Reinvigorating DacCom for 2007/8 – A Discussion Document


I’d like to think we could keep DacCom at the leading edge of PbC.  We should aspire to be a leader amongst the commissioning organisations in Herts.  I think we need to take a look at what others are doing, and make sure we leverage best-practice into DacCom.

1. Meetings and decision making

1.1. We need to meet more frequently as an Executive to cope with the pace of change.
We should consider a shorter (1 hour) meeting at least twice monthly.

1.2. We need to improve the discipline of our meetings. We probably need to empower project leads a bit more. Leads then give a very brief report to the meeting on progress and we focus on decisions or actions identified by the lead.  

1.3. We need a more visible dialogue with the practices.
We should consider an open session for feedback and questions every month.
Perhaps tack this on to an Executive meeting (extending this to 90 minutes).
Perhaps this is the point at which we involve patient groups, Uncle Tom Cobley and all.

1.4. We should optimise our formal mechanisms for feedback. Perhaps use the website more.  Could we publish our one-page progress reports on the website? Are we happy for the public to have access to all this?

2. Ownership of the budget

2.1. We should be seen to have ownership of the total budget.  I suggest I pursue this with Suzanne Novak. I’d be seeking a budget for Dacorum with breakdown at service level.  We could prioritise each item for action under PbC:

· For inclusion as an active project in the business plan

· DacCom to advise the PCT of any action needed

· No action

2.2. We should monitor our spend vs budget in the way the groups in East Herts are doing already.  We will need improved data from the PCT to do this and we should demand this.

3. Business Plan

3.1. We mustn’t get left behind on this.  Content can be driven out of the budget discussion.  We should ask for PCT resources to write the plan under our direction.

4. Data validation

4.1. This remains a very promising means to reduce costs for the PCT (albeit at the expense of the acute trust).  We have made little progress to date, mainly due to poor data flows (although this may be improved with HIDAS).  I think we should ask for resource from the PCT to go round the practices and validate data under our direction.

5. Driving action within the practices

5.1. We should find some way to give firmer direction to the practices.  To date, compliance with our requests for data audit, prescribing action, referrals management, etc has been patchy.  Perhaps we could use the forum proposed in 1.3 above to agree action and link compliance to the LES in some way.

6. Provider Organisation

6.1. This is the game we really should be playing.  Gerry, Mary and Mark need to come up with a viable business model (or models) asap.  We should be prepared to develop and change the model rapidly in response to changing circumstances but it’s important to drive ahead with something before somebody else does!

7. Relationship with the PCT

7.1. We need to take control over the relationship with the new PCT.  I suggest the best way to start would be a list of requests / demands to progress some of the stuff listed above.  Then we keep chasing until these are delivered.  We have been promised a blank cheque in terms of support and we need to make the most of this.
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