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1. Review of the outline proposal dated 31 October 2005.

There was general agreement that the proposal is a good basis for further development.

A number of specific issues were discussed:

1. Legal status of the commissioning organisation

Various alternatives were considered.  After discussion, all agreed that a limited company would be the most appropriate model.  Liability and accountability are both addressed without having to create any further contracts or agreements between practices.  A number of other points in favour of a limited company emerged during the discussion recorded below.

2. Engagement

Participation in PbC by practices is voluntary.  The commissioning organisation will have to work hard to maintain the active engagement of local practices.

3. Threats

a) Financial: Balancing the budget over the cycle would be challenging in the absence of adverse events.  A catastrophic event such as avian flu would make it impossible.  PbC in its current form may not involve practices in financial liability.  We cannot be sure this will remain the case in future.

b) Professional credibility: Patients might lose faith in GPs if they suspected that decisions were based on financial rather than clinical considerations.

c) Political: PbC may allow politicians and the media to transfer perceived responsibility for the consequences of under funding, etc to local GPs.

These threats provide further arguments in favour of a limited company as the preferred vehicle for PbC.  This model would insulate the practices from financial liability and allow GPs (when dealing with patients) to distance themselves a little from the commissioning decisions.

4. Involving patients in the implementation of PbC

The published guidance requires consultation with patients in making commissioning decisions.  The commissioning organisation would need to address this requirement without compromising the effectiveness of the organisation.

5. Working with the PCT

As we establish a commissioning organisation, we need to work with the PCT (a) to make use of their expertise and (b) to ensure an orderly and effective transition to the new model of commissioning.

We need to begin with a small organisation, to build our expertise and allow us to plan the structures that best meet the objectives of local practices as they relate to PbC.  We also need to work incrementally, at a pace that is manageable for us.  We recognise that the PCT may have a different view, and may feel able to put a functioning organisation composed of current PCT staff in place more rapidly.  But would this be practice based commissioning or a re-creation of the PCT’s current commissioning function?

We recognise the expertise currently in place in the PCT, and it is almost certain that we would benefit if some of these staff became involved with the new commissioning organisation.  However, we must ensure that we proceed at our own pace and not at a pace dictated by external considerations.  We must resist any pressure to provide employment for current PCT staff until our needs have been defined so that a proper selection process can take place.

6. Employment of staff

We need to consider the terms and conditions that would be offered.  These would include superannuation.  We need to clarify whether the commissioning organisation could be an NHS body and thus offer membership of the NHS pension scheme.  Secondment of staff who are formally employed by another organisation may be an option.

We should also consider sharing resources with other clusters (eg sources of legal or financial advice).

7. Covering the costs of the commissioning organisation

We would need to ensure that operating costs are covered in any agreement with the PCT regarding the establishment of a new commissioning organisation.  These must have first call on the budget; otherwise the organisation would risk bankruptcy at the outset.

8. Clinical Governance

It is impossible to separate clinical governance completely from the commissioning function.  However, the commissioning organisation must avoid taking on a general responsibility for clinical governance.  Service level agreements with the provider organisations will be key to ensuring standards are properly defined.

9. Data validation

Irrespective of any initiative put in place by the PCT, the commissioning organisation will need to put in place arrangements for the collection and analysis of referral data, so that payments can be properly verified.

2. Next steps.

We will present our conclusions to the practices at the locality meeting on 30 November.

This presentation will include a short-term action plan, which, if approved by the practices, would begin the process of setting up a commissioning organisation. 

We will use our next meeting on 18 November to review the content of this presentation.  Mark will circulate a draft for discussion at this meeting.

3. Next meeting

Friday 18 November 1pm to 2pm at Fernville Surgery

(lunch to be available from 12.30pm)

	
	



