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Helen Hirst

Clinically Led Commissioning 

We heard from Helen Hirst who is Program Director of Primary Care Commissioning and will lead the design of the new PCC system.She informed us that the Commissioning Board is not going to be like anything before. It is not a new HQ for NHS.

NHS Commissioning Boards (NHSCB) statutory duties will be to commission primary medical, as well as primary, secondary and community dental, ophthalmic and pharmacy services. Also it will have the power to delegate some medical and ophthalmic function to CCGs.It will remove variation in commissioning due to local negotiations, building on the best of best practice from around England, producing tailored services based on real health needs. It will be good value, effective and efficient and fast to act. There will be hopefully be less bureaucracy, and less need to go from bottom of the pile right to the top for approval down to the bottom again to get things up and running.

Commissioning won't necessarily be done in one place but in the same way nationwide, ie Implementation of a national strategy but at local level. GOS will run and be negotiated at a national level. 

CCGs will be expected to play a major role in improving quality of primary medical care.

They will want relationships between contractors and commissioners all over the country working to a legal minimum standard but understanding there will still be local differences due to personal relationships being built locally.

The NHSCB want to keep the local personnel as they realize good relationships have been built over time and are very useful. Unfortunately they need to act faster than they are at the moment to ensure those staff aren’t lost in the process, but the speed is for other reasons that the need to be overcome. There will be Local Professional Networks (LPNs), designed for non GP primary care providers which will be integral to the work of the local NHSCB. LPNs (all primary care providers) will feed to NHSCB Local, (clinicians with expertise working on projects and pathway redesign etc) which in turn will feed to NHSCB National which will be the core clinical commissioning team (managers, etc). Currently they are not sure where the LPN will sit, above or below current PCT level but will probably be at cluster level. There will be a cost to have these levels but hopefully with saving elsewhere this cost will be covered. 

As part of the setting up of the systems they want to look locally and see what works well, as they don't want to change things that work. They want to improve poor local relationships through LOCSU. They have got to have LPNs everywhere. It can’t be locally optional so they either make it work or if enough places don’t want it the idea will be nationally scrapped. 

They also stress that they want clinical leaders locally, and less managers.

There will also be Health and Wellbeing Boards (HWBs) which will be statutory in all upper tier/unitary authority/metropolitan area/county. These must develop a high level Joint Health and Wellbeing Strategy which will set the duty of the CCGs and Local Authorities in their public health work. The HWBs will span the NHS, social care and public health has well as wider eg housing and leisure. they will provide the overarching framework for commissioning plans.

Mrs Dee Kyne, CEO Pathfinder Healthcare Developments
Clinically Lead Commissioning at Local Level.
Government want to increase patient choice and create a presumption that patients have control over their own care. They had hoped to have choice of a named consultant clinically lead team for elective care by April 2011. This will happen by maximizing the use of Choose and Book. They want to extend maternity choice and help the patient make safe informed choices through pregnancy to childbirth. They see pregnancy as an opportunity to engage women from all sections of society and influencing the start of life, which is vital in improving life chances and tackling circles of disadvantage.
The Government wishes to introduce choice of treatment and provider in Mental Health services by 2012 and develop and extend these ideas whenever practicable by April 2012. They will introduce choice of care in long term conditions. End of life care will support people’s preferences on how to have a good death and the Government will work with providers including hospices to achieve this end. They will give patients information on research and help them become involved if they wish. The Government wants to give patients the right to change their GP whenever they wish with no regard to area.

To achieve this The Government must organize Public Health, make commissioning work, open up the NHS to competition, get a grip of budgetary constraints, give patients more say and make the systems more transparent. This is all happening in a climate when there is a growing funding gap between what we are investing and what is required and there is record spending growth in the NHS. We look at the overall spend of the Health service and identify where money can be saved because there is no new money. This can be achieved by, stop doing things, do things in a different place, increase efficiency, use a different provider or decrease dependency.  It is considered that GPs have a good and detailed understanding of their local communities and would be best placed to commission services based on their needs. Approximately 500 Commissioning Consortia could be created, these bodies would be accountable to an NHS commissioning board who would be responsible for consistency of performance and that the new arrangements were fit for purpose. The timescales are 2010/11 The GP consortia will come together. 2011/12 A comprehensive system of shadow GP consortia will be in place and the NHS Commissioning Board to be established in shadow form. 2012/13 there will be formal establishment of GP consortia and the NHS Commissioning Board to be established as an independent statutory body. 2013/14 the GP consortia will be fully operational with real budgets and holding contracts with providers. The Providers will be all NHS provider Trusts, who will become Foundation Trusts. There is strong pressure to include social enterprise models. Any properly qualified person or body could be a provider this is envisaged to require a two part license.
The Coalition Government’s NHS reforms outline plans to move to outcome targets and relax process targets. However the 4h A and E target will stay. It is thought that there will be greater public reporting of outcomes and that commissioners through contracting will provide the stimulus for providers to keep waiting times down. NICE will have a greater role in setting evidence based pathways, standards and treatments.

Sue Gregory OBE Deputy Chief Dental Officer (England) 
Dental Public Health and the Lessons for Eye Care

Sue explained that in Dentistry that Public Health was driving change. The Government published a Public Health White Paper “ Healthy Lives, Healthy people: our strategy for public health in England” on 30th November. It will be a coherent national framework across Government with outcome goals. It creates a strong public health service with a strong evaluation strategy and will be operational by April 2012. There will be directors of public health in Local Authorities and the public health budget will be ring fenced. The bill will empower individuals, families and local communities and develop a new relationship between Government and people. Outcomes are to be important with 3 domains in the outcomes framework. They will be effectiveness of treatment and care, measured by patient and reported outcomes; safety of treatment and care and broader patient experience. The benefits of an Outcomes focus are that it will be a key development in the NHS reform agenda; it will focus on promoting health and wellbeing not on repair and treatment; the stronger focus on outcome reduces inequalities and prevents disease; emphasizes effectiveness and recognizes the potential of clinical engagement and using whole team to deliver the care pathway. 
Specifically dental health outcomes.

Oral and dental health matters to everyone. Much dental disease is preventable. A healthy mouth and teeth are fundamental to eating, appearance and wellbeing. Having the right dental service is a hugely important factor in meeting the needs and aspirations of the public for good oral health and wellbeing. Oral health also has an impact on other chronic diseases. The failure to tackle social and material determinants and incorporate oral health into general health promotion, millions suffer intractable toothache and poor quality of life and end up with few teeth. Dental health is a branch of dentistry that is primarily concerned with preventing oral disease and promoting oral health, and improving the quality of life for whole populations. It is concerned with the design and assurance of safe high quality dental services for all. It does this in collaboration with public and private organizations, communities and individuals. The challenge for the NHS is to effectively deliver improved, address oral health inequalities and realize the potential for health improvement and health prevention dental services. What lessons can be learned. Public health in clinical practice will encourage understanding the practice population and identify individual need. Make us think up stream so that we can make pathway interventions. Communicate risk and transfer responsibility and celebrate and record improved outcomes. It should improve the primary/secondary care interface, develop clinical leadership and improve training and development. Sue went on to describe Smile for life a dentistry initiative for improving children’s oral health.
Niti Pall
Equity and Excellence
Using a number of mechanisms the Government intend to sort out Public Health, make commissioning work, Open up the NHS to full market competition, Handle the budget situation, give patients more say and make all of the processes more transparent. GPs will be more central in the decision making. There will be the formation of up to 500 consortia where GPs will form the dominant role as it is argued that GPs have a good and detailed understanding of the health of the local communities.
Timescales

2010/1 GP consortia will begin to come together.

2011/12 A comprehensive system of shadow GP consortia will be in place and the NHS Commissioning Board will be established as an independent statutory body in shadow form.

2011/13 There will be formal establishment of GP consortia, together with responsibility to prepare commissioning plans and the NHS commissioning board to be established as an independent statutory body.

2013/14 The GP consortia to be fully operational, with real budgets and holding contracts with providers.

The key will be performance outcomes which will be used to set targets. NICE will have a greater role in setting evidence based pathways, standards and treatments.

The Government will be collecting data and deciding where the maximum impact can be made by analyzing the data.

Dr Rachel Joyce
Public Health
Public Health have three domains, Health Improvement, Health Protection and Health Services. All are currently based in the NHS

Commissioning will be done by Clinical Commissioning Groups and the NHS Commissioning Board-holding CCS to account and commissioning specialized services, eg optometry. Clinical Senates and networks will influence commissioning and social care commissioning will be a joint venture.
Health and Wellbeing boards will be statutory in every upper tier/unitary authority, they must develop a high level joint health and wellbeing strategy, and this will be a duty of Local Authorities and CCGs. They will span the NHS, social care and Public Health. They will provide an overarching framework for commissioning plans.
A function of the public health team will be to develop a joint strategic needs assessment. This will be based on an analysis of health needs of the local population within a local authority area and it will shape shared understanding. Joint strategic needs assessment will be based on population level demography, Social, economic and environmental determinants of health, behavioral determents of health and epidemiology.
LOCSU AGM

Apart from 3 dormant LOCs only 3 LOCs aren't contributing 82 of 85.
LOC SUs aims over the next year will be to work on the profile of community eye-care through public health promotion, education and training and working with the transition team.

They will work with LOCs to influence Health and Well Being Boards (HWB), Local Professional Networks, and clinical commissioning groups, which are being set up locally.

They want to retain services. They need to be evidence based so current schemes need to be evaluated and audited to prove their worth. They want to work on contract transition (GOS is easy to transfer; enhanced services are more difficult as there are different contracts all over country).

They want to grow services by helping LOCs to set up schemes using national pathways, and creating new pathways. There is a new learning disability pathway ready to roll out.

It was stressed that any new scheme NEEDS to have data collection and evaluation built in to ensure they are robust enough to continue in the future.

 To Company or not to Company

This was running through the merits of forming an LOC company for commissioning etc. Pharmacy are going for a Limited Liability Partnerships, mainly for tax reasons. LLPs are more difficult to set up and run than Companies Limited by Guarantee which is what LOCSU have been advised to do. Some LOCs have set up companies already so when LOCs ask about them there is a package already for them.

Management of enhanced services ensures the survival of existing services. Admin is difficult in new set up so cuts down admin. Again stressing the need for schemes to be evidence based ie data collection is needed.

What activity data is needed? Patient seen where, by whom, for what,  payment claims, outcomes and clinical audit.
How should this be done? The information should be collected by using easily accessible web-based management solutions. Webstar have created "Optomanager" made up of "Optoserve" and "Optoclaim".
Optoserve... full clinical data management for patients seen in the community which also generate invoices etc. Run with a fee per case including clinical delivery ie cost of time but also service management cost. The volume of transactions need to be taken into account, run at many sites but at a low volume costs much more from an IT point of view. This system is for new schemes or old schemes being reworked to run on Optoserve.

Optoclaim.... a paperless system for payment management for existing schemes not new ones. We would need to address the PCT explaining that the person running admin currently is no longer there (or soon not to be) so this is a solution to continue the service. The PCT would pay a small monthly fee to put it into practices to capture the data. Or it was suggested if the PCT says no then maybe practices pay the fee if they think it is worth it to continue/save the scheme.

Both these systems can work across borders taking away that variation. 

A pilot is taking place for a triage system in Suffolk.  It is an E-system working with a standard form for the whole scheme. Over 4 months, 65% of referrals going through to secondary care are on correct form so there is a reasonable volume going through the system. Only 3% of the glaucoma referrals were rejected by secondary care and for cataract only 11% were rejected. The scheme is fully audited so you can detect outliers. The data collectors and secondary care like the scheme as the standard form means information is so much more gathered and interpreted. Data is available about what conditions are going through system so they can see what enhanced services are worth doing in the future. it is felt that 6 months more data is needed to fully evaluate the scheme.

Trevor Warbuton

Peer Review
There are various ways of running this. It could be done in small groups, with an outside facilitators or large group with a record presented and then discuss in smaller groups with feedback at the end.

The optimum number is 6-8. 10 thought too many and 4 is not really enough. There needs to be a chair/facilitator for each group. This person would be there to ensure the smooth running of the session. 

There is a danger of wrong information going round. ie someone being insistent enough that a certain way was best practice or legal factual information being incorrect and the rest of the group believing them. 
It was suggested that you can obviously use clinical records but also ethical scenarios, legal scenarios and indeed record keeping in general could be discussed.

Peer Discussion Groups
Peer discussion groups were formed. It was done as a fishbowl exercise with five actually taking part and a few more observing. It was discussed whether it would be better to bring your own records to discuss or to have outside ones to stop practitioners worrying they were going to get picked on and no general consensus was reached as there are pros and cons to each. 

It is suggested by the GOC that this should happen once every CET cycle so it should not be too onerous. It was thought in our group that although the LOC should maybe provide the opportunity to have peer discussion and run sessions it was not their responsibility to ensure practitioners undertake it.

It is proposed that we should start to facilitate peer discussion groups at Circle Bath through WOS.


