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21 October 2005

	Attended:
	
	
	

	Mark Jones
	Avi Gupta
	Meena Savla
	Tony Hall-Jones

	Sheila Burgess
	Mary McMinn
	Gerry Bulger
	

	Apologies:
	
	
	

	Richard Walker
	Corina Ciobanu
	
	

	Copies to:
	
	
	

	Dacorum Practice Managers
	
	


1. Project objective / deliverables

The key deliverable from this current phase of activity is a written report.  The report will contain a detailed proposal regarding the implementation of PbC in Dacorum and this will be made available to all Dacorum practices.  We will give a presentation summarising the report at a meeting of practice representatives.  The practices can then accept, modify or reject the proposal.  If appropriate, the team could then begin a subsequent phase of activity to implement the agreed proposals. 

Our overall objective is to create a proposal that could deliver improved patient care and/or more effective use of resources through an improved integration of primary and secondary care.  We understand this can potentially be achieved by unbundling HRGs and reconfiguring patient pathways (including a transfer of activity from secondary to primary care).  We believe this should be a collaborative exercise with secondary care providers, aimed at reducing inefficiencies in service provision.

We assume no new money will be available.  In this context, the achievement of significant “savings” for the practices is unlikely, and this will not be the objective of our proposals.

2. Major issues to be addressed

The report should cover the following:

1. An overall description of the proposed model for implementation of PbC.

2. A list of assumptions and “ground rules”.

3. The nature (including legal status) and structure of a commissioning organisation.  This will include the roles to be filled.

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.

5. Critical mass: the optimum size for commissioning and provider organisations.

6. How conflicts of interest will be addressed.  This should include arrangements to ensure independence between commissioning and provider organisations.

7. Risk management including financial risk and legal liability.

8. How proposals for reconfiguring the patient pathway will be generated and evaluated.

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.  

10. How the commissioning organisation will identify areas of the budget to accept and manage.

11. How commissioning decisions will be made.

12. How contracts will be generated and managed.

13. How provider activity data will be verified.

14. How to control costs associated with decisions made in secondary care.

15. How (any) savings will be used.

16. Accountability of the commissioning organisation to the practices.

17. Accountability of the practices to the commissioning organisation: how will we ensure all practices support efforts to manage a collective budget.

18. Addressing scrutiny by public accounts bodies and other “watchdogs”.

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.

3. Other items

The PCT have advised us informally that they have a number of expert staff who could contribute to a commissioning organisation (or even to the current phase of activity).  Some of these staff may otherwise be redundant.

We should regard this as a potential opportunity.  However, the deployment of current PCT employees within the commissioning organisation should 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.

4. Next steps

We will define roles for individual members of the team and (possibly) assign owners for each of the issues identified above.  We can then work on these in smaller groups off-line, with the full team meeting to manage progress and to provide feedback on proposals.

5. Next meeting

We will aim to meet every 2 weeks on Friday at 1pm.  The next meeting will be on:

Friday 4 November 1pm to 2pm at Fernville Surgery

(lunch to be available from 12.30pm)

	
	



