



[image: image1.png]



Brent PCT

Practice Based Commissioning
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About this manual
This manual contains the most up-to-date Board approved arrangements in Brent tPCT for the operation of Practice based commissioning (PBC).

The contents of this manual have the same status as the PCT’s principal corporate governance documents i.e. Standing Orders (SOs), Standing Financial Instructions (SFIs) and Reservation of Powers to the Board ~ Scheme of Delegation.  The PCT’s employees are bound to comply with this manual’s provisions as if its contents were set out in SOs, SFIs etc.  Independent contractors participating in PBC are equally bound by the terms of their PBC involvement to comply with it.

Applicable Standing Orders etc:  1
	SO C14.2

	This SO says which other documents have the same status as SOs.  Presently this is limited to SFIs, Reservation of Powers and Scheme of Delegation.  In agreeing this manual the Board will also agree to amend SO14.2 to include reference to it.

	(The purpose of this and the other cross-references within the manual to the relevant sections / paragraphs of the PCT’s SOs, SFIs etc are to aid understanding and compliance with them.  In due course SOs SFIs etc will where necessary be amended to incorporate explicitly the arrangements set out in this manual.)



Brent tPCT places the highest possible value on the ethical conduct of its affairs and the avoidance of both the appearance of, as well as any actual, conflict of Interest.
Everybody actively involved with PBC and in particular Cluster Board members are referred to the NHS Code of Conduct which has been adopted by Brent tPCT (See SO C8 and appendix 4 of SOs (at Appendix 5 of this manual).
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Preface

The establishment of the PCT brought together for the first time in the history of the NHS, responsibility for resources deployed within primary and secondary care.  PCTs have the responsibility for ensuring that the health needs of the population are met from the “unified budget”.  The PCT unified budget is made up of resources for personal medical services (GMS, PMS, APMS, QOF) prescribing, hospital and community services.  In the past, these resources have been considered separately. Our task now is to plan more effectively across both primary and secondary care sectors, enabling patients to receive care wherever possible in primary care settings and by providing services in the most cost effective way.  Increasingly the PCT and practices will consider the totality of the resources deployed.
Practice based commissioning (PBC) is a further shift of power to the front line of NHS clinical services, being the GPs, community healthcare staff and other professionals with whom the population of Brent interacts with on a daily basis in the surgeries, health centres, clinics, pharmacies and opticians across the Borough.

PBC empowers these healthcare workers closest to the people of Brent to redesign NHS funded services in local hospitals as well as in the high street.  These new powers will allow GPs not only continue to refer patients for the most appropriate care but now to change, for example:
a) from where that service is provided;
b) by whom; and
c) indeed what that service should comprise.
In conjunction with the increased power of patients to be involved in the choice of their secondary healthcare provider (“Choose and Book”) it represents an exciting, important development in the NHS.
In due course the aim of PBC is to improve access to healthcare – that is those patients most in need of it will receive it, regardless of where in the borough they live, their ethnicity, age or any other unacceptable grounds for discrimination.  With better access will come greater healthcare equity – regardless of background or social class people will enjoy healthier, longer lives.

This great opportunity requires the PCT to ensure that the taxpayers’ money is well spent and controlled.  The PCT remains fully accountable to Parliament for the legal and effective spending of the money entrusted to us.  This Governance Manual sets out a strong, understandable and appropriate set of local arrangements to marry these two objectives: better healthcare for our population as patients, more value for money for our population as taxpayers.

PART 1: INTRODUCTION TO CORPORATE GOVERNANCE AND THE PRACTICE BASED COMMISSIONING MODEL IN BRENT TPCT
1 Introduction

1.1 The implementation of Practice Based Commissioning (PBC) requires PCTs and Practice Based Commissioners (PB Commissioners) to agree a comprehensive, robust and transparent accountability and governance framework.  PB Commissioners are Practices who have confirmed their intention to engage in PBC.  PB Commissioners may be working as an individual practice, or group of practices. 

1.2 This must be aligned to the PCTs continuing statutory obligations and corporate governance arrangements, whilst devolving as much responsibility to the clinical front line as possible.
Figure 1: The PBC accountability and governance framework
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1.3 Latest national guidance confirms
 that the PB Commissioner could be either a practice or group of practices.  It remains strongly the PCT’s (and the Department of Health’s) view that there are many advantages, in principle and in practice, for groups of practices to work collaboratively as commissioners.  Advantages, that is, for the benefit of the communities of patients we serve.
1.4 Brent PCT has delegated to its Professional and Executive Committee (PEC) the lead role in developing PBC (see Figure 2).  A preferred model, which suits local circumstances, has been agreed after consultation between the PEC, PCT senior management and local practices.  Five commissioning clusters which are co-terminous with the existing locality structure and area consultative forums have been formed. Notwithstanding this preferred structure, the PCT is required (see footnote 1) to consider an application from any individual practice or non-cluster based grouping to operate PBC.  The criteria on which such an application will be considered is set out in this manual (see part 6 below). The (North West London Strategic) Health Authority may, on appeal, endorse or overturn any such decision and also resolve other disputes.
1.5 This latest draft of the Governance Manual records the current status of our local accountability and governance framework.  It covers all those PB Commissioners (whether in Clusters or not) who want to take a budget from the PCT.  From time to time the contents of this Manual will be incorporated within the organisation’s Standing Orders, Standing Financial Instructions etc.
Applicable Standing Orders etc:  2
	SO C14.2

	This SO says which other documents have the same status as SOs.  Presently this is limited to SFIs, Reservation of Powers and Scheme of Delegation.  In agreeing this manual the Board will also agree to amend SO14.2 to include reference to it.

(This and other cross-references within the manual to the relevant sections / paragraphs of SOs, SFIs etc are to aid understanding and set out the authority for the manual’s content.  In due course SOs SFIs etc will where necessary be amended to incorporate explicitly the arrangements set out in this manual.)


2 Brent PCT’s key objectives for PBC
1. To enable front line staff and service users to drive service modernisation through the use of practice based commissioning of alternative care pathways and services. The devolution to primary care providers of the responsibility for commissioning services for their patients should enable a shift of power towards the front line.

2. To empower general practitioners and their teams of employed and attached staff, who are recognised as best placed to ensure that services are appropriately commissioned for their patients.
3. To ensure that only those patients that need it are referred to secondary care.

4. To ensure timely and equitable access to health promotion, primary, secondary and tertiary care services in order to meet the health needs of the population in Brent
5. To support broadening the range of services offered to patients outside the hospital setting where appropriate.
3 Organisational structure for PBC development

3.1 The PCT Board set up the following structure (see Figure 2 below) to oversee the design, development and implementation of PBC in Brent.
Figure 2: Structure of PBC in Brent
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4 The Cluster Group Boards

4.1 The Independent Contractors, and PCT employees within each cluster area (the localities) have been facilitated to set up a Board for each cluster.  These groups have no separate legal entity to either the PCT or its Independent Contractor members.  Please note the Harness Co-operative is not a cluster, it is a GP co-operative.
4.2 The current membership of each Board is at Appendix 6.  Their varying composition reflects the interest / support for PBC amongst the local healthcare professional population.  The PCT facilitated the selection of  representative Boards.
4.3 In turn Board members have elected their Chairs and are establishing their Terms of Reference (ToR).  
4.4 Each PB Commissioner Board should have an independent member to provide independent scrutiny.  A PCT non-executive director has been assigned to each Cluster Board for this purpose.

4.5 Board Chairs are responsible to the Chief Executive for the operation of the Cluster Board in accordance with this manual (with regards to the operational framework for SFI and SO’s).
4.6 The relationship between the PCT and Cluster Boards is, given their membership, essentially a partnership.  They are NOT committees of the PCT Board or PEC.  The PCT already has SOs etc governing its participation in partnerships and they will be reviewed in the light of / to encompass the evolving arrangements for PBC.
4.7 In parallel with each practice’s written intention to engage in the principles of PBC (should this intention change, the PCT should be notified in writing), it is assumed that each group of practices working together will also have an agreement in place.   Each group of practices and practices working independently will be expected to provide the tPCT with written acceptance of this manual.
4.8 Neither the Cluster Boards or the PEC have executive authority over the PCT’s commissioning budget, unless this is specifically delegated by the tPCT Board.  This remains as set out in the PCT’s Standing Orders / Standing Financial Instructions and Scheme of Delegation.
Applicable Standing Orders etc:  4

	Scheme of Delegation:

Authorised £ limits for commissioning

	Who is authorised: 
	How much can the sign off?

	1. 
Chief Executive or Director of Finance AND Director of Commissioning/Performance
(2 signatures)
	

No limit other than overall budgetary constraint

	2. 
Director Commissioning/ modernisation or Joint Working
	

Up to £1m

	3. 
2nd in line Commissioning Managers
	

Up to £69,999

	4.  Other Commissioning Managers
	

Up to £19,999

	
	


5 
Outline of responsibilities
5.1
The PCT Board will:

6. Assign delegated authority to the PEC for the detailed oversight of the development and implementation of PBC, keep its development under review, and propose such policy developments as may require the Board’s approval;
7. Approve commissioning and other recommendations as part of the PCT LDP;
8. Sign off any Statutory responsibilities;
9. Seek assurance that potential conflicts of interest are addressed when the practice commissioner is also the provider of the service or connected with the provider of the service.  This will be in line with assurances sort with other provider services;
10. Ensure that patients and the public are integrally involved in the commissioning decisions made under practice based commissioning; and
11. Seek assurances on the quality of services provided.

5.2
The PEC will:

12. Oversee the use of management costs and make recommendations to the PCT Board to ensure they are reasonable;
13. Make recommendations  to the PCT Board  in respect of approval of the use of resources freed up through effective commissioning and management costs;
14. Agree with PB commissioners, in advance, a mechanism of resolution should there be an adverse impact of commissioning decisions on other service users and/or services;
15. Develop with PB commissioners recovery plans where those units have been unable to break even i.e. live within their indicative budgets; 
16. Approve plans from the PB Commissioner, and decide if they are on target to deliver; and
17. Provide wider clinical challenge to PBC plans on behalf of the Board and seek assurance of clinical suitability.

5.3
The PB Commissioner will:

1.
Provide written intention to engage in the principles of PBC (and notify the PCT in writing should this intention change).  Each group of practices, and practices working independently will be expected to provide the tPCT with written acceptance of this manual. This will acknowledge the PCT’s overriding statutory duty to break –even (no overspend);
2.
Meet regularly with PCT representatives at times and intervals reasonably agreed with both parties;

3.
Agree that no patients will be removed from, or denied acceptance to, a practice list on financial grounds – i.e. that they are too expensive for that practice’s budget; 
4.
Undertake that practices, while recognising their agreement to acknowledge the PCT’s statutory duty for financial balance, will not withhold reasonable treatment from patients to generate savings; and
18. Ensure quality isn’t compromised with service changes.
PART 2: OPERATION OF PBC IN 2006/07
6.
Participation in PBC
6.1
In order to be a PB Commissioner; the practice, or group of practices, will need to undertake to demonstrate they can meet the following 8 criteria:
Finance & Capacity:
19. An ability to manage a budget.

20. A wish to work collaboratively with other practices, both within their own group and across the PCT where appropriate.
21. Ensure PBC plans are in line with the wider commissioning and planning processes of the PCT.
22. Their participation in any review process for practice based commissioning.
Quality & Service Delivery:
23. The production of a local commissioning plan which inter alia shows how it will meet the 4 core criteria stated above and is capable of generating sufficient savings to meet the DES scheme payments (see part 6 below).
24. Their agreement to participation in Choose and Book.
25. Their agreement to contribute towards the delivery of the PCT’s LDP targets.
26. Their engagement with users and carers in their ongoing commissioning decisions.

7.
Scope of PBC in 2006/07
7.1
Participating practices (in or outside clusters) will have an indicative budget to meet expenditure on:

27. prescribing (essentially the existing indicative practice prescribing budget).
28. commissioning of secondary / acute services (regardless of whether services are covered by the payment by results (PBR) tariff), except where:
· specialist commissioning arrangements (usually consortia) are in place (see Appendix 1 for full details) 

· high-cost / low volume services (see Appendix 1 for full details.
(This does not mean that there should be no practice or clinical engagement with the commissioning of these services as many of these patients still require care in primary care as part of the care pathways).
7.4
Expenditure on the following services is also currently EXCLUDED from the PBC indicative budget:

29. payments including enhanced services, under primary medical services (GMS,PMS, APMS) contracts.
30. payments under other independent contractor contracts – for example, dentists, opticians, community pharmacists.
31. commissioning of mental health and learning disability services whether provided by hospital trusts or in community health settings.
32. payments for breast and cervical screening programme activity.  
7.5
It is the PCT’s responsibility, which it will exercise primarily through the PEC, to ensure the stability of the local health economy and that the PBC plans are not in conflict with the LDP or national plans.  Plans which meet the criteria set out in appendix 8 will be deemed as acceptable by the PCT.  Where a plan is not supported by the PCT, clear reasons and areas where further work is required will be fed back to the PB Commissioner.
7.6
It is anticipated that sometime during 2006/07 the scope of PBC will be extended to include community health services, provided by both the PCT’s own Provider Services arm and by other organisations.

8. 
Quality and Governance
8.1
The PCT contracting team will be responsible for managing any tendering processes necessary should the provision (or re-provision) of new or existing services be identified, by the clusters, as a priority through the planning process. This will include all non-specialist primary, community & secondary care arrangements, elective and emergency activity and A&E activity.
8.2
PB Commissioner/s will need to work closely with the PCT contracting team so there is a joint awareness of how service change will impact on other provider SLA/contracts.
8.2
The appropriate and overall management of demand and the monitoring of all patient activity within their devolved budgets in terms of quality, governance and achievement of targets will be the responsibility of the PB Commissioner (in or outside clusters) working closely with designated managers and technical teams from the PCT.  Overall compliance with the SLA remains the responsibility of the PCT.
8.3
PB Commissioner/s and the PCT must communicate to each other in writing if they feel either side has broken the terms of this Accountability and Governance Agreement.  If PB Commissioner/s and the PCT are unable to agree on a local resolution the issue must be referred to the SHA (refer to section 26).

8.4
The PB Commissioner must also be aware of the standards issued by any relevant professional body, and implement these only if there is agreement between the Provider and the PB Commissioner, for example NICE guidelines. The PCT will also cascade any relevant guidance to the PB Commissioner/s. 
8.5
Commissioners and Providers within Brent PCT will be mindful of the impact movement of existing employees may have on the stability of other services.  Consideration should also be given to use of information and intellectual property rights.  Permission should always be sought prior to using information developed by other services.
8.6 
The PB Commissioner will be expected to look at the health inequalities for their population and link these to their commissioning plan priorities.  An example of performance managing inequalities for diabetes is attached in appendix 11.
9. Providers

9.1
The basic quality standards that any provider must meet are laid out in “Standards for Better Health”, and the provider may be inspected against these standards, either by the PCT, auditors or a national body.

9.2
The Provider shall carry out the Services in accordance with current law, Good Clinical Practice and Good Healthcare Practice.


In addition, the provider will ensure compliance with the following standards and recommendations:

· Healthcare Commission;
· Issued by the National Institute of Clinical Excellence;
· Issued by the UK National Screening Committee and the National Specialist Commissioning Advisory Group; and
· Other quality standards from time to time agreed in writing between the PCT and the PB Commissioner.
9.4
The provider must also ensure that:

· All provider staff are informed and aware of the standard of performance they are required to provide and are able to meet that standard;
· All provider staff adhere to such standards of performance shall be routinely monitored and that remedial action shall be promptly taken where such standards are not attained;
· Patient satisfaction surveys are carried out at reasonable intervals in relation to the services provided;
· The policies and procedures of the PCT are applied e.g. Whistleblowers Policy; and
· Current NHS employment standards must be applied e.g. continuing professional development, appraisals.
PART 3: FINANCIAL MANAGEMENT
10.
Overview

10.1
The following diagrams illustrate the essentials of PBC and its financing.  As PBC evolves, so will these arrangements.
Figure 3:  PBC and the PCT’s contracting and commissioning role
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Figure 4: Possible PBC effects on overall funds flow
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10.2
The DH’s national guidance is that all practices forming a practice based commissioning group / collaborative have a financial risk share in place.  The financial risk plan for 2006/07 is contained in appendix 10.
10.3
The risk sharing arrangements involving the PCT will be approved by the Board.
10.4
The following diagram sets out the sources and allowable use of funds by Cluster Boards.
Figure 5: Sources and application of PBCs' funds
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11.
The PB Commissioners financial management role
11.1
The switching of activity from a secondary care setting to a primary care one, which would be accepted by the tPCT Board on both quality and financial grounds, is a strategic PCT priority which Clusters were asked to support.  The clusters’ 2006/07 commissioning plans (in varying detail and robustness) identify the current and future spend against existing Service Level Agreements and the activity which they plan to change.
11.2
The new national DES payments (to GPs) policy in respect of PBC
 provide for an initial payment for participating in PBC, and a subsequent payment when their commissioning plans have been achieved (see section 23 below).
11.3
As well as achieving their specific planned changes each cluster is required to keep total expenditure within the overall indicative budget sum.  Provisional budgets will be set at the start of the year.  However, once a provider SLA is agreed, the provisional budget may change, so that the sum of practice budgets reflect the signed off SLA.
Applicable Standing Orders etc:  3
	SFI: 4.3

	4.3.1
The Chief Executive may delegate the management of a budget to permit the performance of a defined range of activities and this includes pooled budget arrangements under section 31 of the Health Act 1999.  This delegation must be in writing and be accompanied by a clear definition of:
(a)
The amount of the budget;
(b)
The purpose(s) of each budget heading;
(c)
Individual and group responsibilities;
(d)
Authority to exercise virement;
(e)
Achievement of planned levels of service; and
(f)
The provision of regular reports.
4.3.2
The Chief Executive and delegated budget holders must not exceed the budgetary total or virement limits set by the Board.

	


12.
Contracting & commissioning
12.1
Converting the PB Commissioners’ plans into new contracting / commissioning agreements with providers (all sectors) will remain the responsibility of the PCT’s commissioning officers whilst they remain a central commissioning function.  PB Commissioners may be involved in negotiations with providers if they choose.
12.2
The PCT has established authorised limits for the exercise of these officers’ delegated authority as set below.
Applicable Standing Orders etc:  4
	Scheme of Delegation:

Authorised £ limits for commissioning

	Who is authorised: 
	How much can the sign off?

	1. 
Chief Executive or Director of Finance AND Director of Commissioning/Performance
(2 signatures)
	

No limit other than overall budgetary constraint

	2. 
Director Commissioning/ modernisation or Joint Working
	

Up to £1m

	3. 
2nd in line Commissioning Managers
	

Up to £69,999

	4.  Other Commissioning Managers
	

Up to £19,999

	
	


13.
Setting the budget

13.1
Budgets will be based initially on historic usage, adjusted for new levels of activity in 2006/07 to meet already agreed access /other LDP  targets and any overall change in the level of resources available to the PCT in 2006/07.  This is explained in more detail in the following paragraphs and in Table 1 below.
13.2
“Historic usage” is determined by analysing the relevant historic activity and associated expenditure (i.e. in respect of those services included in the scope of PBC) of the PCT such that the activity / costs associated with each practice’s patients are totalled.  This provides the starting point for each practice’s indicative budget.  Consolidating these for all participating practices gives the equivalent figure for each cluster / group.  The total of all practices activity/costs will be reflective of the sum of agreed SLAs with providers.
13.3
To ensure the total of all practices activity/costs is reflective of the sum of agreed SLAs with providers, marginal or “incremental” adjustments may need to be made to the practice’s indicative budget.  
13.4
The PCT will set a recurrent 06/07 cost improvement target against practice budgets.  This target is reflective of the target set in the PCT savings programme.  It is expected that practices will meet these targets when commissioning and managing demand.

 Table 1: How the 2006/07 indicative PBC budgets will be set

	Item
	
	
	Notes/ comments

	SLAs agreed by host PCTs taking account of historical out-turn then devolved down to practice level
	
	
	This is the “historic” principle whereby what has hitherto been spent on healthcare in your area continues to be the baseline for future expenditure

	plus
	
	
	

	Agreed activity increase in line with access/LDP

	
	
	

	minus
	
	
	

	Practice share of PCT cost improvement target
	
	
	The PCT has been instructed that in 2006/07 at least it must plan to make a surplus: financial balance is no longer good enough, and these reserves will be controlled in-year by the SHA

	minus
	
	
	

	Each practice’s contribution to the local risk management reserve pool
	
	
	Just as the SHA wants a comfort cushion, it is also essential that clusters have access to funds outside of their own indicative budget to meet exceptional circumstances.

	
	
	
	


13.5
Over time the basis for budgets must move to weighted capitation
, in accordance with a timetable to be determined in consultation with PB commissioners during 2006/07.

13.6
The DH have issued a spreadsheet based tool which allows the PCT to apply the national weighted capitation formulae which will calculate each practice / cluster’s share of the PCT’s funds according to their population’s need.  Whilst fairer than maintaining historic levels of expenditure by locality / cluster it should be remembered that such an approach only divides up the PCT’s cake more fairly: it does NOT change the size of the cake itself.  It is because any increase in the “fair-share” for 1 practice / cluster has to come from the existing allocations to the other practices / clusters that a “pace of change” policy is required.  The PEC will advise the PCT Board on an appropriate pace of change during 2006/07.
13.7
During 2006/07 participating practices will be given for information only a calculation of their weighted capitation PBC budget and from 1 April 2007 budgets will start to move at the agreed pace of change towards that level of funding.
14.
Financial (and other information) reporting to PB commissioners and their budgetary control responsibilities
14.1
The PCT will provide the following information monthly / quarterly to PCTs:
Table 2: Information for PBC practices

	Information
	Format / notes
	Frequency

	Financial:
	
	

	Monthly and cumulative year to date expenditure against the components of the PBC indicative budget
	In order for PB commissioners to monitor the success of their commissioning plans the reported expenditure will need to identify cost of referral activity, ideally by individual provider.  Any uncoded activity, or unregistered patients, will be attributed into the budgets across practices and activity groups.


	Monthly

	
	
	

	Activity:
	Practice by practice, & the cluster’s consolidated total:
	

	Elective activity – IP and DC
	
	

	Non-elective admissions
	Including length of stay data
	

	1st OP appointments
	
	

	Follow-up OP appointments
	
	

	Diagnostic and other procedures vloumes
	
	

	Consultant to consultant referrals
	
	

	
	
	

	Prescribing
	Budget versus actual + forecasts as per PPA
	

	
	
	

	Benchmarked Activity
	
	

	Referral rates
	
	

	Admission rates
	
	

	1st OP appointments
	
	

	Follow up OPs
	
	

	
	
	

	Public health
	
	

	Available needs maps
	Child health and Mental Health named examples in AUC.
	

	
	
	


PART 4: RISK MANAGEMENT
15.
In PBC as in any other area of the PCT’s affairs there is potential for our objectives to be exceeded or not met.  Risk management seeks to maximise the opportunities to do better than planned whilst reducing the likelihood and consequences of not achieving our objectives.

15.1
Risk within practice based commissioning divides into financial risk, clinical risk and risk of not achieving nationally required targets.  Financial risk and risk of not achieving nationally required targets are dealt with separately below. A detailed section on clinical risk will be included in version two of this manual.
15.2
This section purely relates to risk that the PCT may hold from devolving the budget: separate arrangements should be in place between members of each PBC cluster / group.

15.3
For example clusters / groups will need to manage the risk of individual practices not adhering to accountability and governance requirements within the scheme.  The PCT reserves the right to withdraw budgets from the Cluster / group as a whole if practices within it are not adhering to agreements.

16
Financial risk

16.1
The PCT will require a detailed, costed action plan from any PB Commissioner that over performs against plan two quarters in succession, to bring their budget back into balance.
16.2
If the PB Commissioner over performs against plan for four quarters in succession, then the PCT reserves the right to withdraw the budget from the PB Commissioner.

16.3
Where a practice puts forward a plan to spend more in one year to free up resources in future years, the PCT will consider this as part of their wider financial responsibilities. In some cases, there may be the flexibility to do so, but as the PCT is required to make £16.5m savings during 2006/07, the first priority must be to ensure balance at year-end and is therefore extremely unlikely.

16.4
The PCT will also run a risk pool of 3% of the devolved budget, as agreed by PB Commissioners and the PCT at a workshop on 22nd March 2006. The risk pool will be used to manage the year end balances, and any under-spend from within the budgets taken by practices will be passed back to the PB Commissioners.

16.5
During the first year of PBC there will be some flexibility in agreeing the year-end position when a practice has overspent.    There is scope for negotiation at year end when a practice is able to show evidence that their budget was incorrectly set and/or having tried everything possible to manage within budget, events outside their control have resulted in an overspend.

17.
Risk to achieving key targets

17.1
Achievement of a significant number of national and local targets could be influenced by the PB Commissioners.  The PB Commissioner inherits with the budget a requirement to hit the targets that relate to the budget taken. This will be in line with assurances sort with other provider services. The PCT is able to request an action plan from the PB Commissioner if it feels that targets are being jeopardised as a result of the commissioning decisions taken. A list of all PCT targets for 2006/07 is contained in appendix 9.  
17.2
The PEC would also be able to impose an action plan on the PB Commissioner if it felt that the proposed plan was not robust.

17.3
Failure to implement this plan could result in the PB being withdrawn from the scheme.
 Re-entry of this PB Commissioner to the scheme would be on the advice of the PEC.

18.
Changes outside the annual plan

18.1
It is important that Practice Based Commissioners have freedom to change and develop plans throughout the year.
18.2
The PCT Board will be accountable for decisions on business cases for new services within reasonable timescales in accordance with local governance rules.
18.3
The PEC will be the body that approves any in-year changes of service that may fall into the following broad categories:

· Proposal of new service

· Withdrawal of service set up under practice based commissioning

· Withdrawal of a PB Commissioner 
· Addition or removal of a PB Commissioner 
· Change in membership of sub-cluster groups
18.4
The PCT clearly recognises the value of local innovation at a practice level, it is important that the PCT is aware, and take a strategic view, on more substantial developments that the PB Commissioner is proposing.

19.
Procurement Guidelines

19.1
The following thresholds and procurement methods (see Applicable Standing Orders etc:  5 below) MUST be complied with by the PCT’s officers when seeking quotes and / or tenders for services on behalf of PB Commissioners.
Applicable Standing Orders etc:  5
	SO C9 and Appendix 1

	Contract value
	Method
	Details

	Above EU procurement limit – currently £129,462
	EU Public procurement directive 
	See SO C9.2.  Contract must be advertised in the “EU Journal”

	£25,001 – EU Procurement limit
	Formal tendering procedures
	See SOs C9.4, 9.6 & Appendix 1 of Brent’s Standing Orders (min. 3 tenderers) and C9.5 – exceptions / waivers

	£5,001 – 25,000
	Written quotations
	See SO 9.9 – 9.12 (min. 3 written quotations) and C9.14 – exceptions and C9.15 – NHS  Supplies

	Up to £5,000
	Best practice purchasing
	Official tPCT order, signed by Authorised Signatory

	
	
	


19.2
Formal tenders are very different from quotes.  A formal tender amounts to a written explanation of the Commissioner’s requirements, legal terms and conditions and requests information that will allow the evaluators to assess information other than price before awarding the work.

19.3
It is important that “contestability” applies when developing new services.  New service provision, as detailed in business cases, must be openly debated when the provider is appointed.  The PB Commissioner must satisfy the PEC that expressions of interest for the new service have been sought.  The PEC, in conjunction with the PCT contracting team, will ensure new service provision is contestable and will direct new services to either a preferred provider or open tendering, depending on the value, nature, range and volume of service.  This will be in line with assurances sort with other provider services.
PART 5 SUPPORT FOR PRACTICES

20.
Structural reorganisation

20.1
In order to maximise the opportunity for success of “A Patient-led NHS” in general and PBC in particular, the PCT Board in 2004/05 approved a far-reaching reorganisation of its management structure which has been implemented (Dec 2005).

20.2
This has placed a greater managerial focus and resource on localities and clusters and these resources have been made available to participate fully in Cluster Boards.
21.
Other supporting strategies

21.1
There are a number of areas that will support the delivery of PBC as outlined above.  In many cases these are crucial to the successful implementation of the PCT’s Business Plan. The key areas are outlined below:

Workforce

21.2
The development of an appropriate workforce is crucial to these plans. Increased numbers of appropriately skilled staff will need to be complemented by better recruitment and retention.  The full implementation of Agenda for Change will ensure that pay levels are sufficient to attract and retain staff. Improvements in management (ensuring all staff have knowledge and skills framework, annual appraisals, and Personal Development Plan), and working conditions for staff through Improving Working Lives Practice Plus will further help to attract the right staff.

Finance

21.3
Financial balance remains a statutory requirement for PCTs, and we necessarily need to ensure that are plans are affordable.  Many of the plans to redesign patient care will also result in a lower net resource use, and are robust in the long term, but there is risk in the shorter term as services are developed with the expectation of redesign and changed patient flows.

21.4
The PCT also recognises the increased pressure on diagnostic services as a result of the shorter waiting times in mainstream activity for the 18 week target, and the cancer referral to treatment times, and extra activity is planned as a result, some of which will again be in the Independent Sector.

22.
Services provided by the PCT

22.1
There are some functions that will still be retained by the PCT / StHA after the budgets have been devolved. Presently it is planned that these will be:

· Referral, health needs and activity information by practice;
· Budget and contract monitoring support;
· Contracting support – negotiation, documentation, monitoring;
· Expertise on national requirements and targets;
· Public Health service;
· Training (where identified and appropriate);
· IT / Data Quality improvement advisors; and
· Human Resources.
23.
Payments to PB Commissioners

23.1
A one year DES element within nGMS provides for a two stage payment to practices participating in PBC for 2006/07:

· An initial payment of 95p per registered patient when a practice’s commissioning plan is approved

· A “reward” payment, again 95p, payable from savings achieved, when the plans are deemed to have been successfully achieved.

23.2
Unlike the part 1 payment which is payable to practices like any other component of their NHS income, the part 2 “payment” is a ring-fenced allocation from the PCT for practices to invest in eligible activity
.  It is NOT payable in addition to any existing local incentive / savings reinvestment scheme.

23.3
The savings from the PBC budget under the control of the PBCs must be reinvested to improve local patient care.  Funds can be spent on:

· direct service development

· equipment

· training

· clinical and non-clinical staff

premises development (subject to specific PCT Board approval).

23.4
This  means practices will be entitled to their Part 1 DES when their commissioning plan/s (within or outside a cluster
) have been approved by the PCT.

23.5
Under the proposed terms of a local agreement with practices a proportion to be agreed of their Part 1 DES payment will be made available
 to the Cluster Board members in recompense of their leading clinical role and the demands of it.
23.6
If the PCT has provided practices with investment money “up front” to facilitate implementation of commissioning plans (e.g. employment of new or extra staff, equipment etc.) that money will be deducted from the value of the part 2 DES “reward”.

PART 6 PERFORMANCE MANAGEMENT 
24.
Process to approve PBC plans and business cases for resource freed up
24.1
Practice plans and proposals for specific service developments will be evaluated by the PEC, using evaluation criteria, (see appendix 8) and approved by the PCT Board.  
24.2
Any savings that the PB Commissioner proposes to generate as a result of the process will be agreed with the PEC along with a proposed plan for how these savings will be reinvested in healthcare schemes.

24.3 
A template for PBC plans is available for practices (see appendix 2).  A template will also be provided for practices to complete for specific service developments.  This is currently being developed and will be added as an appendix in version 2 of this manual.

25.
Separation of evaluation of tenders and provision of services

25.1
Although services could be provided by a member of the PB Commissioning consortium, there would have to be a clear and transparent process for ensuring that the evaluation of the tender was independent, and represented the best value available.  This will be in line with assurances sort with other provider services.
25.2
If the PB Commissioner wants to bid for the provision of a service, then the PEC will reserve the right to appoint an independent observer for the duration of the tendering process, to show independent due process has been applied to the tendering process.
26.
Monitoring arrangements

26.1
All PB Commissioners will monitor both their overall indicative budget and those elements of it directly affected by their commissioning plans.  Commissioners will provide a written commentary, initially quarterly, but as required by the PCT, analysing the apparent success or otherwise of their individual commissioning plans and the overall budgetary position.  Where appropriate the Commissioners will identify the action to be taken to either improve the overall performance against budget or the effectiveness of their commissioning plans.  This will also include an updated risk register and action plan/s in accordance with risk management responsibilities (see part 4 above).

27.
Arbitration

27.1
If practices and the PCT are unable to agree on the local application of the national PBC framework as set out in Achieving Universal Coverage the issue MUST be referred to the SHA.
27.2
AUC requires SHAs to find for either one side or the other, rather than seek a compromise.  The SHA will appoint arbitration groups comprising practitioners, financial and management representation.
The PB Commissioner (within or without a cluster)
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� “PBC: achieving universal change” DH Jan 2006


� “2006/07 nGMS Contract” 


� This is the basis on which PCTs receive their share of NHS resources.  Numerous and complex formulae weight actual populations for age, sex, morbidity and social deprivation, amongst other factors.


� The DoH Technical Guidance states in paragraph 2 that “practices or localities will agree in advance with their PCTs how the PCT’s right to intervene will be exercised if it is apparent that the delivery of a key target is threatened by Practice Based Commissioning”.


� “.patient care or other practice activity which supports the continued delivery of objectives..”  AUC Feb 2006


� This will be evidenced


� In the interests of minimising bureaucracy for practices the PCT will account for this and make DES payments to practices net of the value payable to the Board.
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