



Practice Based Commissioning
Annual Report 2009/10
1. Introduction
The last PBC Annual Report was presented to the Board in November 2009 covering the period 2008/09. This report for 2009/10 covers:

i) Progress on the recommended actions from the 2008/09 Annual Report

ii) PBC coverage and configuration

iii) PBC achievements against objectives

iv) PBC funding and support
v) Moving towards GP commissioning.
2. Progress on recommended actions from 2008/09 Report
i) Clarify roles and responsibilities as well as the links between PEC and PBC through the PBC Development Programme
A number of joint workshops with PBC and PEC membership were held in 2009/10.  This led to better joint working on CSP development and culminated in a joint proposal to disestablish current PEC and PBC arrangements into a single GP Commissioning Executive.  This proposal is to be considered by the July 2010 Board.
ii) Change focus of demand management to transforming care as this is perceived as too negative by clinicians

The PBC led Transforming Care Programme (TCP) covers both demand management and acute activity shift to community settings. The group took responsibility for implementation of an acute recovery action plan where PBC/practice input was required.  For example, Brent-wide protocols were agreed for ENT and gastroenterology.  An education programme for back pain was rolled out to all practices and every cluster instituted peer review of outpatient referrals.
iii) Develop a greater number of common care pathways across the whole of Brent PCT

In addition to the above, clusters have developed pathways within their clusters for MSK (Kilburn), gynaecology (Kingsbury, Harness & Willesden) and ophthalmology (Harness & Willesden) which, subject to successful outcomes, these pathways can be rolled out across Brent.
iv) Lack of data analysis – capacity and capability 
Members of the finance and performance team now attend the following meetings: 

PBC Executive

Cluster boards

GP clusters 

Cluster leads

Transforming Care Programme

Their increased and regular attendance to these forums ensures that PBC leads and GPs now understand and are engaged in the process of data analysis as part of developing GP commissioning. Substantial improvements have been made to presentation of information including quarterly practice level reports by speciality compared to cluster and Brent averages.     

v) A greater emphasis on cluster level, rather than GP Practice level, working
All PBC based agreements are now agreed on a cluster level basis and performance is assessed across the cluster. This supports practices working together. 
Areas currently that are based on a cluster level model include:

PBC incentive scheme

Financial budgets

TCP demand management activity
Performance bonds

Clinical pathway working.
vi) Need to strengthen and align PBC business systems (e.g. planning, business case development & approval, reporting, procurement processes, planning and performance monitoring etc)

Some progress has been made in aligning PCT and PBC processes particularly in relation to alignment of PBC plans and development and implementation of the CSP.
vii) Need to strengthen and support clinical engagement though the PBC Development Programme and instil better co-working 
The programme objectives were to provide: 

· Rapid diagnostics of the current PBC development needs in NHS Brent.
· Development of a vision for PBC and definition of roles, responsibilities and ways of working between PBC clusters and NHS Brent, PBC clusters as part of the PBC Federation, and PBC clusters and practices.
· Support and up-skilling on the usage of commissioning data and information within PBC.
· Support and up-skilling on engagement within PBC to achieve health outcomes.
· Development of all the skills required for managing the market.
The first phase of the PBC Development Programme provided a rapid assessment of PBC using an MOT diagnostic tool which commenced in March 2009 just before the year end.  Subsequent results in May showed that PBC in NHS Brent was broadly in line with the status of PBC development elsewhere, but particular theme areas were pinpointed for development as follows: 

· Ways of Working

· Data and Information

· Managing the Market

· Communication and Patient Engagement

· PBC Academy Modules.
A number of workshops were held across Brent and within consortia.  The programme was successful in:
· Achieving greater trust and joint working between PBC, PEC and the PCT about agreed joint objectives, ways of working, and future plans.

· Ensuring there was greater clinical input and support for the CSP which required 3.5% commissioning efficiencies, or £18 million savings, every year for the next four years.

· Full clinical engagement in developing the polysystem proposals which underpinned the CSP both at clinical lead level and within consortia.

· Developing a good base from which to develop GP commissioning consortia and a Brent-wide federation in line with the recently published White Paper Equity & Excellence: Liberating the NHS and the subsequent Commissioning for Patients, setting out intended arrangements for GP commissioning.
While the programme was successful, challenges remain in:

· Engaging every practice at the right level.

· Implementing the likely level of service change required for secondary care commissioning and improvements in primary care.

· Implementing the full scope of GP commissioning now envisaged by the Coalition Government.
viii) Budget setting methodology – and agreed contracts and budgets
Discussions started at an early stage between the cluster leads.  Progress was made on moving towards a fair shares budget which involves a significant budget reduction for two clusters in 2010/11.  Practice budgets for 2010/11 will need to be updated in year to take account of final agreements reached with acute providers through the sector commissioning arrangements.
3. PBC Coverage and Configuration
By early 2008/09 Brent was organised into five clusters with a combined patient population of 345,000 and a total of 67 GP practices. At the end of June 2010, there were 71 practices with a population total of 356,133.  
67 practices (equivalent to 96% of all GP practices) signed up to the 2009/10 PBC Governance Agreement of working within a cluster. 
For 2010/11 all practices have signed up to cluster work in Brent:
	Cluster 
	No GP Practices
	No. Patients

	Harness
	16
	80,429

	Kilburn
	15
	82,935

	Willesden
	10
	55,717

	Kingsbury
	15
	69,896

	Wembley
	15
	67,156

	Total 
	71
	356,133


                                        
The CSP outlined five polysystems for both commissioning and delivering community-based care.  Between January and March 2010, clinical leaders assessed whether five was the right number for moving forward.  While it was acknowledged longer term that fewer GP consortia would be more sustainable, the need for greater clinical engagement with practices was such that five should be retained for the immediate future.

4. Achievement against PBC Commissioning Objectives 2009/10
As part of the 2009/10 PBC incentive scheme, a number of objectives were agreed with clusters.  All clusters agreed objectives relating to developing gastroenterology and ENT pathways, repeating EARLI assessments and participating in the PBC development programme.  These objectives were achieved.

A summary of individual cluster objectives and their achievements are described below:

Harness:

· Develop a locally based gynaecology and ophthalmology pathway working collaboratively with Willesden cluster 
· First cluster to pilot Vascular Risk Assessment (VRA).

While the pilots for gynecology and ophthalmology did not start in 2009/10, the cluster with Willesden did complete two business cases in the year and therefore achieved the payment.  The pilots are starting in July and August 2010.  In the light of acute overspend in 2009/10 the PCT delayed the start of the VRA pilot until 2010/11.  Groundwork was undertaken in year and the pilot went live in Harness in July 2010.
Kilburn:

· Managing the prescribing budget 
· Development of a MSK pathway 

· Mental health and development of IAPT.
The musculoskeletal business case was agreed and the MSK pathway went live in Q3 2009/10 with the appointment of two any willing providers following a tender process.  Waiting times for physiotherapy appointments for patients has reduced from 2-3 months to 3-4 weeks. The evaluation will determine whether this has also achieved the expected reduction in outpatient referrals.  Prescribing spend in Kilburn was better controlled than in other clusters.  The decision by all clusters to take on the prescribing budget for 2010/11 is welcome.

Kingsbury:

· Carry out reviews of hospital referrals and use this information to develop locally based services that will reduce the number of referrals. 
· All practices to have completed musculoskeletal training to improve GP patient management
· Review of diabetes referrals and baseline training

· Development of a gynaecology pathway.
With the exception of diabetes which the cluster decided to defer, the objectives were achieved.
Wembley:

· Improvements in management of joint injections by developing training plan for all GPs within their cluster to improve clinical knowledge
· Improve diabetes management by ensuring all GPs attend training days. 

These objectives were achieved. 
Willesden:

· To undertake a review of all A+E attendances by their patients 
· To develop in partnership with Harness cluster a local gynaecology and ophthalmology pathway.

The A&E review took place and resulted in the practices actively contacting some of the patients to establish the reasons for their A&E visit during normal GP opening hours. As a result of these discussions better patient information on available services has been produced for the practices. A&E attendance during this period was reduced.

Financial Performance

An element of the PBC incentive scheme included staying within budget. With the exception of Kilburn, all clusters were over spent at the end of each quarter. For much of the year, Kilburn was reporting an under spend.  Both Willesden and Kilburn were close to achieving financial balance.  
The draft outturn position is shown in the table below. The final position will include adjustments for year-end freeze data, final confirmed claims management reductions and budget adjustments to cover the variance on the risk pool. These adjustments will be agreed with PBC management leads. 

All clusters are overspent in the draft outturn, reflecting acute contract pressures during 2009/10 and therefore no clusters will achieve their budget incentive scheme payment on this basis. However there will be small movements in the position once the final adjustments have been made and if this favours Kilburn and Willesden it may move them into financial balance.

	PBC Cluster
	Annual budget
	Outturn spend
	Year-end Variance
	Year-end Variance 

	
	£’000
	£’000
	£’000
	%

	Harness
	25,743
	26,882
	1,139
	4%

	Kilburn
	34,978
	35,301
	323
	1%

	Kingsbury
	20,763
	22,328
	1,565
	8%

	Wembley
	20,727
	22,007
	1,280
	6%

	Willesden
	16,455
	16,699
	244
	1%

	Independent / Opt-out
	2,947
	3,191
	244
	8%

	Unallocated
	3,424
	3,535
	111
	3%

	Risk Pool
	3,909
	4,636
	727
	19%

	Total
	128,946
	134,579
	5,633
	4%


Managing within the resources available remains a major challenge for GP consortia as we move from indicative budgets to devolving commissioning with real budgets to GP commissioners. While much progress has been made on laying the foundations for GP involvement in commissioning, in 2010/11, we need to make great strides in redesigning pathways and changing clinical behaviour so that we can achieve £18 million commissioning efficiencies every year from 2011/12. 
5. PBC Funding & Support

PBC support has included:

· PBC incentive scheme up to £2 per patient (excluding prescribing).  

· Payments in 2009/10 based on achievements described earlier were made as set out as below:


[image: image1.emf]Total Incentive Payments  For PBC For 2009/10

2009/10 

Incentive 

Scheme

Per 

Registered 

Patient

Harness Kilburn KingsburyWillesdenWembley

Actual 

Payment 

made/        

accrued for 

09/10

£

Approved plan 

with agreed 

outcomes

0.39 29,622 32,413 24,315 21,845 25,552 133,747.00

Cluster 

formation 

articulated and 

evidence of GP 

Practice 

0.20 15,191 16,622 12,469 11,203 13,103 68,588.40

Sign off 

Governance 

Agreement 

0.18 13,672 14,960 11,222 10,082 11,793 61,729.56

Demand 

management  

(Brent Wide 

Pathways)

0.45 34,495.98 37,380.60 28,110.48 25,200.34 29,811.38 154,998.79

WCC Initiative

0.18 13,798.40 14,952.24 2,816.77 5,023.58 11,924.55 48,515.54

PBC 

Development 

Programme 

0.30 22,997.33 24,920.40 18,740.33 16,800.22 19,874.25 103,332.53

TOTAL 1.70 129,776.29141,248.71 97,674.77 90,154.15112,058.27 570,911.82


In addition:

· Payments of £12,000 p.a. were made to 2 PBC leads per cluster.

· Dedicated management support includes 5 PBC Administrator posts (Band 5).

· Assistant Director of PBC Development (Band 8C) and 2 Band 8A Development Managers.

Administrators were in post throughout the year, and a permanent appointment was made to the Assistant Director post.  Regrettably the PCT PBC team has never been at full establishment.  Part-time support is available from prescribing, public health, finance and information.  PBC leads have found the lack of a full and dedicated multi-disciplinary team has impeded practice based commissioning.  As part of the current restriction on management costs, the two vacant PBC Manager posts will not be recruited to.  Adequately supporting GP commissioning during the transitional period will be critical and we will work with GP commissioners to devise the appropriate support within the management cost envelope.

6. Moving towards GP Commissioning

In Equity and Excellence: Liberating the NHS, the Coalition Government has set out a bold vision for the future of the NHS rooted in the Coalition’s core beliefs of freedom, fairness and responsibility.  One of the three strands of their plans for the NHS is empowering health professionals.  As such they plan to devolve power and responsibility for commissioning services to the healthcare professionals closest to patients: GPs and their practice teams working in consortia.  The White Paper sets out a timetable of:
· GP consortia established in shadow form by 2011/12 

· GP consortia hold contracts with providers April 2013

· PCTs abolished from April 2013
As part of our polysystem implementation based on the five GP consortia localities, NHS Brent and the Brent Federation of Practice Based Commissioners had already identified a timetable and outline programme for devolving commissioning responsibilities and real budgets to clusters within this timescale.  In the light of the Coalition policy, the PCT, PEC and Brent Federation of Practice Based Commissioners have confirmed that both our CSP and plans for devolved commissioning are the right plans. We now need to develop an enhanced GP commissioning programme so that GPs in Brent will be well placed to take on all commissioning responsibilities that will not be going to the NHS Commissioning Board. 

Commissioning activities in the future are likely to happen at practice and cluster level, across Brent as a Federation and at a higher aggregated level for some areas of commissioning, such as acute.  GP consortia are likely to be statutorily responsible for commissioning the great majority of NHS services and they will decide on a case by case basis whether to commission services themselves or make appropriate arrangements with another commissioning organisation. Over time it is envisaged that a competitive market will emerge for supplying some commissioning services to GP commissioners. In the transition to consortia taking on statutory responsibilities, the DH envisages that PCTs will provide many of these functions in support of shadow consortia.

NHS Brent wants to fully support the five consortia and Federation so that we can achieve much of the proposed transfer of responsibilities before April 2013 so that one or more consortia in Brent can be authorised by the NHS Commissioning Board to commission services at the earliest opportunity. As a first step, we have jointly proposed the establishment of a GP Commissioning Executive for Brent made up of five GP consortia clinical directors responsible for GP commissioning in Brent. This proposal is to be considered by the NHS Brent Board on 29 July 2010 and is planned to replace current PBC and PEC arrangements from October 2010. The GP Commissioning Executive will oversee the development and implementation of a GP commissioning programme and will co-design with the PCT, revised management arrangements so that the PCT can support implementation.  The development of GP consortia and the ability for them to take on commissioning responsibilities is essential for the implementation of Brent’s Commissioning Strategic Plan.   PBC in Brent has laid good foundations for moving towards GP commissioning but we will need to make a step change in delivery and outcomes with GP consortia from 2010/11 onwards.
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						Total Incentive Payments  For PBC For 2009/10

						2009/10 Incentive Scheme		Per Registered Patient		Actual Payment made/accrued for 09/10

								£

						Approved plan with agreed outcomes		0.39		133,747.00

						Cluster formation articulated and evidence of GP Practice engagement		0.20		68,588.40

						Sign off Governance Agreement		0.18		61,729.56

						Demand management  (Brent Wide Pathways)		0.45		154,998.79

						WCC Initiative		0.18		48,515.54

						PBC Development Programme		0.30		103,332.53

						Finance (Accrued)		0.30		106,439.70

						Prescribing (Accrued)		1.00		354,799.00

						Total		3.00		1,032,150.52

						EARLI Payment		$17,000		$17,000
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		Total Incentive Payments  For PBC For 2009/10

		2009/10 Incentive Scheme		Per Registered Patient		Harness		Kilburn		Kingsbury		Willesden		Wembley		Actual Payment made/        accrued for 09/10

				£

		Approved plan with agreed outcomes		0.39		29,622		32,413		24,315		21,845		25,552		133,747.00

		Cluster formation articulated and evidence of GP Practice engagement		0.20		15,191		16,622		12,469		11,203		13,103		68,588.40

		Sign off Governance Agreement		0.18		13,672		14,960		11,222		10,082		11,793		61,729.56

		Demand management  (Brent Wide Pathways)		0.45		34,495.98		37,380.60		28,110.48		25,200.34		29,811.38		154,998.79

		WCC Initiative		0.18		13,798.40		14,952.24		2,816.77		5,023.58		11,924.55		48,515.54

		PBC Development Programme		0.30		22,997.33		24,920.40		18,740.33		16,800.22		19,874.25		103,332.53

		TOTAL		1.70		129,776.29		141,248.71		97,674.77		90,154.15		112,058.27		570,911.82
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