Practice Based Commissioning Governance Agreement

between 

Brent Teaching PCT

 and 

Practice Based Commissioners

2008/09
1. Purpose
1.1. The Department of Health (DH) guidance for 2007/08, Practice based commissioning: practical implementation (November 2006) emphasises the importance of clear governance and accountability to ensure clarity of roles and responsibilities within practice based commissioning (PBC).  
1.2. The overall aim of governance and accountability, as it relates to PBC, is to balance public accountability for the effective use of taxpayers’ funds with the minimum bureaucracy for practices to deliver real improvements for patients. Brent PCT requires all practice consortia and/or individual practices who wish to actively participate in PBC to sign up to this Governance Agreement for the coming financial year. 
1.3. The purpose of this agreement is to set a framework for how PBC will be taken forward in Brent in 2008/09. The Agreement details the framework under which practice based commissioners and the PCT will operate to ensure that tangible PBC outputs are delivered in 2008/09.  This document will replace the Practice Based Commissioning and Accountability Manual approved by the Board in March 2006 and details the local incentive scheme for 2008/09.  It takes account of:
· Recommendations made by the Audit Commission on making PBC more effective in Putting commissioning into practice published November 2007.
· further DH guidance issued December 2007 on Practice based commissioning – budget setting refinements and clarification of health funding flexibilities, incentive schemes and governance
· guidance contained in the national Operating Framework and London Planning Guidance 2008/09.
1.4. The Operating Framework for the NHS in England 2008/09 (December 2007) has confirmed that Commissioners – PCTs working with practice based commissioners, must take the lead in acting on behalf of their populations seeking out their views and as well as assessing their needs. Commissioners are expected to be the catalyst for service transformation and health improvement locally, making the best use of the levers available to them including competition, choice and the new contracts.  The guidance states PBC is central to world class commissioning and is here to stay.  It is up to PCTs to make sure PBC succeeds.  PCTs should ensure that governance around PBC fits within the overall PCT governance framework and is proportionate to individual circumstances.  PBC is crucial to addressing equality issues and reducing inequalities.

2. Principles
2.1. The PCT views PBC as a key driver of local NHS service improvement.  PBC provides levers for innovative service re-design and modernisation, improved utilisation of financial resources, and decision-making closer to patients.  In addition, PBC is seen as an essential counter balance to Payment by Results (PBR), the system of funding for much of secondary care activity.

2.2. A number of shared principles between practices and the PCT will guide the development of PBC in Brent:

· To work to improve health and ensure reduced health inequalities in the local population

· To ensure the provision of high quality services, in line with the Healthcare Commission recommendations and Standards for Better Health (Department of Health: 2004)

· To ensure patients have timely and equitable access to primary, secondary and tertiary healthcare services

· To work to ensure the full delivery of the 18 week maximum referral to treatment waiting time

· To ensure the development of cost effective alternatives to secondary care services within the community, referring only those patients to secondary care who clinically require it

· To ensure that patient and public involvement plays a central role in the commissioning process

· To work to deliver local strategies around Patient’s Choice, Choose and Book and Payment by Results

· To operate within a mutually agreed strategic direction in line with national and local priorities, outlined within the draft Commissioning Strategy Plan 2007 to 2012 and the Operating Plan for 2008/09.  
2.3. To support PBC in Brent, the PCT will undertake the following as set out in this agreement:

· Detail expectations of PBC commissioners
· Adhere to the principles contained PBC: Practical Implementation (Department of Health: November, 2006) 
· outline accountability arrangements for PBC (including budget responsibility)
· Detail our support for commissioning activities, working with practice based commissioners to provide the tools and support they need to effectively discharge their commissioning responsibilities
· Provide local incentive scheme to support clinical engagement in a meaningful way and encourage service redesign
3. Individual practice and consortium level commissioning

3.1. The national guidance details compelling reasons for PCTs to encourage practices to come together into commissioning groups or consortia.  This reduces duplication and allows for the sharing of risk.  Smaller commissioning bodies are more exposed to fluctuation in activities and hence risk associated with meeting financial balance. 
3.2. In order to maximise the effectiveness of PBC, and to deliver the above objectives, Brent PCT strongly encourages every practice to participate as part of a consortium arrangement for PBC.  The Local Incentive Scheme for 2008/09 provides an additional reward for practices working in groups.  Practices who do not wish to participate in a consortium can still participate in PBC by accepting responsibility for the practice budget. 

3.3. If a practice does not wish to be involved in PBC, the PCT will work with that practice to agree alternative arrangements.  Where alternative arrangements are agreed, that practice will not be entitled to any share of saving arising from the management of the budget, nor will they receive any payment under the 2008/09 local incentive scheme.

3.4. Practices will be asked how they wish to operate under PBC for 2008/09 by confirming their organisational arrangements i.e. they will be asked if they will be operating independently or in consortia and/or participating in a federation. The Clusters/Co-operative/Group of Independents and/or the Federation will attach a letter with the PCT correspondence to explain participation.  

4. Governance
4.1. The Department of Health guidance emphasises the importance of clear governance and accountability to ensure clarity of roles and responsibilities.  This governance agreement contains all major components setting out how PBC will operate.
4.2. Brent PCT is committed to supporting the development and implementation of PBC to enable effective commissioning of health care services for our registered population.
4.3. Practice based commissioners are accountable to the PCT for achieving best value within their budget and for delivering an agreed PBC commissioning plan.
4.4. The PCT has a statutory responsibility to achieve financial balance. Practice based commissioners, once they have accepted a budget, have a responsibility to manage within it.
4.5. The PCT expects practice based commissioners to formally sign this Governance Agreement for 2008/09, as a necessary pre-condition to taking responsibility of a budget.  Both parties will need to adhere to its provisions.  
4.6. Responsibility for governance arrangements for PBC will be held by a sub-committee of the PCT Board – the PBC Governance Sub-Committee.  This Committee is chaired by a non-executive director of the PCT and its membership includes Board and PEC members, PCT Directors (Public Health, Strategic Commissioning, Primary and Community Commissioning and Finance and Performance) and includes an LMC observer.  This group will meet monthly in February, March, and April and quarterly for the rest of the year.  The Committee will be responsible for:

· Establishing and ensuring adherence to a clear local framework of corporate and clinical governance and accountability that incorporates all relevant national guidance
· Signing off PBC budget methodology
· Assessment and approval of annual PBC commissioning plans submitted by practices / consortia

· Overseeing monitoring of practice based commissioner performance in year and ensuring corrective action is taken where appropriate
· Overseeing the delivery of the PBC local incentive scheme for 2008/09 and approving payments under this scheme 

· Assessment and approval of PBC business cases submitted by practices/ consortia throughout the year 

· Ensuring value for money and clinical and corporate governance arrangements are established for any proposed service change

· providing guidance on public consultation, avoiding conflicts of interest and tendering requirements as a result of any proposed service change.

4.7. In order to fulfil those responsibilities the committee will:

· Review and agree budget methodology

· Establish a planning cycle for commissioning

· Establish an approval cycle for business cases including assessment criteria 
· Clearly apply the criteria and mechanisms by which commissioning plans are assessed (including full adherence to the principles outlined in this Governance Agreement – Appendix one)

· To provide minutes and committee reports to the PCT Board detailing the decision-making of the group

· To notify the Brent Local Medical Committee of committee assessments and decisions

· Take all reasonable steps to ensure any potential conflicts of interest within the above processes are identified and addressed appropriately. 
4.8. The committee will make regular reports to the Board and will be the lead group for all governance arrangements for PBC.  
5. Quality and clinical outcomes through commissioning – developing PBC Plans for 2008/09  (Appendix One)
5.1. Practices/consortia are expected to work with the PCT to ensure that patients have access to cost effective and clinically appropriate alternatives to hospital care in the community, and the priority areas for action have been identified and addressed. 

5.2. The PCT is the statutory body for commissioning services for the population of Brent.  Under PBC, PCTs remain accountable for all the funds allocated to them by Secretary of State and for ensuring fair access to high quality services for their populations, within the resources made available to them (Department of Health: 2006). 

5.3. PCTs are also responsible for ensuring that services meet all national and local quality standards and accreditation, especially specific controls assurance standards on patient safety.  PCTs are accountable for this to the Secretary of State via SHAs (Department of Health: 2006).
5.4. All services commissioned must comply with Standards for Better Health, the Healthcare Commission’s Core Standards and other quality outcomes included within the National Service Frameworks.  
5.5. In 2008/09 it is anticipated that practices/consortia will focus upon the following key areas as a minimum:

· Secondary care shift to primary care where appropriate and in particular, agree  protocols or criteria afor referrals, to secondary care for musculoskeletal, dermatology, cardiology, neurology, gynaecology, ENT, urology, gastroenterology, minor surgery, diabetes and respiratory conditions.  Practices may wish to think about commissioning an assessment service to secure adherence to pathways.
· Supporting clinical change where appropriate to reverse the increase in emergency attendances and admissions

· Improving the care of patients with long term conditions.

5.6. Practices/consortia will also examine their comparative referral patterns and work on reducing unexplained variations in practice, so that registered patients within Brent benefit from consistent, evidence-based practice and high standards of personal care from their local surgery.
5.7. Practices/consortia are encouraged to look at the nine High impact changes for practice teams published by the Improvement Foundation and the Institute for Innovation and Improvement.  

5.8. A commissioning plan template is attached at Appendix Two which practices/consortia are required to use.

6. Financial Management and budget setting 2008/09 (Appendix Three)
6.1. The PCT has a statutory duty to maintain financial balance and can only allocate indicative budgets to practices based on the budget available. 

6.2. PBC budgets will be set annually and will reflect the budget signed off by the PCT Board for that year.  A risk reserve will be separately identified within practice budgets.  This reserve will be held by practices. 

6.3. All parties to this agreement are determined to ensure robust financial management is in place.  If a budget at consortium level (or at practice level where a practice has not joined a consortium) is projecting an overspend at the end of month six, the practice based commissioner  will be required to produce a recovery plan with support from the PCT to bring the budget back into balance by the year end.

6.4. Practices/consortia will only retain 70% of savings where they had submitted a business case and this had been approved by the PCT.  
6.5. If the PBC devolved budgets are significantly overspent without an appropriate remedial action plan, then the PCT would seek to retrieve the budget responsibility. 

6.6. The budget setting process for 2008/09 is being developed with PBC leads.  Once approved by the PBC governance sub committee, these details will be contained in Appendix 3.

7. Flexible use of NHS resources through practice based commissioning to improve health and well being
7.1. The Next Stage Review Interim report encouraged practice based commissioners to use existing powers to use NHS funds more flexibly to secure alternatives to traditional NHS provision.  Practice based commissioning – budget setting refinements and clarification of health funding flexibilities, incentive schemes and governance proposes that PCTs should agree with practice based commissioners a menu of local flexibilities to support their achievement of local and national priorities informed by needs assessments and reflecting priorities in Local Area Agreements.  

7.2. For 2008/09, we only expect practices/consortia to use these local flexibilities where they will support demand management plans.  

7.3. Where practice based commissioners wish to use freed up resources for interventions on the local menu, they will only need submit a light touch business case.  The PCT will issue a draft local flexibilities menu in due course.
8. Local Incentive Scheme 2008/09 (Appendix Four)
8.1. The PCT is establishing a new local incentive service (LIS) for PBC in 2008/09.  The details of the LIS are contained in Appendix 4.  The principal elements are:

· Practices will sign up to a budget based on 2008/09 contracts agreed with providers.  They will submit a commissioning plan which as a minimum includes the actions they plan to take to address the areas set out in paragraph 5.5.

· Practices will receive a reward based on two elements, performance against practice budget and consortia performance against budget.  This is to encourage practices to work together and to provide an incentive for those practices who have limited scope for demand management.  Practices that operate independently will not be eligible to the consortia element of the payment.

· Where practices under spend against budget on the basis of agreed plans, the practice will receive 70% of the freed up resource.  

8.2. The PCT will consider pump priming developments required to achieve savings on the budget subject to submission and approval of a business case.  These costs would be off set against the freed up resources.

9. Business cases and freed up resources (Appendices Five and Six)
9.1. The Audit Commission has recommended that PCTs review the structures they have in place to ensure business cases are robust, reviewed on a timely basis and adequate attention is given to assessing the cost and benefits of any changes.  As outlined above the PBC Governance Committee will consider business cases.  Issues relating to freed up resources are dealt with in Appendix 5 and business case requirements and approval criteria are contained in Appendix 6.

9.2. Where a practice/consortia completes a plan that results in a practice being commissioned to provide an enhanced service to replace a hospital service, then the primary care tariff received by the provider will be reported as performance against the practice/consortia budget. This will ensure that the cost of the new primary care service is taken into account when calculating budgetary savings.

9.3. An annual review will be held to ascertain levels of savings generated by practices/consortia against PBC budgets.  Resources freed up will be split between the practice and the PCT in the following way: after any costs of re-provision to PBC or wider PCT budgets (for example, non PBC budgets), have been taken into account, practices will be able to re-invest 70% of the remaining savings.  The PCT will retain 30% of any savings made via PBC. 
9.4. Savings by practices/consortia can be spent in the areas specified in Appendix 7 and PCT approval is required before the savings are released to a practice/consortia.

10. Communications Strategy and Patient Involvement

10.1. The PCT is committed to full and appropriate patient and public involvement within the commissioning process.  The PCT will work with practice based commissioners to agree a work programme and approve methodologies to communicate with stakeholders and involve patients. 
10.2. The NHS needs to be accountable for its actions to the public and arrangements for PBC in Brent will reflect this. PBC will seek to engage local populations to derive a wider understanding of demands, resources and needs, to develop strategies for change, and to improve accountability to and co-operation with patients to improve clinical outcomes. It is vital that commissioners can demonstrate meaningful engagement` with patients and encourage patient participation in the redesigning of services.
11. Roles and responsibilities and PBC Support (Appendix Eight)

11.1. A small PCT team supporting PBC was established in early 2008.  Additional resource in Informatics, Public Health and Finance will be made in 2008 to support PBC.  Appendix 8 describes the team and roles and responsibilities of the PCT and practice based commissioners are identified.

12. Performance Management

12.1. 2007/08 was a challenging year for PBC in Brent.  PBC plans were submitted and approved and some practices/consortia have made steady progress.   A major breakdown in corporate and financial governance in the PCT in 2005/06 has impeded the development of PBC. 2008 presents a new opportunity for PBC with the launch of a new incentive scheme, revised governance arrangements, establishment of a PBC team within the PCT and a plan from practices for a Brent wide PBC federation.  It is proposed that 2008/09 is a foundation year for all practices who wish to participate in PBC and subject to approval of their plan, they be allowed to participate in PBC.  The PCT would encourage practices to work collaboratively together in undertaking PBC as this will enable:

· Practices to take a greater leadership role in the development of PBC within Brent

· patients within a practice to benefit from a greater range of patient pathways being developed

· Resources to be pooled.

12.2. In 2008/09, practice based commissioners’ performance will be reviewed.  This will inform payment of the LIS achievement for 2008/09 and continued participation in PBC.  In 2008, the PCT will consider developing an integrated performance framework for the delivery of primary care and practice based commissioning along the lines developed in North East Lincolnshire and highlighted as good practice by the Audit Commission.  For example, where a practice is struggling to deliver core and essential primary care services to their practice population, a commissioning budget is not devolved.  If following intensive support, the practice’s overall performance does not improve sufficiently, more highly performing practices are offered the opportunity to commission for that practice’s population.  A paper on developing an integrated performance approach will be developed later in 2008.

12.3. For 2008/09, PBC plans and performance will be monitored on a quarterly basis by the PBC governance sub committee and through face to face meetings with practices/consortia. 

13. Governance Agreement (Appendix Nine)

13.1. Practices/consortia are required to sign the governance agreement by 9 May 2008, if they wish to participate in PBC and receive the first part of the incentive payment. 
14. Timetable for PBC Activities 

14.1. This is set out in the table below.

	Activity
	Date
	By Whom

	Revised governance arrangements after discussion with PBC Leads and LMC

· Board Approval
	27 March 2008
	Board

	Issue 2008/09 budgets 
	April 2008
	Finance & Performance

	Practices to submit plans
	9 May 2008
	PBCs

	PCT approval of plans
	30 May 2008
	PCT 

	Pay first instalment of LIS
	30 June 2008
	PCT
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APPENDIX 1

Commissioning intentions and plans

1. Developing commissioning plans

1.1. All practices engaging in PBC must mutually agree with Brent PCT a commissioning plan.  The plan can be consortium or practice based.

1.2. In preparing commissioning plans practices/consortia need to give full consideration to the following:

· How practice based commissioners will respond to the particular needs of their populations
· How practice based commissioners intend to make their contribution to meeting national priorities (including 18 weeks RTT) by redesigning services, and by identifying resources that could be released from the agreed budget

· Their full participation within agreed demand management schemes. 

1.3. PBC plans will also need to demonstrate commitment to choice and booking initiatives (including Choose and Book) in accordance with national guidance.

1.4. Where PBC plans impact upon secondary care, practices should seek the involvement of secondary care clinical teams.  Where proposals may affect the Local Authority, full discussion with the Council should take place before proposals are agreed.  Practice based commissioners must ensure that their patients and the public are consulted about service re-design and change.

1.5. Commissioning plans should clearly state those areas of current service provision that practices/consortia wish to redesign or change.  Where commissioning plans will result in a change in provision or commissioning of new or additional providers a business case should be developed subsequently for approval by the PBC governance sub-committee referred to in the main document.

1.6. Practices/consortia will detail plans to achieve financial balance against their devolved budgets on an annual basis.

1.7. Practices/consortia are expected to monitor and formally report back on progress against their plans and agreed outputs at the end of each quarter to the PCT. .

1.8. Completed Commissioning plans should be sent to the PCT Director of Primary Care & Community Commissioning.  Plans should be reviewed by the PBC governance sub-committee within three weeks.  A decision on approval will  then be communicated to the consortium / practice.
2. The commissioning plan 2008/09

2.1. Commissioning plans must be submitted in template format supplied and must provide sufficient, relevant and robust commissioning information upon which to approved the plan against the criteria below. The template is provided at Appendix 2.

2.2. PBC Commissioning plans will be approved provided they fully address the criteria within this governance agreement.  The criteria below will require plans to: 

· Demonstrate an understanding of the health needs of their populations and how commissioning will respond to those needs

· Reflect and contribute to the achievement of the Brent PCT 2008/09 Operating plan including practices/consortia demand management targets relating to reductions in outpatients, emergency admissions and accident and emergency attendances and a commitment to the five national priorities and three NHS London priorities:

National priorities

· Improving cleanliness and reducing hospital acquired infections

· Improving access through achievement of the 18 week referral to treatment pledge and improving access including at evenings and weekends to GP services

· Keeping adults and children well, improving their health and reducing health inequalities

· Improving patient experience, staff satisfaction and engagement

· Preparing to respond in a state of emergency such as an outbreak of pandemic flu

NHS London priorities

· childhood immunisation targets

· TB 

· and HIV.

· Plans must deliver financial balance or surplus against agreed budgets for 2008/09

· Provide details of the level of service change to be achieved and the method by which change will be achieved (including whether they are to be undertaken at practice, consortium or PCT wide level)

· Plans should detail where a more collective approach is required

· Detail the level and type of patient and public involvement that will support commissioning intentions and initiatives. 

· Give full consideration to any estate and workforce implications.

2.3. Commissioning plans should state the intentions and actions for 2008/09.  Significant changes in plans or commissioning intentions in-year should be developed as additional business cases for PCT approval.

APPENDIX 2

Template for PBC Plan for 2008/09
1. PBC commissioning plans set out how practices/consortia intend to achieve national and local priorities through for example the development and adherence to patient pathways.  The template below covers all the information a practice/consortia is required to provide in order for the PBC Governance sub-committee to consider approval.  Additional information is required in the form of a business case where:

· where a practice/consortia wish to make an additional up front investment in order to achieve an objective within the PCT operating plan e.g. the development of a n assessment service

· a practice/consortia is proposing to set up or commission a new service which is outside the PCT’s operating plan for 2008/09 and this requires additional up front investment.
2. .Business case requirements are set out in Appendix 5.

Practice Based Commissioning Plan Template
A single plan may be submitted on behalf of a group of practices. Individual practices can add additional information that is specific to their practice as required.

	Practice/consortia name and contact details


	




Financial Management

Please give brief details of how the practice/consortia intends to manage expenditure within the indicative budget and ensure that overspends do not occur.
	


Commissioning Objectives 2008/09
Based on your knowledge of your local population, please state what needs you have identified and how your practice/consortia are going to address these in 2008/09. Please use additional sheets if required.
	Priority
	Area of Need

	How this was identified 

e.g. QOF, ward profiles, secondary care activity
	What the practice will do to address this area of need.
	What national or local priorities does this meet?
	What support will you need from the PCT to achieve this?
	What patient/ public involvement will you undertake?

	1
	
	
	
	
	
	

	2
	
	
	
	
	
	

	3
	
	
	
	
	
	


Please add additional sheet(s) if required
APPENDIX 3

Budget setting for 2008/09
TO FOLLOW

APPENDIX 4

Local Incentive Scheme 2008/09
Background

The local incentive scheme for PBC relates to commissioned activity.  Brent Practice Based Commissioning budgets incorporate specific demand management savings target for A&E attendances, emergency admissions and OP referrals.  

Summary Proposal

1. For practices/consortia to receive the first  payment, they must submit plans which detail how they will achieve demand management targets in:

· Accident and emergency attendances

· Reduction in emergency admissions

· GP  referrals to outpatients
2.   Thereafter, provided a practice has submitted, and the PCT has agreed, a demand management action plan or commissioning business case, savings in excess of its demand management targets will be shared with the PCT in the ratio 70% to the practice 30% to the PCT.

3. A Local Incentive Scheme for engagement in PBC of £3.00 per patient, has been established, details of which are shown below.

Detail of LIS

1.  Aspiration Payment - £1.00 per patient
Paid on acceptance by practices of PBC budgets and associated demand management targets by end of April (evidence - signed PBC plan).  

2. Achievement Payment -  £2.00 per patient

Practice and consortia financial performance against the indicative budget will determine achievement.  
The achievement payment is split in two parts: practice and consortia. You can therefore achieve either at practice level and not at consortia level but still receive a payment (and vice versa). If you achieve at practice and consortia level, you get both parts of the payment.  This is intended to promote engagement at both practice and consortia level.  If you do not participate in a consortium, you are not eligible for the consortium  payment.  

The table provides further clarification on the achievement payment.

	At 12 Months   - 
	£1 per patient
	Paid if the practice budget has not overspent,.

	payable in 2009-10
	£1 per patient
	Paid if the consortium budget has not overspent.  


APPENDIX 5

Business case requirements and template

When is a business case required?

Business cases are required where a practice/consortia require additional investment to:

· achieve an objective within the PCT operating plan e.g. the development of a practice/consortia based assessment service; or

· set up or commission a new service which is outside the PCT’s operating plan for 2008/09. 
What information is required?

A template is provided at the end of this Appendix.
What criteria will be used to evaluate a business case?
The PCT has adopted the criteria used by Greenwich PCT which was highlighted as good practice in the Audit Commission report.  The criteria are:

· Do the plans assist in the delivery of the PCT’s strategic intent and key priorities?

· Do the plans meet assessed local health needs?

· Do the plans describe how the views of patients and public have been or will sought and acted on?

· Do the plans identify appropriate patient safety and clinical governance arrangements?

· Do the plans draw on clinically effective and good practices guidelines, for example Healthcare Commission standards, National Institute for Health and Clinical Excellence guidelines and National Service Frameworks, and the national policy context for the service in question?

· Do plans demonstrate how relevant stakeholder have been or will be involved in the development (for example, nurses, health visitors, pharmacists, dentists and optometrists)?

· Do the plans demonstrate value for money?

· Do the plans demonstrate affordability, that is they are not likely to create a cost pressure for either the PBC practices, consortium or PCT, and consideration of options for expenditure reduction?

· Do the plans describe how activity and financial information will be managed and used?

· Do the plans identify keys risks and plans to minimise them?

· Can the progression of the plans be taken forward by the PBC practice or cluster without destabilising services still required for the patients of other PBC practices or clusters?

· Is there evidence from the plans and current performance that the practice or cluster has, with the support of the PCT, the capacity to deliver the scheme?

Business case template

	1. Proposal

	Please give the background to the proposal, overview of current service, outline of proposed service, outline of benefits (100 -500 words)

	

	2. Please specify which national or local priority area the proposal addresses

	

	3. Evidence of need 

	

	4. What will the proposal achieve? Please give specific, measurable outcomes and evidence that this is achievable

	

	4. Activity. Please give quantified details of the activity levels the service will provide compared to the current activity levels

	

	5. Costs. Please give details of non-recurrent and recurrent costs for this proposal

	

	6. Savings. Please give details of expected savings in secondary care activity costs.

	

	7. How will the proposal be funded? Please indicate if a loan is required from the PCT and, if so, give details of the timescale for repayment

	

	8. Implications for other services or organisations (financial, activity etc) e.g. acute trust, PCT provider arm, local authority.

	

	9. Please describe any arrangements you have put in place to involve patients and identified stakeholders in the planning, management or delivery of your project?

	

	10.Identifying a provider. Is there an established provider, or will the service be open to ‘any willing provider’?

	

	11. Performance Monitoring. What monitoring will be put in place?



	

	12What are the risks associated with achievement of stated outcomes and how will these be managed?

	

	13. Patient Safety & Clinical Governance. Please describe any arrangements you have put in place to ensure patient safety and clinical governance standards. 


APPENDIX 6

Freed up resources

1. In the event that practice/consortia achieve planned savings against the budget for 2008/09, practice based commissioners are expected to agree a plan with the PCT at the end of the financial year on how savings upon PBC budgets will be spent.  Any plans for the use of these resources will need to be in line with the Brent PCT Operating Plan, agreed by the PBC governance sub-committee. Freed up resources will only be made available after the end of the financial year in which the savings were made, unless specific agreement is obtained from the PCT. Freed up resources will be invested non-recurrently until savings are demonstrated to be recurrent.
2. Freed up resources relate to demonstrable net savings upon the practice/consortia wide budget, having taken into account costs of alternative provision to any PBC or PCT budget (e.g. costs to the primary care budget).  

3. Practices will be requested to outline the details of their spending proposal in sufficient detail to enable the PCT to make appropriate judgement on the merit of the proposal.  Freed up resources must be reinvested in patient care.  The agreed areas for re-investment are: 

· 18 week referral to treatment (RTT)
Investing in patient activity or changes to services to achieve the 18 week RTT.

· Provision of increased range of services 

Increasing the range of services based upon the identified health needs of the population

· Demand Management
Investing in new initiatives or educational projects that may impact upon, or provide additional demand Management.

· Improved Health Promotion 

Activities especially in relation to Obesity and Healthy lifestyles.

· Menu of flexibilities

The areas will be set out in the menu of flexible use of NHS resources.
· National and NHS London priorities 
As set out in Brent PCT’s 2008/09 Operating Plan.
Non recurrent savings

Non recurrent savings can be invested in areas identified in Appendix 7.  
Recurrent and non recurrent proposals must be submitted to the PCT for prior approval on the form contained in Appendix 7.
APPENDIX 7

Purposes for which non recurrent PBC savings can be used

1) MEDICAL EQUIPMENT

Material or equipment to be used for the treatment of patients of the practice including:-

i) Diagnostic equipment such as Sphygmomanometers

ii) ECG machines

iii) Blood testing equipment

iv) Sterilisers

v) Nebulisers

vi) Foetal heart detectors

vii) Cryothermic probes

viii) Defibrillators

2) IMPROVING PUBLIC AREAS

The purchase of material or equipment which will enhance the comfort or convenience of patients of the practice.  This includes:

i) Furniture, e.g. waiting room seating, surgery couches, etc.

ii) Furnishings including decorating materials, carpets.

iii) Security features, e.g. alarms, shutters.

iv) Heating / air conditioning (excluding maintenance).

3) IMPROVING PRACTICE EFFICIENCY

The purchase of computers and related equipment.  This includes:

i) Computer hardware#

ii) Computer software#

iii) Fax machines

iv) Answering machines

v) Photocopiers

# All computer equipment must be purchased through the PCT to ensure system compatibility 

4) IMPROVING COMMUNICATION WITH PATIENTS

The purchase of material or equipment relating to health education or health promotion for use in the practice.  This includes:

i) Televisions/Projectors
ii) Video players/DVD recorders

iii) Audio players/recorders

iv) Leaflets and posters

v) Display stands, etc


vi)   Disseminating health education advice to patients

5) INCREASING CAPACITY

Non-recurrent payments to clinical and non-clinical staff including: -

i)  Increasing practice opening hours to improve access

ii) Commissioning alternative services for patients within Brent PCT’s Operating Plan priorities
iii) Increasing current activity by employing additional staff

Practice Based Commissioning Savings Application Form

	PRACTICE/CONSORTIUM
Please state the practice(s) that this proposal is submitted from:

Name of lead GP

Signature of lead GP

	PROPOSAL. Please outline the proposed use of PBC savings. 


	EVIDENCE OF NEED. Please outline what need this proposal is addressing.



	OUTCOMES & MONITORING. Please state the intended outcomes of this proposal and how they will be monitored.


	COSTS. Please outline the cost of this proposal.  Please include all relevant costs.



	(if relevant) HOW WILL THIS SERVICE BE PROVIDED?

Please outline how this service will be provided and if there is an established provider.




APPENDIX 8
Responsibilities and support for commissioning
1. The PCT is committed to supporting PBC activities and to working with practice based commissioners to provide the tools and support they need to effectively discharge their commissioning responsibilities.

Responsibilities

2. The schedule below details, as part of this agreement, the specific responsibilities of the PCT and practices in relation to PBC in 2008/09.  The schedule covers the Financial Management, Information Management, SLA negotiation and Performance Management, service redesign, public health and involving people.

Primary Care/PBC Development
3. In order to support these commitments and to enhance the level of commissioning support to PBC the PCT has approved the establishment of a Primary Care/PBC development team within the Primary and Community Commissioning Directorate.

4. This team will have a specific remit to support and ensure the full and effective development of PBC in Brent and to ensure practice/consortia delivery of:

· Service redesign in scheduled and unscheduled Care 

· 18 week referral to treatment targets

· Choice and Booking

· Practice/consortia priorities

5. The Team will be led by the Assistant Director Primary Care Development, Debbie Breen who will be accountable to the Director of Primary and Community Commissioning.  The Team comprises:


PBC Managers

2 WTE


Administrative Assistants
2.5 WTE.

One PBC manager and one administrative assistant have been recruited and tstarted in 2008.  Recruitment to the remaining vacancies will be subject to further discussion with PBC leads who have indicated a  wish to use the funding on a project basis.  

Identified individuals are also being sought from Finance & Performance, Public Health and Clinical Leadership and Governance to provide:

· Financial and activity analytical support

· Health needs assessment

· Public involvement

The support will be defined and agreed with practice based commissioners.  

Strategic commissioning will provide support for the development of pathways.  Their work plan will be agreed by practice based commissioners.

Meeting Attendance

6. The PCT is developing proposals to pay PBC leads with PBC leads and these proposals will be made available shortly.  The PBC governance sub-committee will consider requests for funding existing staff from expected achievement payments.
7. The PCT would like to establish a PBC steering group for which PBC representation will be paid.  This representation may be linked to the development of a Brent wide federation.  The joint PCT/PBC steering group will meet monthly from April to

· Consider draft PBC budget methodology

· Review main SLAs

· Review joint arrangements with the local authority

· Health needs assessment and strategy

· Review in year performance of PBC plans including demand management initiatives

· review of existing and the development of new pathways

· review adequacy of PCT support.

8. PCT membership is likely to include representatives from Finance and Performance, Strategic Commissioning, Public Health, and Primary and Community Commissioning.  The Director of Primary and Community Commissioning would chair the meeting.

	
	PCT Responsibilities


	PBC Responsibilities


	PCT support


	Financial Management
	Maintain financial balance annually


	Devolved budget responsibility for ensuring a break even, or surplus position


	The PCT will provide PBC Leads with at least quarterly financial and monthly activity reports  

PCT will meet with practice based commissioners at least quarterly, to review progress and budget performance



	
	Undertake a full budget holder role in relation to:

· Agreeing / monitoring budgets

· Coding and paying invoices

· Support SLA negotiations with Trusts 

· Validation of financial information and forecasting financial position

· Ensuring significant budget variances are promptly identified, and appropriately reported

	Devolved budget responsibility for monitoring budget spend and taking action, which may include establishing a recovery plan, if budgets are overspent 

Share financial / activity reports with practices/consortia.
	The PCT will provide practice based commissionrs with at least quarterly financial and monthly activity reports  



	
	Issuing Standard Financial Instructions and Standing Orders, and monitor compliance


	Comply with Trust Standard Financial Instructions (SFIs) and Standing Orders.(SOs)
	All documentation including guidance on PCT intranet or PCT website

	
	Providing financial assessment and input into PBC commissioning and provider plans


	Producing annual commissioning plans


	PBC development team


	Information Management
	Monthly validation of contract activity


	Monthly validation of contract activity at agreed cost threshold / clinical areas


	Head of SLAs to agree with practice based commissioners a robust clinical validation



	
	Liaison with Trusts in relation to disputed activity on SUS.


	Liaison with PCT SLA Team on clinical validation issues to be raised with providers


	PCT Information Team will collate queries from practice based commissioners on a monthly basis and liaise with Trusts to resolve



	
	Produce monthly information pack for practice based commissioners:

· Monthly reports (elective, non elective, outpatients) for 6 main Specialties and Totals (for all Trusts that have submitted).

· Quarterly Comparative analysis for 6 specialties and totals (07/08 against 08/09 – histograms)

· Quarterly High Cost Patient report (over £5k)


	Interrogate information from Dr Foster and hospital data to inform service redesign initiatives.


	Provide suitable support for practice based commissioners to utilise Dr Foster.



	
	Production of statutory information returns to the Department of Health e.g. Operating Plan, LDP Trajectories.
	n/a
	n/a

	 


	SLA Negotiation and Management


	Produce annual Operating Plan (Commissioning Plan) for the PCT.


	Produce PBC Plans
	Primary Care Development



	
	Negotiate, agree and manage SLAs with identified acute trusts in line with national and local planning guidance.


	Identification of changes required in SLAs

PBC representation at in-year monitoring meetings with Providers


	Primary Care Development, Strategic Commissioning, & Finance & Performance

	
	Promote and support collaborative working with partner PCTs in line with London-wide lead commissioning arrangements 


	n/a
	n/a

	
	Ensure that appropriate activity / finance performance management arrangements are in place for all commissioned services.


	n/a
	n/a

	Performance
	Ensure appropriate systems in place to monitor host Trust non-financial performance against relevant national and local targets – e.g. waiting times, infection rates etc


	PBC representation at in-year monitoring meetings with Providers

Understand the impact of performance against targets for consortia / practice population

 
	Finance & Performance

	
	Report performance against targets to relevant PCT fora and SHA. 


	n/a
	n/a

	
	Agree plans to address performance variance against targets with Trust as required.


	n/a
	n/a



	Service Re-design
	PEC to agree annual clinical and service redesign priorities following PCT liaison with practice based commissioners.
	Leading service and pathway redesign (Demand Management)

Work through Consortia to achieve service change.  Work directly with the 18 weeks Project Board.

	PBC support with strategic commissioning

PCT attendance at practice based commissioner meetings (by invitation)



	
	Performance Management of service redesign initiatives and monitoring of Commissioning plans (including link to SLA management of providers)

	To deliver agreed commissioning plan.
	PCT staff

	Involving People
	Supporting community liaison and engagement to develop a two-way dialogue to inform commissioning plans and needs assessments


	To work with the PCT’s PPI Team and the PBC Unit to draw up an action plan for involving people activities for the Consortia / Practice population.

To ensure that systematic processes are in place to capture and measure the patient experience of services commissioned and/or provided.


	Advice provided by PCT PPI Team

	Public Health
	To assess the health needs of the people of Brent


	To assess the health needs of their  populations – by using available data on the health and health needs 


	Public Health team will work with practice based commissioners to profile practice/consortia populations to establish patterns of disease, inequalities etc.



	
	To ensure that services commissioned are informed by health need, are clinically and cost effective, and reduce health inequalities.
	To ensure that services commissioned:

· Meet the identified health needs of the local population.

· Are of proven clinical effectiveness.

· Result in demonstrable improvements in the health of their  population and reductions in health inequalities.


	The Public Health team will work with practice/consortia to develop mechanisms for monitoring outcomes at a local level and identification of metrics that are meaningful at a local level.

Public Health Team to provide advice in carrying out Equality Impact Assessment on new service developments, policies etc.  Public Health Team to profile practice/consortia populations to provide ethnic monitoring data to enable equity of access of services to be monitored.




APPENDIX 9
Signatures of the parties to the governance agreement

Signatories to this agreement understand and accept the requirements of the governance agreement for the period ending 31st March 2009, and agree to adhere to its provisions.
Signed by 


………………………………………………
Print Name
And Position 


………………………………………………
For and on behalf of the PCT

Date



​​………………………………………………
Practice Name

………………………………………………

Signed by


 




………………………………………………





………………………………………………





………………………………………………





………………………………………………





………………………………………………





For the Practice

Date



………………………………………………
[The agreement must be signed by persons authorised to do so. All GP partners must sign the agreement] 












































































Practice/Consortia  Lead for PBC:
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