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1. Introduction
This report covers progress made during 2008/09 by NHS Brent in developing Practice Based Commissioning (PBC).  It builds upon the previous a previous PBC report of November 2008 which described the progress made on PBC development during 2007/08. 
Developing and strengthening PBC as a pivotal aspect of PCT commissioning was the key focus during 2008/09 and, as such, is reflected in this report.  At the end of 2008/09, Clinical Commissioning: Our Vision for Practice-Based Commissioning (Department of Health, March 2009) was published, followed by Commissioning in Action: A Guide for GPs (DH June 2009). Together these papers articulate a vision for the ongoing development and implementation of PBC. They not only provide valuable additional context for this report but have also provided a basis for reflection on lessons learned during 2008/09. These lessons were articulated and discussed at the PBC Governance Sub-Committee and are reflected within the report. 

2. Configuration of patient and GP population in Brent during 2008/09

By early 2008/09 Brent was organized into five clusters with a combined patient population of 345,000 and a total of seventy GP practices.  Each cluster nominated two PBC leads to represent their cluster at the PBC Federation Council.

67 practices (equivalent to 96% of all GP practices) voluntarily signed up to the 2008/09 PBC Governance Agreement, making up the five clusters, as follows:
	Cluster 
	No GP Practices
	No. Patients

	Harness
	14
	75,954

	Kilburn
	15
	83,111

	Willesden
	10
	56,013

	Kingsbury
	13
	62,347

	Wembley
	15
	65,517

	Total 
	67
	342,942    


                                        
3. Strengthening PBC and Alignment to PCT Priorities
3.1 Accountability Framework

Please refer to Annex A (taken from the PBC Governance Agreement for 2009/10) for an organisation chart showing the relationships of PBC related committees with the PCT Board and the Professional Executive Committee (PEC).  
During 2008/09, an additional group was established – a Demand Management Sub-Committee of the PBC Executive Committee. Its purpose was to ensure PBC leadership and engagement within the development and implementation of the NHS Brent Demand Management Plan. Objectives included the development of a clear work programme to achieve the shifts in care from secondary to primary / community care identified within the Commissioning Strategy Plan (CSP).  Five key work-streams were established: 

i.
Data Analysis
Lead: Jenny Poole (Kilburn)
ii.
Non elective (for both A&E and Inpatient)
Lead: Jahan Mahmoodi (Wembley)
iii.
Out-patient demand management
Lead: Sarah Basham (Willesden)
iv.
Diagnostics
Lead: Rhiannon Lloyd (Kingsbury)
v.
Acute Contract Management
Lead: Caroline Kerby (Harness)
Lack of data analysis – capacity and capability – was identified throughout the year. The work of the Sub-Committee is further developing into 2009/10. 

As a result of lessons learned, the following actions were planned for 2009/10:
· Clarify relative roles and responsibilities as well as the links between PEC and PBC. It is planned to do this in 09/10 through the PBC Development Programme.
· Change focus from demand management (perceived as too negative and disengaging for GPs) to transforming care 
· Develop a greater number of common care pathways across the whole of Brent PCT.
3.2 PBC Governance Agreement 

In April 2008, NHS Brent launched a PBC Governance Agreement which set out systems and processes for PBC working within 2008/09. During the year it became apparent that some of these needed to be further developed as the following lessons learned were articulated and discussed at the PBC Governance Sub Committee: 
Lessons Learned for 2009/10: 

· A greater emphasis on cluster level, rather than GP Practice level, working
· Need to strengthen and align PBC business systems (e.g. planning, business case development & approval, reporting, procurement processes, planning and performance monitoring etc)
· Need to strengthen and support clinical engagement though the PBC Development Programme and instill better co-working

· Need to further clarify roles and responsibilities within PBC and the PCT 

· Need to clarify relative roles and responsibilities between PEC and PBC

During the latter part of the year, based upon these lessons learned and emerging national PBC policy, the Governance Agreement was further developed for 2009/10 as follows: 
· Business case (for investment) process

· Business case (for savings) process

· Cluster commissioning objectives planning process
· Performance monitoring process

· Budget setting methodology – further clarified 

· Incentive scheme revised 

· Requirements for cluster governance arrangements clarified

· Roles and responsibilities within PBC and PCT further defined
· Terms of reference for all related groups incorporated. 

3.3 PBC Commissioning Objectives 
2008/09 saw changes in the way clusters were required to present their commissioning objectives and a Local Incentive Scheme (LIS) was put in place in order to encourage participation in PBC. Non quantified commissioning objectives were developed and agreed for each cluster and quarterly performance monitoring meetings were held. Objectives covered the following areas :
Harness:
Reducing demand within secondary care for high volume specialties such as trauma and orthopaedics; ophthalmology; paediatrics; gynaecology; gastroenterology. 
Kilburn:
Focus on better management of long term conditions in the community, EARLI, muscular-skeletal problems; smoking cessation; obesity management; wound management; older people; referral quality; psychological services; quality prescribing.
Kingsbury:
Referral management and improvements in management of obesity
Wembley:
Improvements in management of cardiovascular disease and diabetes
Willesden:
Improvements in management of cardiovascular disease and diabetes
Lessons Learned for 2009/10:
· Ensure public health input to assist cluster health needs analysis

· Develop quantified and specific commissioning objectives - rather than implementation  plans to enable measurement of progress to take place
· Determine quarterly measurable outcomes
· Develop commissioning objectives aligned to local health needs as well as  CSP priorities
· Align PCT systems and processes better to support and become more responsive to demand management initiatives (e.g. MSK business case and gynecology pathway development)

These lessons learned have been reflected in the changes made within the development of the new 09/10 Governance Agreement. 

3.4 Performance management of Clusters
A key feature of the 2008/09 PBC Governance Agreement was the establishment of a basic performance management framework.  Its purpose was the review of commissioning objectives on a quarterly basis, and an opportunity to develop further alignment between PBC and the PCT. 
Lessons Learned for 2009/10:
· Formalise and strengthen performance management process
· Focus discussion upon quarterly outcomes

· Ensure a two way dialogue to ascertain PCT, as well as PBC, issues and blocks

· Introduce quarterly incentive payments on basis of performance 
· Ensure wider inclusion of PCT personnel to increase understanding of PBC

3.5 PBC Incentive Scheme

Under the PBC Incentive Scheme, each participating GP Practice was eligible to receive up to £3 per registered patient see Table 1 for detail. 
All (67) PBC participating GP Practices did qualify for the first £1 payment.  However, in view of the PBR overspend position at the end of 2008/09, only a few underspent GP Practices qualified for the second £1 payment and none of the clusters qualified for the final £1 payment for staying in budget.  Therefore towards the end of Quarter 4, the PBC Governance Sub-Committee agreed to a revised incentive scheme for 2008/09, under which GP Practices could be paid £1 for the performance of the following schedule of activities:  

EARLI:
Practices to identify vulnerable patients at risk of hospital admission, through the use of the EARLI tool (40% target). 
Primary Care Plans:
Clusters to present a plan for developing a poly-system, including evidence of consultation with GP Practices

Brent–wide pathways:
Clusters to agree to the development and implementation of one Brent wide patient pathway by all GP practices during 2009/10

This activity was undertaken in April/May 2009 and payment was thus made within the 2009/10 financial year.  Outcomes: 
EARLI:
All clusters achieved the stipulated minimum 40% target of identifying patients most at risk of hospitalisation, although some GP Practices had not yet adopted EARLI. 

Primary Care Plans:
All clusters provided primary care plans and outlined how the range of services would be delivered within primary care settings

Brent–wide pathways:
All clusters agreed to develop an evidence based Brent-wide gastroenterology patient pathway during 2009/10.
While those GP Practices that did not implement EARLI were not eligible for payment, it was recommended that clusters work together with non participating GP practices to ensure they adopt the EARLI tool in their commissioning plans for 2009/10. This would ensure 100% uptake and quality of care for identified patients most at risk of hospital admission. In addition, all PBC clusters were encouraged to further develop their primary care plans in accordance with the emerging PCT Primary and Community Services 5 year strategic plan. 

Table 1: Total Incentive Payment Made For PBC For 2008/09
	
	2008/09 Incentive Scheme 
	Amount
	Actual Payment Made

	1.
	Practice sign-up to a PBC Cluster and PCT approval of Commissioning Intentions for 2008/09
	£1 per registered patient
	£335,655

	 2.
	Practice maintaining financial balance within the indicative Payment by Results (PBR)
	£1 per registered patient
	£72,372


	 3.i
	PBC Cluster achievement of indicative PBR budget
	£1 per registered patient
	£292,865



	3.ii
	Revised Incentive Scheme (EARLI, Primary Care implementation plans & 2nd Brent-wide pathway
	
	


Lessons Learned for 2009/10:
· Make more explicit links between the commissioning objectives and incentive payments 

· Make payments in year on the basis of the quarterly performance review process to incentivise in year action 
· Recognize the risk of that non incentivisation poses to GP engagement

· Need to be very open and transparent about criteria for incentive payment 

· ‘Good performance’ against the scheme does not necessarily reflect good referral practice so the 2009/10 revised scheme needs to reflect this.  
3.6 PBC Support

The PCT recruited to the vacant PBC Development manager position, in January 2009 thus providing more support to PBC. Therefore one manager supported the north (Kingsbury and Wembley) and one supported the south (Kilburn, Harlesden and Willesden). In addition to investment for the PBC Federation executive whereby the PBC funded two PBC representatives per cluster on a 2.5 days per month basis, NHS Brent invested in five full time cluster based administrators during 2008/09.  Their role was to work with practices to help them understand their activity, and support business case development for service improvement. Most administrators were in position by the end of the financial year. 
Table 2: The total Investment in Cluster Based PBC Support During 08/09  

	Nature of PBC Support
	Spend during 2008/09 (part year)

	10 PBC Leads (2 per cluster) on 2 days per  month basis 
	£115,600

	5 wte PBC administrators
	£29,000

	Total
	£144,600


Table 3: Total Investment in PCT based PBC Support
	Nature of PBC Support
	Spend during 2008/09 (part year effect)

	PBC Development Support Team 

1 AD, 2 PBC managers, 1 WTE administrator
	£200,000

	Total 
	£200,000


Lessons Learned: 
· During 09/10 it will be important to ensure all PBC support is aligned to deliver on priorities. In order to do this there needs to be increased clarity and direction about what not to do in addition to what needs to be done. 
· The level of development and support required to ensure the success of PBC cannot be over estimated, in view of the size of the emerging agenda as well as the in year challenges to stem the flow of referrals into the acute sector.  This needs to be addressed on an ongoing basis.  

3.7 PBC Development Programme

Within the broader context of the Department of Health’s Practice Based Commissioning Development Support Framework, NHS Brent was awarded a fully funded PBC Development Programme in January, 2009.  As only one place per SHA was awarded both PBC and the PCT were very encouraged by this.  The programme is led by NHS Alliance, Humana, and Dr. Foster Intelligence. It is anticipated that the programme will conclude in March, 2010. The programme objectives were to provide: 

· Rapid diagnostic 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 
Lessons Learned: 

· In addition to additional capacity to deliver PBC, development needs were highlighted for both PBC and the PCT.  

3.8 Strengthening PBC Engagement

Through all the above activities the level of engagement and trust between PBC and the PCT colleagues has slowly increased throughout 2008/09 albeit this remains patchy across the PCT and there is still a long way to go. The PBC Development Programme diagnosis was the beginning of an explicit and open acknowledgement of this. The diagnosis was thus a necessary precursor to increased co-operative working between the PCT and PBC. The challenge for 2009/10 will be to spread this level of co-operation across the PCT and through the clusters to GP Practices. 
Lessons Learned

· Clinical engagement was strengthened during the year. 2009/10 needs to see an increase in clinical engagement across to GP Practice level. 
· There is a need for the PCT to recognize the continuum of GP engagement and understand the huge challenge facing PBC leads in  order to engage GPs in PBC.   

· There needs to be a spread of engagement across the PCT to PBC. 

Service Delivery Outcomes   

4.1 Kilburn business case approval for community based physiotherapy for musculo-skeletal (MSK) and womens’ health problems 
This was the first PBC business case. The main aim of this business case is to reduce referrals to secondary care trauma and orthopaedics out-patients, by 20% per annum, and to prevent the onset of chronic MSK conditions through the provision of a community based physiotherapy service. Interventions also include training GPs in the recognition and treatment of simple MSK conditions in order to further reduce referrals. The business case is for a pilot, costing   £230k per annum. The business case was approved in February 2009 and at year end a tender process for Any Willing Provider (AWP) was being prepared. 
4.2 EARLI Roll Out
Kilburn Cluster has been implementing EARLI for the past three years. The Cluster identified people at risk of admission and put in place case management as an alternative to admission to secondary care. The cluster subsequently experienced a significant reduction in urgent admissions which has since been sustained. In view of the impact of EARLI in Kilburn, EARLI roll out was included within the 08/09 incentive scheme (see section 3.5) in which Brent-wide the majority of GP Practices identified patients at risk of admission. The next step in 09/10 is for clusters to implement case management arrangements for high risk patients in order to prevent unnecessary urgent admissions to secondary care. 
4.3 Brent-wide Care Pathway Development
In addition to implementing important service improvements on a cluster by cluster basis, it was also felt to be imperative to combine this approach with Brent – wide initiatives in order to optimise improvements across the PCT by gaining economies of scale. Therefore as part of the 08/09 incentive scheme extension and the 09/10 cluster planning process, two Brent wide care pathways were agreed. Thus at the end of 08/09 it was agreed that a gastro-enterology and an ENT pathway will be implemented during 09/10. The pathways will provide more services in primary care thus reducing reliance upon secondary care.  
4.4 Cluster Based Primary Care Poly-system Plans Agreed 

During 2008/9 an NHS Brent primary care strategy, based upon a hub and spoke and networked approach to primary care delivery was developed in conjunction with PBC colleagues. This is a necessary foundation for a radically different model of primary and community services in order to achieve the radical reductions in secondary care activity levels as set out in the PCT’s CSP. PBC played a key role in the engagement of General Practice and by the year end  preliminary primary care implementation plans had been developed.    
Lessons Learned for 09/10:

· PBC made slow but steady progress in year and all clusters adopted the EARLI tool, as the learning was intentionally spread across all clusters. 
· The business case development and approval process as shown by the MSK development proved to be too slow and cumbersome due to internal PCT processes and lack of  sufficiently robust information.  
4. Financial Outcomes 

During 08/09, PBC held notional budgets for most of the acute PBR budgets with the exception of A&E activity. Budgets were established on 07/08 planned outturn minus ‘demand management’ activity which was removed on the basis of re-provision in the community/primary care. Although PBC had been nominally consulted they felt that there was insufficient joint working on budget setting which subsequently affected PBC ownership and engagement and thus affected the response to the PBR overspend of which increased GP referrals to secondary care was one of the causes.  

	08/09 PBC Cluster Financial Performance

	CLUSTER
	08/09 PBC Budget £
	08/09 PBC Actual £
	Final variance £
	Number of practices who achieved budget

	HARNESS
	19,759,869
	21,579,728
	(1,819,859)
	0

	INDEPENDENT
	3,782,248
	3,992,623
	(210,374)
	1

	KILBURN
	22,964,717
	23,916,336
	(951,618)
	6

	KINGSBURY
	17,847,154
	18,878,867
	(1,031,714)
	5

	RISK POOL
	1,934,692
	1,934,692
	0
	n/a

	UNALLOCATED
	2,183,330
	2,183,331
	(1)
	n/a

	WEMBLEY
	15,922,267
	17,510,247
	(1,587,980)
	2

	WILLESDEN
	13,716,068
	14,252,448
	(536,381)
	3

	TOTAL
	98,110,345
	104,248,271
	(6,137,926)
	17

	Note: All clusters were overspent, however within the Cluster positions, 17 individual practices were underspent.


Lessons Learned. 
· PBC colleagues need to be actively consulted in each step of the contract and budget setting, process based upon a set of clear, agreed assumptions in order to ensure ownership and engagement in ensuing budget and contract management. 
· There needs to be more focussed and systematic PBC input into the contract monitoring and challenge process.  

6. Summary   

a. Development of PBC: 2008/9 was a year of development and engagement for PBC. Progress was made towards embedding commissioning processes and business systems, both in the PCT and in the clusters. Work in 2009/10 will continue to focus on aligning processes and reducing unnecessary bureaucracy in order to increase PCT responsiveness and enable bottom up as well as top down developments to happen more quickly. 
b. Strengthened Governance Processes: Governance processes were strengthened during 2008/09, with the development of a new PBC Governance Agreement and the beginnings of a performance monitoring process. Building on these further improvements in service delivery are anticipated during 09/10. 
c. Engagement: The level of engagement with PBC clinical and management colleagues increased over the year.  2009/10 needs to see more of a focus on spreading this engagement within the clusters to primary care clinicians.  
d. PBC / PCT Co-operation: It is clear that to deliver PBC successfully, more co-operative working between PBC and the PCT is imperative. It will thus be important to move beyond the good working relations with PBC finance and managerial staff and to spread the engagement in PBC across all aspects of the PCT. 
e. Data Analysis: There is an increasingly urgent need for good, and consistent, data analysis and better communication between the PCT and PBC. This was articulated throughout the year. 
f. Investment in PBC: the level of investment in PBC did increase during 08/09. 
g. PBR Overspend: Despite the significant level of investment in dedicated PBC personnel and the incentive scheme, the PBR budget was still overspent at the end of 08/09 which to a large part was due to increased GP referrals to secondary care. 
7. Six  Key Lessons for 09/10 
· Greater devolution to the cluster, as opposed to individual GP Practice level - provides greater potential for more powerful change.
· Encouraging bottom up ideas and innovation to flourish – with rapid elimination of those that do not -  through systematic application of the plan / do/ study / act (PDSA) cycle (designed by the Modernisation Agency) – would appear to be ideally suited to PBC cluster developments in order to stimulate innovation within a framework.  
· The level of investment in and development of management and clinical capacity across the PCT and PBC in order to enable primary care transformation to be made - cannot be over estimated. 
· Roles and responsibilities within PBC and the PCT and between PEC and PBC need to become crystal clear - in order to maximize use of our precious clinical and managerial leadership resources. 
· Quantified, high impact, commissioning objectives and outcomes aligned to CSP priorities, and linked to quarterly incentive payments – can help to increase the impact of PBC actions. 
· Both clinical and PCT engagement at all levels is a pre-requisite to successful outcomes for PBC. The PCT needs to recognize and understand the enormity of the challenge facing clusters in this regard and provide the necessary support to enable consistent and full engagement to happen across Brent. 
8. The Keys for Future Transformation
Clinical Commissioning: Our Vision for Practice-Based Commissioning, Commissioning in Action: A Guide for GPs and recent party manifestos on PBC make it clear that putting primary care clinicians at the heart of commissioning is here to stay. The enormity of the emerging CSP agenda with its £100m (core scenario) savings by 2014/15 and delivery of the eight Healthcare for London Pathways is coming home to the PCT and PBC alike. Much of our future service delivery is premised upon bringing care out of hospitals at a reduced price. Transformation of primary care systems and services will be key to enabling these changes to happen. These changes also  yield uncomfortable messages to PBC colleagues who themselves face reductions in the number of GP Practices for reasons of affordability and quality.  And yet, if the PCT is to continue to deliver high quality services to its population within the resource envelope, it will need to depend upon PBC as a critical partner, as a minimum to commission the primary and community care strategy. 

PBC colleagues are starting to position themselves for this challenge through the development of the Transformation Change Programme (TCP). Albeit rudimentary at present, this is a highly significant programme. It is a PBC initiative and thus has their total support. PBC – as a minimum - will be expected to commission primary care transformation in order to enable the PCT to meet the unprecedented scale and pace of change. This symbiotic relationship, however, also requires the PCT to support the TCP through unambiguous leadership, structured programme management, provision of dedicated project administration and management support and more hands on support to clusters to deliver the necessary service changes. 
In addition, and always more complex, is the need for the development of stronger and broader clinical engagement. This needs to be predicated on a solid foundation of open and honest dialogue, of listening, respect and action and of mutual understanding leading to trust in an ‘adult to adult’ relationship as well as getting the structures right. This means for example that while the PCT will have to hold its line on the deliverables it will also need to have good listening mechanisms to discern underlying concerns of PBC colleagues. It will need to know when to push and when to stop. It will need to be able to discern where tactical changes and risk taking are necessary and to encourage bottom up innovations to flourish while working beyond  natural comfort zones. 

In addition to addressing the above, the relationship between the PCT and PBC will necessarily become increasingly symbiotic whereby both increasingly need the other in order to survive our future challenges.     

Gill Kelly

AD PBC Development (Interim)

18 November 2009
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� Subject to final confirmation from PBC Management Leads 
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