



Practice Based Commissioning Accountability & Governance Manual - Executive Summary

The following executive summary aims to provide a high level overview of the key content in the Practice Based Commissioning (PBC) Accountability and Governance Manual.  This version of the manual contains the most up-to-date Board approved arrangements in Brent tPCT for the operation of PBC.
1. Key Objectives

1.1
The PCTs key objectives for PBC are:
· To enable front line staff and service users to drive service modernisation.
· To empower general practitioners and their teams of employed and attached staff.
· To ensure that only those patients that need it are referred to secondary care.

· To ensure timely and equitable access to healthcare services.
· To broaden the range of services outside the hospital setting where appropriate.
2. Key Responsibilities
2.1
The PCT Board will:

· Delegate authority to the PEC for the oversight of the implementation of PBC;
· Approve commissioning and other recommendations as part of the PCT LDP;
· Sign off any Statutory responsibilities;
· Seek assurance that potential conflicts of interest are addressed;
· Ensure that patients and the public are integrally involved; and
· Seek assurances on the quality of services provided.
2.2
The PEC will:

· Oversee the use of management costs;
· Make recommendations  to the PCT Board;
· Agree a mechanism of resolution should there be an adverse impact of commissioning decisions on other service users and/or services;
· Develop with PB commissioners recovery plans where those units have been unable to break even;
· Approve plans from the PB Commissioner, and decide if they are on target to deliver; and
· Provide wider clinical challenge to PBC plans on behalf of the Board and seek assurance of clinical suitability.

2.3
The PB Commissioner
 will:
· Provide written intention to engage in the principles of PBC (and notify the PCT in writing should this intention change);
· Meet regularly with PCT representatives;

· Agree that no patients will be removed from, or denied acceptance to, a practice list on financial grounds; and

· Not withhold reasonable treatment from patients to generate savings; and
· Ensure quality isn’t compromised with service changes.
3. Indicative Budgets 2006/07
3.1
Setting the Budget
3.11
This year, budgets were based on historic usage from 05/06 out-turn.  Over time the basis for budgets will move to weighted capitation
.
3.2
Inclusions and Exclusions for 2006/07
3.21
Participating practices will have an indicative budget to meet expenditure on:

· prescribing; and

· commissioning of secondary / acute services. 
3.22
The following will be excluded from indicative budgets for 2006/07:

· specialist commissioning arrangements;
· high-cost / low volume services;
· payments including enhanced services, under primary medical services (GMS,PMS, APMS) contracts;

· payments under other independent contractor contracts;
· mental health and learning disability services;

· breast and cervical screening programme activity; and 
· community health services.  Although, it is anticipated that sometime during 2006/07 the scope of PBC will be extended to include this.

3.23
As well as achieving their specific planned changes each PB Commissioner is required to keep total expenditure within the overall indicative budget sum.  
3.24
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.
3.3
Contingency Fund
3.31
The PCT will hold a contingency fund of three percent for 2006/07 retained from the commissioning indicative budgets (note excludes prescribing).  The contingency will be used to manage unplanned in-year variations in activity and cost across all PB Commissioners.  
3.32
If the contingency fund is not exhausted, at the end of the financial year, the PCT will release funds back to practices, in proportion to their budgets.  Any allocations will be offset by avoidable overspends and any monies approved by the PCT Board for use upfront.
4. PBC Plans

4.1
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.  The criteria includes assessment against improvement in health outcomes; financial risk; fit with national/local agenda; and monitoring and evaluation.  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.
4.2.1 It is important that Practice Based Commissioners have freedom to change and develop plans throughout the year.

5. Contracting and Commissioning
5.1
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 proviers if they choose.
5.2
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.

6. Support for PB Commissioners

6.1
PCT support teams have been identified to help PB Commissioners with the following functions as required: 
· 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.
6.2
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.

7. Freed up resource allocation 2006/07

7.1
Practices that achieve the objectives set out in their commissioning plans and balance their indicative budget will be entitled to 95p per patient, paid from resources freed up.  Where resources freed up do not meet this minimum, the difference will be met by the PCT. 
7.2
Where resources freed up from the PBC indicative budget exceed the minimum payment and the practice’s/practices’ indicative budget is underspent, the practice will be entitled to a percentage of the savings instead of the second component of the DES.  As the PCT is required to make £16.5m savings during 2006/07, this percentage of savings will only be made available instead of the DES if the PCT is in balance.  It is proposed that for 2006/07 70 percent of savings from the indicative budget is retained by the Practice/s and 30 percent by the PCT for reinvestment.
7.3
The PCT will reinvest these resources to meet identified wider need across the health community.  As outlined in the guidance, as a last resort this 30 percent may be used to cover PCT overspends.

7.4
Freed up resources must be used to fund services for the benefit of patients locally.  Resources freed up may be spent on equipment, training, clinical and non-clinical staff.  They may also be spent on premises development with specific PCT board approval.
8. Performance Monitoring

8.1
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 quarterly written commentary, analysing the apparent success or otherwise of their individual commissioning plans and the overall budgetary position.  Where appropriate the Commissioners will identify the necessary action to be taken.

8.2
The PB Commissioner inherits with the budget a requirement to hit the national and local targets that relate to the budget taken. 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. 
8.3
The PCT will provide PB Commissioners with monthly monitoring information on finance, activity and prescribing.

9. Arbitration

9.1
If PB Commissioner/s and the PCT are unable to agree on a local resolution the issue must be referred to the SHA.










































































































































� 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.


� 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.
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