured we could show that it is more effective than a CATS/CAS.
Provide (wrong word!) practices with easy to use data to monitor referrals etc in a uniform way to monitor budgets – akin to fundholding, to encourage practice based monitoring as well.

Notify practices of potential needs/projects and potential savings
Give practices templates for business plans, to encourage other local innovative ideas which are more ‘practice based’, to include methods, costing and how to compare with PBR. 

Monitor the cost or our work closely and stop work  if we know the jump from level 2 to 3 commissioning will not be funded, i.e. review/stop when we know that we have used up all the level 2 funding.
PCT

To provide accurate data for and support to DACCOM and practices, to manage data. A uniform, consistent and up to date method is essential
PRACTICES

Monitor referrals and prescribing and try to improve. Old fundholding methods would not go amiss here. 
Accept support from cons/GP’s/DACCOM re efficient referral/prescribing including peer discussion within and bt practices. Interesting article in the new Practical Commissioning mag. about how a practice did this ‘in house’ – could we extrapolate this to a hot Topics discussion?
Give DACCOM & Trust further ideas for primary care development/providing via set templates/guides to ease & encourage this.
 HOSPITAL TRUST
Allow cons to work for separate DACOM PROV – we pay the trust not the cons so that potential projects work for both parties.

