BRENT tPCT
Meeting the challenge of “Commissioning a Patient Led NHS” 
– Future organisational arrangements

Draft Proposals – In Confidence

Introduction

1)
This paper and its supporting directorate structure papers (to follow) details changes to the organisational arrangements of Brent tPCT.  There are a number of drivers of these changes the most important of which is to respond to the national Commissioning a Patient Led NHS (CaPLNHS) policy, which sets out the key responsibilities of PCTs in the future – as strong commissioning organisations, ensuring delivery of health improvement and service modernisation.
2)
This is in the context of the decision to retain the configuration of PCTs in London with the benefits of co-terminosity with local government, established local relationships with GP practices and other independent contractors, and with NHS Trust and partner organisations.  It assumes that that co-terminosity will continue for some years into the future.

3)
PCTs will need to develop more effective collaborative working arrangements in a number of functions, e.g. commissioning, contracting and shared services.  This is to ensure that they are effective and efficient within the new environment of choice, Payment by Results, Practice Based Commissioning (PBC) and the development of Foundation Trusts.  PCTs generally also have to be able to deliver their management cost savings, and Brent in particular will need to ensure that it is in a position to deliver all of the turnaround plan, and to repay accrued debt in future years.  The development of collaborative commissioning arrangements across London, led by NHS London, is also a strong driver for a well defined commissioning function and will provide enhanced benchmarking against a range of NHS and non NHS providers.
4)
The White Paper “Our Health, Our Care, Our Say” also sets a clear direction of travel for the further development of integrated structures across PCTs and Local Authorities for public health, commissioning, and integrated service provision for children, young people and adults.  This will build on the joint arrangements already in place and well established.

5)
Brent tPCT has a reputation for innovation, and continues to provide many good services.  The recent financial crisis highlights the need to have organisational arrangements that have strong qualitive and quantitative monitoring, and appropriate levels of governance.  To these real challenges need to be added the areas of development arising from “PCT Fitness for Purpose” and the work to make the Health Care Commission Core and Developmental Standards Declaration 2006/7, both of which provide an extremely useful analysis of our strengths and weaknesses.  
6)
Brent tPCT can reasonably aspire to being the best PCT in London, if not in the country, and the people of the borough deserve no less.  This top level re-structuring into new directorates that are more fit for purpose, whilst creating understandable anxiety, needs to squarely address the modernisation agenda in such a way as to obviate the need for further significant organisational and managerial re-structuring in the coming years.  Everybody’s energies can then be focussed on our shared passion for addressing health inequalities and for providing services of what we can all be proud.
Drivers
7)
We can build on our achievements and performance improvements of the past few years, particularly with regard to delivering on national targets, premises, health impact assessment, children’s and older people’s services and improving care pathways.  We are ambitious in our plans to bring about further substantial improvements in the services provided to our local populations.  We are increasingly required to link our ambitions with those of the Local Authority both in top level areas such as strategic needs analysis, and right through to the planning and provision of services for individuals on the ground.
8)
The quality and development initiatives described in the paragraphs above require us to reconsider the PCT directorate structure and management arrangements.  In summary these new requirements are as follows:

· Development of collaborative PCT arrangements (both London wide and more locally) for governance and business support of PCT commissioning and contracting functions.

· The continuing implementation of the next phases of PBC and the consolidation of lessons learnt since April 2006 especially with regard to demand management.
· A strengthened public health function to provide leadership to the Choosing Health agenda able to provide the strategic needs analysis that should inform both our strategic planning and commissioning, and our joint work with all our partners with regard to health and inequalities  – a key priority for Brent.
· The need to build on and consolidate joint commissioning of service integration arrangements with other partners including LB Brent in services for children and young people; mental health; learning disabilities; physical disabilities; older people’s services; and services for people with long term health conditions.

· The need for the PCT to fully separate its commissioning functions from its directly managed services to ensure that sufficient focus is given to its key commissioning role and to be able to demonstrate that its treatment of direct provision is equitable with externally commissioned services. Preparation for the future of the provider directorate will include stronger ownership of HR, finance and performance functions provided for other directors. The strengthening of contract and performance management have been identified as a key need.
· To develop directly managed services so they are fit for purpose whilst enabling them to have a voice in the commissioning process that ensures that the planning, commissioning and delivery of services takes account of clinical and operational realities.  In particular securing shared services closer to home.
· The proper consideration that the viability of shared services, particularly in the context of value for money and quality e.g. finance, payroll, procurement, HR, ICT and estates.

· Strengthening and modernisation of clinical leadership arrangements, focusing on commissioning of primary, secondary and tertiary services.
Equally important is the need to put the PCT on a solid financial footing with robust financial and performance management procedures integral to all other aspects of the organisations work.  This will form the basis of stability in the future, and be central to regaining the confidence of staff and other stakeholders.
9)
The quality of the patient experience, on each and every occasion, is rightly a major preoccupation although there is more to being a tPCT than providing quality services. National performance targets, many elements of the Fitness for Purpose criteria and a number of measures used by the HCC are useful proxy measures for the patient experience.  We should, therefore, reasonably aspire to be at the top of the league tables on those measures.  There is a virtuous circle to be gained here.  Organisations that can demonstrate in this way that they are comparable with the best in the country, will find it easier to recruit and retain high quality permanent staff. Staff morale, which has taken a knock in recent months, can be restored and maintained. The organisation can then continue to build on its track record of innovation whilst at the same time developing further strengths in seeing through and consolidating projects that will then stand the test of evaluation.
Revised Directorate Arrangements
10)
Appendix A sets out the revised PCT directorate arrangements summarising the key responsibilities to be held by each directorate.  These are supported by a structure chart for each directorate (to follow).  In addition, those directorates most affected by the changes will need to produce documentation addressing the detailed functions and structure of the new organisation.  These documents can be made available to all appropriate staff and placed on the Intranet as well.  The following eight sections set out the outline responsibilities of each directorate.

11)
CaPLNHS, and in particular PBC, with its structures for consultation and accountability, require us, in common with every other PCT nationally, to re-consider the role of the Professional Executive Committee (PEC).  A separate process to make that re-evaluation and to come up with some proposals for consultation will commence shortly, but for the time being the not unreasonable assumption has been made, for the purpose of this document, that the PEC Chair will remain a member of the Executive Management Team (EMT).

Public Health Directorate
12)
The overriding responsibility of this directorate is to provide leadership to the Choosing Health and health inequalities agenda in view of the significant burden of disease in some parts of the Borough resulting in low levels of life expectancy and high morbidity, particularly cancer, heart disease and diabetes.  Brent has a Local Area Agreement in place since April 2006, which sets ambitious targets for improving life expectancy and modernising primary care services over the coming three years. The directorate will lead the commissioning of improvement programmes and will provide public health support to the strategic commissioning agenda.  A key part of the Director’s role will be to revise the public health structure to ensure that there is adequate public health input from the strategic needs analysis into commissioning.  This means that the directorate will need to develop its public health intelligence function to support commissioning.  The directorate will also have responsibility for ensuring that arrangements for health protection are in place and this will include the strategic lead for emergency planning and for the tPCT’s representation on the safeguarding board with regard to child protection.
13)
This directorate will be led by a Director of Public health.  Nationally, many PCTs have this as a joint appointment with their Local Authorities, and on that basis have a full-time post.  It is proposed to explore that possibility with LB Brent and if that proved to be the way forward, it might be that the Assistant Director posts could be structured in a way such as to relate more appropriately to the directorate structure of the local authority.  It is proposed that any joint appointment that arose out of these negotiations would remain a PCT employee with honorary contract to LBB recognising jointly held responsibilities across both organisations.
14)
Although all directorates will contribute to aspects of the regeneration of the borough, the strategic and liaison lead role will be with this Directorate.
Strategic Commissioning
15)
This directorate will be responsible for developing a top level commissioning strategy for the PCT, and will also have specific lead commissioning and service improvement responsibilities especially with regard to the Acute Trust.  This directorate will ensure that the commissioning plans of practice based commissioners are consistent with the overarching commissioning strategy of the PCT and are aggregated into contracting intentions with Foundation and NHS trusts.  Brent tPCT has lead commissioning responsibilities for NWLH NHS Trust on behalf of London PCTs.  The directorate will lead on the development of the strategic commissioning framework for the PCT with an annual commissioning prospectus setting out the detailed operational commissioning plans.  This will link closely to the work of the London review ‘Healthcare for London’ and the emerging NW London Strategy.  Both the strategic and operational plans will clearly articulate the commissioning intentions for primary and community care services.  The commissioning directorates (see below) will work closely together to co-ordinate the PCTs commissioning activities and will also work closely with the Directorate of Clinical Leadership (see below) and the PEC to ensure effective clinical and PPI engagement in the PCTs commissioning process.  The strengthening of the contract management function within the Finance and Performance Management Directorate will also be a key contributor to the success of strategic commissioning.
16)
The Directorate will lead the commissioning of mental health and substance misuse services from CNWL Trust and other providers and will represent the tPCT on the drugs and alcohol team (DAAT).  It will also lead the commissioning of the PCTs directly managed psychology and mental health services.  It will lead on TOSLA, recognising that, like many other specialist tasks, this will need advisory input from other Directorates.
17)
A London wide commissioning model has been developed which may, eventually, incorporate a range of shared services providing support to the commissioning process.  This directorate will lead on London wide commissioning issues and will also secure compliance with the “Commissioning Framework for Health and Wellbeing: - DoH March 2007”.

18)
This directorate will also lead the overall development of joint commissioning arrangements with LBB for both adult and children’s services (including continuing care), working closely with the directorate of primary and community care commissioning and other directorates as required.  The joint commissioning of Children’s Services and services to people with Learning Disabilities will also be located here.  It is proposed to urgently explore the rationalisation of existing joint commissioning arrangements including the further consideration of lead commissioning.  Where it is agreed that the tPCT is to become the lead commissioner of behalf of itself and the local authority, this directorate will take the lead on that function.

19)
As at present joint commissioning staff will take responsibility for the success of partnership working arrangements, with the Local Authority.  
20)
A key objective for this directorate will be to strengthen the involvement of local communities and patients in the planning and commissioning of services in order to ensure that health services meet local needs.  In order to achieve this goal it is proposed that the responsibility, staff and resources for Public and Patient Involvement will be located in this new directorate.

Primary and Community Care Commissioning
21)
This directorate will be responsible for commissioning and performance managing primary and community care services which will be:

-
GP Practices

-
General Dental and Community Dental Services

-
Community Pharmacy

-
Optometry

-
Directly provided PCT community health services

-
Medicines Management and Prescribing
Responsibility for the successful further implementation of PBC will also lodge here.  Commissioning is used here in its widest sense to include primary care development.
22)
In addition the directorate will commission services for older people and people with long term conditions within the overarching strategic commissioning framework.  The inclusion of commissioning responsibilities for these two groups in the directorate recognises the need to ensure the development of capacity and capability of primary and community services to ensure more effective provision of services in community settings with decreasing dependence on hospital and institutional care.  The directorate will play a key role in ensuring improvement in the quality and range for primary and community health services provided to the local population.
23)
The director will be responsible for implementation of practice based commissioning (PBC), working closely with GP practices and the PBC Leads Group.  This group would benefit from greater clarity as to how its work relates to the PCT commissioning agenda and this directorate will lead on ensuring that that is achieved.
24)
Urgent care services (other than A&E and LAS) and directly managed GP practices will be commissioned in this directorate.  However, as these are by their very nature provided services it is currently proposed that these should be located with their other provider colleagues in the directorate below, whilst the commissioning of these services would be with this directorate.
Provider Development and Estates
25)
This directorate will, on paper, appear substantially similar to the existing Directorate of Integrated Health Services. This will ensure the PCT complies with the requirement to separate its commissioning and provider functions. However, although this directorate may appear similar to current arrangements the new demands upon provider services will require a vigorous reappraisal of functions and how they are carried out.  The directorate will in the future have, as its prime objective, the development of provider services so that they provide continually improving, high quality and responsive services to our local population building on the strengths already in place within the PCTs provider arm.  It will primarily take responsibility for ensuring that those services are fit for purpose and cost effective.
26)
A provider executive group (PEG), chaired by the director of provider development and estates and including the CE, Assistant Director, Heads of the Provider Services, will provide a leadership focus for the directorate, oversee its development and address major operational issues.  Suggested membership of the PEG is yet to be finalised.  It is likely that other directors and PEC members will attend for specific items or will be able to use the PEG to address particular issues.

27)
The above arrangements are designed to ensure that the provider services are prepared for contestability and in particular, following the implementation of PBR for community health services, ensuring that costs are consistent with national reference costs and that accurate records of activity and case mix are available to provide evidence in the future contestability debate.

28)
It is welcome that the original CaPLNHS policy requiring PCTs to divest themselves of provision was withdrawn and that such decisions now rest squarely with PCTs.  PCTs will be required to ensure that directly provided services are of high quality, meet local needs and are commissioned on an equitable basis, with other externally commissioned services.  Any future consideration of alternative provider arrangements will need to fully involve staff and service users in option appraisal and feasibility study.  These separate activities will continue over the next twelve months, but must not be seen as a reason to divert from the challenges outlined in this paragraph and the paragraph above.
29)
This directorate will also be responsible for the tPCT estates functions.  As a PCT with substantial in-house services and correspondingly substantial estates, both of which closely relate to each other, it seems appropriate to continue the existing arrangements which have served us well.  Although responsibility for overarching estates strategy will lie with the strategic commissioning directorate to dove-tail with the long term plans for addressing the borough’s health needs, this directorate will also have a strong role to play in providing technical and feasibility advice.
30)
Revised and wider shared service options for estates/facility management with other North West London PCTs are also being explored and need to be borne in mind during this restructuring.
Communications
31)
Communications with the public, stakeholders, media, staff, and partner organisations and patients already has a cross cutting function with regards to the entire organisation.  It is proposed that the Head of Press and Communications will become one of the CEO’s direct reports.
Clinical Leadership and Integrated Governance
32)
This directorate will be responsible for integrated governance, workforce development, professional development and standards including addressing poor performance, education and training, research and development, infection control and the development of clinical leadership.

33)
This directorate will co-ordinate clinical input, including that from PBC, to the commissioning of services with co-directors working closely with the PEC and the PCT’s lead commissioning directorates.  They will also fulfil a lead role for clinicians leading specific programmes of service redesign and improvement, ensuring that appropriate leadership and support is in place.

34)
Integrated governance is defined as: “Systems processes and behaviour by which Trusts lead, direct and control their functions in order to achieve organisational objectives, safety and quality of service and in which they relate to patients and carers, the wider community and partner organisations”.  So for primary care this will mean a focus on the patient experience, safe practice, and customer care as well as performance against quality measures.  The directorate will be responsible for the integrated governance function and all aspects of quality across the range of services that we commission or directly manage.  The directorate will have lead responsibility for ensuring that both the commissioning and provider functions of the PCT are complying with the quality standards of the HCC.  It will put clinical quality as the central business of the PCT as a health care organisation, making it the core and prime accountability issue for the board.  It will achieve this by a combination of a core team and an extended network of clinicians in leadership roles, accountable to the Director.
35)
This directorate will also, in its governance role, lead on Corporate issues such as our corporate objectives, servicing the Boards supervision of performance and quality and the corporate risk register.
The PALS service will be part of this directorate recognising their role as part of the integrated governance function.
Medical
36) 

The Medical Director will work corporately to ensure that the clinical community supports the achievement of the PCT’s priorities ensuring that there are robust and transparent performance frameworks in place for clinicians to work within. Working jointly with the Clinical Leadership director to ensure that clinical risk and governance are managed appropriately at all levels. 
37)  The Medical Director and team will enable the delivery of visible improvements to patient care, safety and experience through strong working relationships, supported by evidence provided from audit and research and the performance management of primary care. This directorate will work very closely with both the PCT provider services and with the commissioning directorates to develop a quality contracting and performance environment where clinical practise is openly challenged through rigorous performance management systems. 
38)
The medical Directorate will be the clinical lead for the following:
(a)
Clinical redesign of integrated pathways including the implementation of the urgent care model – front of house A&E & Wembley Walk – in service.  Chair CDH PAG and other clinical fora where necessary.

(b)
Develop a framework for ‘medical’ clinical governance and implement mechanisms and risk management systems that are transparent, robust and sustainable. Working closely with the Directorate of Primary Care Commissioning and Director of Clinical Leadership

(c)
Develop external links i.e. with Deanery, Royal College Medical Advisor, BMA, LMC
(d)
Lead responsibility for the development of clinical networks that span acute, community and primary care
(e)
Performance management of GPs through GMS/ PMS contract monitoring 

(f)
Community Consultant Appraisal 

(g)
Clinical lead for Medicines Management Prescribing and Pharmacy contract – including the responsible Director for Controlled Drugs. Chair the PMMC

(h)
Clinical adviser for salaried GPs

(i) 
Responsibility for effective disciplinary systems, and robust administration of Health & Social Care ACT Panel

(j)
Corporate and board level executive role – sharing responsibility for driving forward a culture of change and innovation of development and modernisation in the current environment
39)
The Medical Director will provide medical advice to the TOSLA Group
Finance and Performance
40)
This directorate will be responsible for ensuring the effective stewardship of the PCTs finances and for providing financial planning, management advice, and expertise to the PCT and PBC commissioners.  This directorate will also be responsible for performance management, contract management and procurement.  
41)
In the light of the recent financial crisis, it is vital that this directorate establishes renewed confidence in the financial stewardship of the organisation enabling the PCT to continue to meet its statutory financial duties, and for the Board to effectively discharge its proper governance function in these areas.
42)
The directorate will ensure that the financial management of the PCT provider is aligned with the principles inherent in CaPLNHS and the provider fitness for purpose reviews.  Financial transparency will be maintained, costing and benchmarking of provider activity strengthened and a culture of data management and accountability promoted. 
This directorate will provide the key client relationship with the commissioning shared service arrangement for London, the “Commissioning Support Service” once its business case is approved and it starts its work.  This will involve clarifying how that service will support the commissioning and performance management functions.
43)
The finance directorate will work closely with the primary and community care commissioning directorate to develop a management infrastructure to support PBC.

44)
Good data, excellent analysis, and timely accurate information reporting are all critical to the success of the PCT commissioning functions. Ensuring services are fit for purpose, and meet patient expectations, is at the heart of the work of the PCT. There is, therefore, an argument that both information and IT should be the responsibility of the Strategic Commissioning directorate to ensure that commissioning and service management teams receive the information that they require.  This would include the good information support needed by practice based commissioners.  However, there is an equally strong argument for putting information and IT with finance and performance monitoring which may create a better balance of duties at the director level.  At present, this paper recommends that route.  This will, however, necessitate the closest possible working relationships between IT and Informatics management and staff within the two commissioning directorates and the provider directorate. This will need dedicated links perhaps in the form of a dotted line accountability to those directorates.  A particular focus will be the provision of information about diversity and the use of services to assist commissioners to ensure equitable access for all.
45)
The detailed review of structures in this directorate will need to ensure that it can provide appropriate and structured support for both commissioning and providing.

Human Resources
46)
It is proposed that, as at present, there is a stand alone HR function able to lead on the following:- 

- 
workforce strategy and succession planning
- 
strategic commissioning to deliver the strategy
- 
the formal equalities agenda with regard to staff.

-
workforce training and development
With regard to the latter, the placing of the education, training and development function (ETD) in the Clinical Leadership directorate could bring together responsibility for developing the workforce and the PCT’s key resource for delivering that function.  However, ETD is currently quite limited in its scope compared to some PCTs nationally and workforce planning and ETD planning appear underdeveloped.  There is, therefore, an alternative argument that a strategic approach to these issues which link so closely to HR and OD issues should properly be located in the Directorate of Human Resources and this would create a better balance of director responsibilities.  That is therefore recommended.  However, there will then be the need to secure very strong clinical input and quality monitoring of clinical training delivery, clinician development will be led by, and resourced in the Directorate of Clinical Leadership and Integrated Governance.
47)
Overall responsibility for  workforce diversity and equality will be held by this Directorate, although again, all Directorates will be required to play an active role.
Turnaround
There are currently the temporary structures with regards to Turnaround although these have been slimmed down recently.  The success in delivering turnaround in the current year will enable a view to be taken as to the correct structures and mechanisms for driving the second phase of turnaround in 2008/09.  Whilst turnaround will remain a corporate responsibility of all directors.  There will need to be temporary structures and arrangements created as and when they are required.  They are not reflected in this document.
Implementation
These proposals for consultation have been agreed by the Interim CEO and the Chair of the PCT, in the first instance.  They have been considered by the EMT, and following adjustment in the light to their contributions, by the remaining members of the PCT Board as individuals.

A separate proposal document will be produced regarding governance structures to ensure proper alignment.  This will then inform the development of specific portfolios for Non Execs.

Those proposals which relate to the LA, will be canvassed with them and may be adjusted in the light of that.  At the same time, detailed structure charts will be drawn up for each directorate and the process of producing new job descriptions and person specs commenced.  It is intended that this should lead to a formal proposal to the Trade Unions in July 2007. Through early involvement of the Unions in discussion of a timetable, it is hoped to secure a quick turnaround of staff consultation that all parties will seek to facilitate.  It is anticipated that in the light of the above it should be possible to publish the first draft of the entire restructuring timetable on the 11th July 2007 to assure staff that management are progressing this matter as promptly as reasonably possible, recognising the anxiety and stress that is created for individuals in restructurings such as these.

The process will be governed by the ‘Procedure for Managing Change’ which is available on the intranet. 
Ian Wilson

2nd July 2007
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