Reflections on PBC “Hot Topics” meeting

-Cheere House, 6th December 2007  -

Issues
Developing PBC in Dacorum
· Huge NHS agenda requires 

· Input from GPs to direct the clinical pathways and services e.g. intermediate care and UCC
· Prioritise clinical areas where savings can be made to pay for these– 

· Prescribing

· Undertake or commission services at cheaper costs

· Transfer services from Acute Trust to PC at cheaper costs

· Reconfigure current PC services e.g. counselling and physiotherapy to be on a firmer footing. 
Working relationship with the PCT Commissioners
All attempts to develop local services are blocked by PCT or clinical governance committees. Why, when they are happening elsewhere?

· Non existent working relationship with PCT when working on local projects.
· Better working relationship when working with PCT on Herts- wide projects – 

· COPD unacceptable as St Albans not included

· UCC is a priority!

· Unhappy not adopting CATs/CAS

· PCT commissioners should have a written JOB DESCRIPTION regarding their work with PBC groups!

· PCT’s main powerbase is that they hold all the contracts! To unpick them and take money from them for GP use is unduly difficult and complex. There is contract overkill to make the process impossibly difficult. How can potential Primary care services be developed more efficiently if money cannot be extracted from the current contracts without cooperation from the PCT?

Dacorum Provider Company
· DacProv- requires practices to sign up as shareholders 50p per patient. 60:40 with Harmoni. This is set up to be the preferred provider for DacCom in UCC and other projects. It is likely to be non-profit making but clinicians working for the company will profit from it. 
· Why should they be preferred bidders? Because the local GPs are stakeholders! 

· If UCC bid fails the company will not proceed. If successful it can take on further projects.

· There is new guidance on conflict of interests coming from the GPC. 

· (Is this conflict of interest or unfair/insider trading where the slush fund/inducement could be illegal! Should legal advice be sought?)

DacCom Organisation

· Is the current organisation fit for purpose? I actually wonder whether the current DacCom Exec should resign then reform itself after consultation with a recruitment agency. These would analyse where help is needed.
· The Exec. Committee should have a CEO to represent Dacorum at the PBC Leads meeting, clinical Governance Committee and dealings with the PCT. They will have the overview and direct energies to relevant areas. 1-2 days per week.

· DacCom should have a project manager to work with a clinical leader on contracting for commissioning services – possibly full time.

· DacCom should have an auditor to keep a running total of expenditure and analyse where savings need to be made e.g. referral management, DacCom local service referrals and where overspends are occurring that have not been budgeted for.

· DacCom Exec should possibly be shrunk to consist of perhaps 2-3 GPs, a PM, Nurse, PPI, who will oversee and direct the projects.  

· They will feed back to all Primary Care workers via reports or a Newsletter.

· DacCom Exec should not have DacProv Exec members on it. However, project clinical leads can work with DacProv if appropriate.

Conclusion
Forming, storming, norming, performing – which stage have we reached?

I think that either 

1. We have performed as well as we can, considering all the difficulties. We now need to start the process again as we are about to dance to a different tune! OR
2. We have stormed and now need to norm to take on the new agenda in a new organisational atmosphere with the development of DacProv

Richard Gallow
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