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Practice Based Commissioning (PBC) Agreement between Clusters and Primary Care Trust
The following document has been developed as a guide to the main issues that need to be addressed and resolved before the practice based commissioning process begins.

Principles

· To enable front line staff and service users to drive service modernisation through the established locality management structure and the Working with Local Communities Initiatives. The devolution to primary care providers of the responsibility for commissioning services for their patients is a further shift of power towards the front line.

· 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

· To ensure that only those patients that need it are referred to secondary care.

· To ensure timely and equitable access to primary, secondary and tertiary care services.

· To support broadening the range of services offered to patients outside the hospital setting where appropriate
· Clusters will be required to take responsibility for the care needs of their patients through the commissioning of appropriate services, bearing in mind the underlying principle of equity of service provision responsive to local health needs. This includes all services that are outside the scope of services commissioned on a specialist basis (Define specialist), the responsibility for which will remain with the PCT. 
· 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.

· The appropriate and overall management of demand and the monitoring of all patient activity and associated performance of commissioned providers in terms of quality, governance and achievement of targets will be the responsibility of the Cluster working closely with designated managers and technical team from the PCT.
· Clusters will be provided with an indicative budget to support the commissioning of the services outlined above.  
· Commissioning clusters will be required to discharge their responsibilities taking full account of the national strategies around Connecting for Health, Booking & Choice and Payment by Results – and other strategies that may emerge on a national/local basis.

· Brent tPCT consider that the patient base for commissioning to be effectively undertaken at practice level is upwards of 25,000 and has not put a maximum or ceiling on the number of patients to be covered.
· The PCT seeks to encourage and support each cluster to be innovative and ambitious in redesigning and creating patient lead services through a collaborative approach between the clusters, PCT and wider health economy.
· Brent tPCT is committed to supporting the implementation of PbC across all clusters and has reorganised to ensure that each key team within the PCT has named managers aligned to clusters.
· Brent has a preferred model of PBC, which suits local circumstances, agreed after consultation between the Professional Executive Committee, 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.  

The clear message between primary care providers and PCT staff is that, whilst the management of resources to enable the development of primary and community services is key, the emphasis must at all times be on quality of service.  There is interest in the GP community in general about the proposal but agreement and acceptance will hinge on the detail of the scheme and the perceived advantage to practices and their patients, including the balance between opportunity and risk and between more local control and more input at practice level. 
It is important that clusters understand that commissioning now has to be part of a whole systems approach. If primary care is to develop and progress clusters will need to understand and be involved in all aspects of the commissioning cycle.

1.   The Elements of the Agreement

The foundation of this accountability agreement is a set of shared principles, outlined above, which must be agreed prior to any further discussions about the detail of practice commissioning arrangements. 
These include;

1.1
Partnership and a joint commitment to the principle of devolved responsibility for commissioning decisions across the clinical community within the PCT.

1.2  A mutually agreed direction and vision for what can be achieved through practice based commissioning. This includes learning together and jointly developing systems for ensuring that patients benefit from this model of commissioning. 
2.
Framework
2.1
    Account must be taken of any constraints and pre-commitments and their impact on the local commissioning decisions such as Foundation trust contracts that are binding and elements of service which are commissioned through partnership arrangements e.g. Children’s Trust or (virtual) Care Trust arrangements or specialist commissioning agreements.

2.2

Plans must fit with existing Local Delivery Plan targets and priorities and PCT commissioning strategies or strategic frameworks. 

2.3
 Fit with NHS plan and PSA targets and other national priorities including “Choose and Book”.

2.4
Clinical governance arrangements and the degree of risk that both PCT and cluster will take in the particular level of commissioning activity proposed.

2.5
Corporate governance arrangements and the degree of risk that both PCT and cluster will take in the particular level of commissioning activity proposed.

2.6
Management and support costs have been apportioned across five clusters.  Commissioning clusters can expect input from the PCT regarding management costs with a restructured management resource.

2.7
How consultation with the public and other stakeholders will be undertaken and the relative responsibilities between cluster and PCT for delivering this engagement. 

3.
 Commitments and Responsibilities

Cluster commitments and responsibilities

3.1
A clear rationale of their reasons for commissioning at their chosen level and the outcomes expected.

3.1.1  A commitment to;

· mutual accountability and equity for the degree of success of their commissioning decisions. (For clusters, this will mean ensuring proper governance/ accountability structures, evidence of decisions and involvement in decision making, taking into account consequences and conflicts of interest etc).

· engage in wider service development activities with the PCT so that progression of service delivery is consistent with improving services and is consistent with overall priorities of Brent.

3.1.2  A responsibility to; 

· clearly articulate their aspirations and objectives.

· engage in regular, locally agreed review with the PCT.

· Resolve and address local disputes and support practice mediation.

· identify the use to which any efficiency gains will be put prior to engaging in commissioning. (This is not inclusive of opportunistic savings that may occur in year where agreement as to their use may need to be made quickly).

· Ensure there is appropriate contestability across new services and enhanced services.  To continue to reward where we have local enhanced services and incentive schemes such as prescribing incentive scheme.

· ensure patient satisfaction as part of annual patient surveys.

· ensure that cluster commissioning plans include the development of PBC coherently with a focus upon enhancing, quality, efficiency and effectiveness.

· ensure that practice based commissioning decisions do not adversely affect the levels of health inequalities across the PCT.

3.2    PCT commitments and responsibilities

3.2.1
Provide a clear vision for health improvement and service delivery in order to support PBC for at least a three year rolling period.

3.2.2   A commitment to;

· mutual accountability for the degree of success of cluster commissioning decisions. (For the PCT, this includes a responsibility to guide and support commissioners in establishing and maintaining their commissioning mechanisms and the provision of data that informs their decision making).

· describe the level and type of support available to clusters to extend their range of commissioning over a three-year period and, as appropriate, to the total commissioning of all services. This will include management and administrative costs, service development and investment in change with clear processes for accessing funds.

· manage the risk of savings plans with investment including the development of contingency funding mechanisms up front as necessary.

· ensure that local planning processes support the development of clusters based commissioning activity.

3.2.3   A responsibility to;

· look at the wider public health agenda and judge the impacts of PBC, communicating this to the clusters regularly.

· support commissioning clusters with training, IT and managerial resources. 

· manage risks over the wider PCT system.

· ensure that clusters are structured to provide consistent and needs driven services for a local population and enable co-ordinated commissioning activity to be undertaken; but supporting different self determined group development when appropriate and advantageous.

· Encourage partnership between clusters.

· ensure that PBC decisions take account of the level of health inequalities across Brent.  The PEC will ensure that innovative ideas are shared across clusters to enable the spread of good practice, the PEC will forward commissioning plans for the Chief Executive to sign off only when the plans of one cluster do not have an adverse impact upon another cluster.

4. Audit and Evaluation


The performance management, audit and evaluation of the impact of practice based commissioning is vital to ensuring that both cluster and PCT are confident in discharging their commitments and responsibilities outlined above. PCT boards and PECs will hold the overall accountability for the implementation of PBC.  Arrangements therefore should be made prior to the commencement of the commissioning plan on:

4.1
Review arrangements, their frequency, structure and content. These will need to be consistent with all regulatory bodies and monitoring processes including ‘standards for better health’ and ‘annual health check’.

4.3
The role of patient and public involvement in the processes and how this and patient satisfaction will be monitored as the range of commissioning activity increases.

4.4 The mechanisms for and outcomes of a mutually agreed dispute resolution policy.

4.5
This document will be reviewed regularly in light of developments and the evolution of PBC across Brent.
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