Focus on the Towards Practice based commissioning Directed Enhanced
Service (England only)

February 2006

1 Background
This guidance note should be read in conjunction with the following documents:

¥ OTowards practice based commissioning® Directed Enhanced Service specification
(20 February 2006)
www.bma.org.uk/ap.nsf/Content/revisionnGMSFeb20062~annex6 PBCDES

¥ Chapter9 of the Joint GPC-NHSEmployersguidance ORevisiont the GMS contract,2006-
07: delivering investment in general practiceO (20 February 2006)
www.bma.org.uk/ap.nsf/Content/revisionnGMSFeb20062

¥ Departmentof Health guidance, OPracticébased commissioning:achieving universal
coverageO (26 January 2006).
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/Publ
icationsPolicyAndGuidanceArticle/fs/len?CONTENT_|D=4127125&chk=pAds%2BV

The GPCis supportiveof the principlesof PBC andthe opportunitiesit presentdo improveservices
to patients. However, we remain concernedabout the potential barriers to the successful
implementationof the initiative, one examplebeing inadequatemanagementesourcesavailableto
support the work involved. The recent Departmentof Health guidance OPracticebased
commissioningachievinguniversalcoverage@e believehasintroducedsomenew disincentivesfor
GPswhich may prove to hinder the developmentof PBC further. A short GPC analysisof the
Departmentof Health guidancecan be found at appendix1 and servesto highlight someof these
latest concerns.

Practicesshouldbe fully awareof the arrangementpertainingto andimplicationsarising from their
involvement in commissioning at any level.

2 Introduction .

The OTowardpractice basedcommissioning@TPBC) Directed EnhancedService (DES) will be
offered to all GMS and PMS practicesfrom April 2006, for one year only. It is a low level,
introductoryscheme principally intendedto incentivisepracticesto startengagingwith the PCT on
the approacho serviceredesignfrom their practicepoint of view, in orderto inform andpreparethem
for greaterinvolvementin commissioningat a later date. It OE providesa setof incentivesaroundthe
key areaghatwill beimportantto focuson initiallyO(paragrapht) andis notintendedto resourceany
additional managementostsassociatedwith operatingPBC. Practicesshould not undertakeany
level of activity under the DES that the associated funding does not adequately resource.

The level of practicesign-upto the DES D measuredirst in April 2006 andthenJanuary2007 D will
be used to monitor coverage of PBC across England (see analysis of Department of Health guidance).
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How the DES works and what it covers

Component 1 (C1): ‘Planning and redesigning patient flows’

The first componen® which amountsto 95p per registeredbatientbasedon the practicelist
sizeasat 1 April 2006 (seeparagrapt®.2 of the joint GPC-NHSEmployersguidance)p is
payable upon agreement of a plan between the practice and the PCT.

A templateplan hasbeenincludedwith the DES specification,detailsof which canbe found
below:
» Practice name and details and if joint plan with other practices;

> Agreed scope of services covered by indicative budgé&ite that the Department of _
Health guidance OPractice based commissioning: achieving universal coverageO
states that PCTs are expected to provide all practices with an indicative budget by
April 2006 (see paragraph 28)]Description of specialties and nature of service
(acute/elective) which practice is to redesign in order to improve services to patients
and/or the nature of activity/planning to be undertaken by practice to achieve more
appropriate hospital usage;

» Method by which quality of the redesigned services will be assured/demonstrated;
» Agreed baseline of referrals and/or admissions by speciality for 2005/06;

> Agreedthresholdfor meetingthe objectivesin this DES planto trigger the awardof
component2. [Note that the practice objectivesshould be Oreasonablend
achievableE [and] relevantto the practiceOegxistingcircumstances(@eeparagraph
14 of the DES specification)]

» Agreed information and monitoring requirements by PCT and practice.

The DES specification suggests a few further inclusions for the practice plan:
» Detalils of practice clinical engagement, including identifying a clinical lead;

> How the practice plan links to the PCTOs strategic plan and local priorities;

Although practicescantake up the DES at any time in-year,thereis an expectatiorthatthey
will do soby theendof April 2006 andthatplanswill be agreedand C1 paymentsnade,by
the end of June 2006.

Practicescan producea compositeDES plan with other practicesin the areaand still be
eligible for paymentof C1. Howeverindividual practiceswill still be accountablefor
achievingthe specific objectivessetout in the plan. [Note that practicesshould avoid the
temptationto pool C1 paymentgo fund any additional managementostsassociatedwith
operating PBC, or to pass individual payments on to the PCT for a similar purpose.]

C1 funding is intendedto resourcethe practicetime neededto developandimplementthe
DES practice plan[Note that it is for practices to decide how to utilise these payments.]



3.2

3.3

Component 2 (C2): ‘Demonstrating success’

The secondcomponent® which amountsto a further 95p per registeredpatientbasedon the
practicelist sizeasat 1 April 2007 (seeparagraph9.4 of the joint GPC-NHSEmployers
guidance) b will be payable upon achievement of the objectives set in the plan.

If implementationof the plan freesup resourcesrom the indicative budgetand theseare
equalto or greaterthanthe equivalentof C2, thenthe practicewill be ableto accessasa
minimum the equivalentof C2 from theseresourceshut will not receivea C2 paymentin
addition. [Note that the arrangementselating to accessto freed up resourcesthat are
greater than the equivalent of C2 is not covered by the DES; see paragraph 4.1 below]

Wherethe freedup resourcesrelessthanthe equivalentof C2 andthe practicehasachieved
its objectivesthe differencewill be metby the PCT. [Note that the arrangementselating to
access to these freed up resources is not covered by the DES; see paragraph 4.1 below]

C2 paymentswill be paidto practiceswherepossible,by the end of April 2007 and at the
latest,by the endof June2007. [Note that this will be laid outin the Statemenbf Financial
Entitlement2006/07and the DES Directions]. Practicesareonly eligible for C2 howeverif
they have completed C1.

C2 (or equivalent)is intendedto go towards practice activity designedat continuing
achievement against the DES objectives, which are to be delivered during 2006-07.

PCT support for practices

The DES sets out various areas where practices should receive support from the PCT, they include:
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¥ A minimum packageof informationrelatingto practices@seof healthservicesasdetailedin

paragraphl2 of the DES specification. [Note that the Departmentof Health guidance
OPracticdbasedcommissioningachievinguniversalcoverage@tatesthat suchinformation
shouldbe providedby the PCT on a monthlybasis(seeparagraphs21-27)] Wherepractices
believethat the dataprovidedis inaccurate PCTsare expectedo work with the practiceto

ensure the dataOs accuracy;

A summaryof the PCTOstrategicandlocal priorities so that practicescan be awareof these
when developing their plans (see paragraph 12 of the DES specification);

Clinical reviews of appropriatenessf provider activity and emergencyadmissions(see
paragraph 18 of the DES specification).

The delivery of national priorities (see paragraph 18 of the DES specification).

Wider context of PBC proper

The TPBC DES s intendedto promoteengagemenin PBC andnot, by way of its minimum
pricing, to be an obstacleto the developmeniof PBC locally. Hencethe continuationof
existing local arrangement$or engagementvith PBC are not precludedby it, nor are the
establishmenbf alternativeor additionalschemedollowing introductionof the DES (see
paragraph 7 of the specification).

Whereexistinglocal arrangementiavenot beenresourcedasa minimumto the level of the
DES, from April 2006 practiceswill be entitled to seekthat the equivalentfunding is
provided for their continued activity (see paragraph 7 of the specification).

Already agreedresourcefor commissioningactivity thatexceedghe level of the DES funding
should be honoured (see paragraph 7 of the specification).

Where PCTsand practicesagreeadditionalworkloadto that coveredby the DES, additional
resource to the DES should be made available (see paragraphs 4 and 9 of the specification).

What the DES does not cover

The specificationdoesnot coverall areasconcerninginvolvementin the TPBC DES; theserelateto
issueson which it is not the placeof the DES specificationto dictate. As a result,practicesandPCTs
will needto refer to the Departmentof Health guidanceOPracticbasedcommissioning:achieving



universalcoverage@nd agreesomelocal arrangementso completethe nationalschemeoutlinedin
the DES specificatian

4.1

Access to and use of freed-up resources

We would advisepracticesto obtain preciseand clearwritten agreementn advancebideally in the
DES practiceplan Bto coverthe scenarioelow (seealsosection9 of the sampleplan at appendix

2).

The eventof resourcedreedup throughactivity underthe DES beinglessthanor equalto the
equivalent value of C2 and the practice not having achieved its objectives

» Practicesshouldbe ableto accesgshesemoniesandreinvestthemin the sameway as

they would have beenable to do upon achievingtheir objectivesi.e. for practice
activity designedat continuingachievemenggainstthe TPBC DES objectives. At
the very least, practicesshould be able to accessa significant proportion of these
resourcesin line with paragraph7 of the Departmenif Health guidanceOPractice
basedcommissioning:achievinguniversal coverageWhich recommendsa 70:30
practice:PCT split.

The eventof resourcesfreed up through activity underthe DES being greaterthan the
equivalent of C2, whether or not the practice has achieved its objectives

> Practicesshouldbe ableto accessa significantproportionof theseresourcesin line

with paragraph47 of the Departmentof Health guidance OPracticebased
commissioning: achieving universal coverageOvhich recommendsa 70:30
practice:PCTsplit. As for how theseresourceshouldbe used,the GPCwould advise
that they go either towards practice activity designedat continuing achievement
againstthe TPBC DES objectivesbwhich is a stipulateduseof C2 DES moniesb or
reinvestmentn Oservicefor the benefitof patientslocallyQ(seeparagraphi4 of the
Department of Health guidance).

¥ Timing of PCTs releasing freed up resources to practices

» We would expectthese paymentsto be made to practicesin line with the

arrangementselatingto C2 paymentsso where possibleby the end of April 2007
and at the latest, by the end of June 2007.



4.2 Indicative budget

The scopeof servicesto beincludedin indicative budgetsandhow to calculatethe practicebudgetis
coveredin_the Departmentof Health guidanceOPractickasedcommissioning:achievinguniversal
coverageO

As notedearlierin this document the DepartmentOguidancestatesthat by April 2006, PCTsare
expectedo provide practiceswith an indicative budgetandwe would recommendhatpractlcesstart
discussingthis with their PCT at the earliestopportunity. The DepartmentOguidancealso seta
minimum scopefor the indicative budgetwhich coversall servicesunderPaymentby Results(PbR)
in 2006/07and prescribing(seeparagrapt32). PbRin 2006/07will be extendedo coverelectives,
non-electivesA&E and outpatientsin all hospitals;it will not covercritical careor mentalhealth.
Exclusionsfrom the indicative budgetinclude core GMS/PMSservices specialisedservices services
commissionedegionally and nationally and nationalscreeningorogrammegseeparagraphs84-35).
Under both the TPBC DES and separategreaterPBC activity, practicesdo not haveto actively
manage/commissiothe full scopeof servicesincludedin their budget,however,any activity they do

undertakeand subsequentreed up resourcegshey makewill be measuredagainstthe total indicative
budget. This thereby allows flexibility of involvement, though no flexibility of budgetary
responsibility. As a result,it may be more difficult for thosepracticeswho take on a low level of

activity to fre up resources than those who decide to take on a greater level of activity.

This should not put practicesoff from doing the TPBC DES since paymentof C2 resourcess
guaranteedf they achievetheir DES plan objectives. It shouldalsobe notedthat DES resourcesre
protectedfrom PCT overspendsas where practicesachievetheir objectivesthey will receiveasa
minimum, resources to the equivalent value of 95p/patient for both components 1 and 2.

That said, nothing in the DES specificationdictatesthat the associatedbudget must cover the
minimum scopeof servicesasoutlinedin the Departmenibf Health guidanceabove. Practicesnay
thereforewish to discusswith the PCT the possibility of agreeingan indicative budgetwhich covers
just the range of services included in the DES plan.

Eitherway, it is importantfor at leastonebudgetto bein placefor practicesto be ableto effectively
monitor their achievementgainstthe objectives,the level of freed up resourcesnade/notmadeand
to inform the possibilities for service redesign.

For more detail on the budget setting process, refer to paragraphs 28-37 of the DepartmentOs guidance.

5 Appropriate levels of activity under the TPBC DES

The sampleplan in appendix2 providespracticeswith exampleswhich they may wish to includein
their own DES plans. The plan alsoreflectsrecommendationsadein this guidancenotethatare not
coveredby the DES specification for examplein relationto arrangementaroundfreedup resources.
The GPCOsampleplan goesinto a level of detail abovethat which the templateplan requires;
howeverthe intentionis thatit coversa rangeof situationsthat may arisefrom practices@iscussions
with PCTs. It thereforefollows that practices@ES plansdo not needto be asdetailedasthe GPCOs
sampleplan, thoughpracticesmay still wish to useit asa modelfrom which to developtheir own,
practice-specific plans.

For the mostpart,the DES will enableGP practicesto choosea few clinical areason which to reflect
upon and monitor referral patterns,conductpeer-reviewwithin the practicewhere necessaryand
carry-outsomeaudit and analysisin order to ensuremore rational referral behaviouracrossthe
practice. It is unlikely to facilitate major serviceredesignwhich would requirea far higherlevel of
clinical engagemerandworkloadthanthe availableresourcegi.e. C1) will enable. Practicesshould
howeverbe preparedo considerusingalternativego hospitalservicesjf suchservicesareacceptable
to the patientbeing referredand are availablelocally. In this way practicescan demonstratesupport
for service redesign.

Practicesshould work within the resourcesavailableand not exceedthem; work underthe DES
shouldonly amountto what is possiblefor 95p/patient. For example for an averagepracticeof c.
5,800 patientsand 3 full-time GPsand at currentmarketrates,componentl would fund about1
locum session(of half a day) everyfortnight. [Note thatthis doesnot takeinto accountany practice
managerial or secretarial time].

Any commissioningactivity aboveandbeyondthe agreedscopeof the TPBC DES shouldbe properly
resourcedn additionto the DES monies. In orderto achievethe long-termvision of effectiveservice



redesignandexpansiorof the rangeof servicesavailablein the community,significantand dedicated
clinician engagementvill be required. PCTsQailure to recognisethe very real costsinvolved in
commissioning will undermine the value and potential success of PBC.

6 Taking on commissioning activity greater than the scope of the DES

Paragraphl?7 of the Departmentof Health guidanceOPracticdasedcommissioning:achieving
unlversalcoverage@atesthatPBC is still voluntaryfor practiceqseeparagrapil7). Provisionof the
TPBC DES s alsooptionalfor practices. Furthermorewherepracticesdo undertakehe DES, there
is no obligationon themto takeon greatercommissioningactivity in additionto whatis agreedn the
DES plan.

Where practicesdo wish to take on a wider rangeof commissioningactivity thanthe DES funding
allows, thenthey shoulddiscussthis and the resourcesavailablein orderto do so, with their PCT.
Uponreachingagreementvith the PCT on this approachpracticesmay considemproducinga practice
planandalsoan OenhancezbmmissioningactivityOplan, which builds uponthe objectivesthat have
been set in the DES plan.

7 Working jointly with other practices

As statedearlierin this document practicescan producea joint DES plan with otherpracticesin the

area. PCTsareableto makeagreementsvith groupsof practicesor consortia,ratherthanjust with
individual practiceshowevereachpracticewill still be accountabldor achievingthe setobjectivesin
orderto trigger paymentof component2. Practiceswhich chooseto pool someor all of their C1
incentive paymentsshould draw up an inter-practiceagreementdefining the joint working and
financial arrangements and agree a mechanism for receiving the C1 incentive payments with the PCT.

8 Enhanced services and PBC

The TPBCDESis not a specificationfor the provisionof patientservicesnor for enhancedsMS care
andtherefore strictly speakingshouldnot be classedasan enhancedervice. However,a DES offers

the most appropriatepaymentmechanisnfor the following reasons:PCTsare legally obliged to

commissionDESsand pay for themat the nationally-setpricing; DES specificationgand payments)
arelaid downin statute(in the DES Directions)and practicescan chosewhetheror not they wish to

providethem. All the new 2006-07DESswill be fundedfrom moniesover and abovethe 2006/07
enhancedservicefloor (which hasbeenfrozen at 2005/06levels) and thereforethere shouldbe no

confusionasto the correctuseof useof floor monies. Furthermorethe joint GPC-NHSEmployers
guidance says the following:

05.23 The established criteria according to which a service can be funded from the
enhanced services floor, for example that it directly provides patient services, remains
unchangedEO

9 Role of LMCs 5

Thereare severalareaswhereLMCsQnvolvementin local negotiationson the TPBC DES would be
of greatvalue to their GP constituents. Dependingon the LMCOscapacity,they might include
working towards ensuring the following:

¥ PCTsoffer the TPBC DESto all practicesn the area,whetherPMS or GMS (seeparagrapl6
of the DES specification)

¥ Thelevel of activity outlinedin practiceplansis reasonablén light of the resourceavailable
and relatively consistent across the PCT area

¥ Practices®@bjectivesare reasonableand relatively consistentacrossthe PCT area (see
paragraph 14,"2bullet point of the DES specification)

¥ PCTsapply a fair, transparentand consistentbudget setting processand practicesare
provided with an indicative budget by the end of March 2006

¥ Agreements reachedacrossthe PCT areaon the division of freedup resourcesandin line
with the Departmentof HealthOsecommendatiorthat practicescan redirect 70% as a
minimum



¥ Therelevantinformationrelatingto practices@seof healthservicess suppliedto practicesn
a consistent and clear format

¥ Wherethis datais inaccurate PCTsare willing to work with practicesto resolvethis (see
paragraph 12,*1bullet point of the DES specification)

¥ PCTsdevelopa systemfor carrying out clinical reviews of appropriatenessf provider
activity and emergencyadmissions(see paragraph18, 1* bullet point of the DES
specification)

¥ Existing PBC agreementsare not underminedor unpicked,especiallywhere they offer a
higher funding level than the DES (see paragraph 7 of the DES specification)

¥ Wherealternativeschemedo the DES would bettersuit the local situation,that meaningful
discussion between PCTs and practices takes place accordingly

¥ PCTsgive due consideratiorto funding practicecommissioningactivity aboveand beyond
the scope of the TPBC DES (see paragraphs 4 and 9 of the DES specification)

¥ PCTsmakecleartheir strategicandlocal prioritiesin orderto aid practicesin puttingtogether
their DES plans (see paragraph 12p8llet point of the DES specification)

¥ Spend on the TPBC DES is not counted against the 2006-07 enhanced services floor.

The GPCOLommissioningand Service Developmentsubcommitteewill be producing further
guidance on PBC in due course.



APPENDIX 1

PRACTICE BASED COMMISSIONING (PBC)
GPC ANALYSIS OF LATEST DEPARTMENT OF HEALTH (DH) POLICY

Context
¥ New DH guidance published on 26 January 2006, OPBC: achieving universal coverage®

¥ OReplacesdetailOof the DHOsOMakingPBC a reality: technical guidance@ocument
(February 2005) although states principles are still relevant

GPC comment:
Thereis no clarity regardingwhich aspectsof the technicalguidanceare replacedand which
are still valid, which could lead to varying and selective interpretation of this statement.

¥ Principles of OPBC: promoting clinical engagementO (December 2004) also still relevant

¥ Shouldbe readin conjunctionwith the ONHSin England:the operatingframework for
2006/070 document (January 2006)

¥ Shouldalsobereadin conjunctionwith the White PaperOOuhealth,our care,our say:a new
direction for community servicesO (January 2006)

¥ Some further clarification on the latest DH guidance can be found in a specific question and
answer (Q&A) document. A more generalised Q&A document also exists.

For details of the website addresses for these documents, see annex 1.

Achieving universal coverage
¥ Universalcoveragds defined(paragrapHhl5) in termsof providing practiceswith information

on their clinical andfinancial activity, with anindicative budgetand an offer to take-upan
incentive payment (DES).

¥ PBC is still voluntary for practices (paragraph 17).

GPC comment: ~ _

In view of acceptancdhat PBC is Ovoluntary@hereis no informationregardingwhat action
PCTswill takeif practiceschoosenotto participate(in the DES). Howeverthe suggestions
that all practiceswill be involvedpassivelyby receivingmonthlypractice level information
from the PCT and an indicative budget.

¥ PCTswill beperformancenanagedy SHAs on the basisof uptakeof the DES or equivalent
incentiveschemedy practices. PCTsto providethis informationto SHAsin April 2006and
January 2007 (paragraphs 16, 18 and 19).

Information to practices
¥ A minimumandstandardisegpackageof informationto be providedby PCTsto practiceshas
been outlined (paragraphs21-27). This information will be benchmarkedto enable
comparison with other practices in the PCT area and the national average (paragraphs 21-25).




GPC comment:

This doesnot mentionaccountingfor practice level variationsin case-mix,morbidity and
needs. Suchcrudecomparisondetweemracticesare unlikely to bevalid andwill resultin a
misleading league table approach.

Budget setting and financial management

¥

¥

PCTsareexpectedo provideall practiceswith anindicativebudgetby April 2006 (paragraph
28).

A minimum scope for the indicative budget has been set to cover:
- all services covered by the national tariff under Payment by ReBbIR (n2006/07 &
- prescribing (paragraph 32).

The practiceis free to determinethe rangeof clinical re-designit engagesn, howeverany
freed up resourceswill be measuredupon expenditureagainsta total indicative budget
(paragraphs 31-32).

GPC comment:

This allows flexibility of involvement,though no flexibility of budgetaryresponsibility,
presumablyto avoid Ocherry-pickingOOur interpretationis that the DES funding would
cover in itself a minimal level of involvement.

Exclusionsfrom the indicative budgetinclude core GMS/PMSservices specialisedservices,
servicescommissionedregionally and nationally and national screeningprogrammes
(paragraphs 34-35).

Budget setting based on:

Actual 2005/06 activity (where available) convertedto 2006/07 prices, in terms of the
practiceOs share of the PCT allocation

Current formulae for prescribing budgets

Weighted capitation for any services for which no historic activity data is available

An uplift to meetagreedadditionalactivity over 2005/06is stated,but is not guaranteednd
will dependuponpracticesuseof resourcesomparedo targetfair shareandoverallfinancial
position of the PCT. (paragraph 36)

GPC comment: .
Notethe indicative budgetwill be the practiceOshareof the PCT allocation. Thismaymean
that practices will inherit their share of PCT deficits where applicable.

Fair share allocations Oover time® mentioned but no timescale stated (paragraph 37).

GPC comment: ~ .

Thoughthere is mentionof an on-line Otoolkit@r calculating weightedcapitation budgets,
this is untried and untestedand notoriouslyunreliable at practice level, giventhe relatively
small size of the practice unit and in-year variation.

Requirementhat PCT and practiceswill work togetherto ensurethe PCT achievedinancial
balance, or runs a small surplus (paragraph 39).

GPC comment:
Referenceo practiceshavinga 3-yeartimescaleto achievefinancial balance(asin technical
guidance) has been removed.

However, the DH Q&A document on their guidance includes the following:

ODopractices  still have the right to balance their books over a three-year

period? Where a practice puts forward a plan to spend more in one year to free up
resources in future years, PCTs must consider this as part of their wider financial
responsibilities. In some cases, there may be the flexibility to do so, but for some PCTs
in financial difficulties, the first priority must be to ensure balance at year-end.’

Risk managemenstrategiessuggestedn paragrapMl. Oneis a top-slicefrom indicative
budgetsfor a contingencyfund to be held at PCT level; suggeste®-5%. Anotheris practices



working in groups. Any unspentcontingencyto be returnedto practicesat year end
(paragraph 42).

Resources freed up
¥ The terms OsavingsO and Oefficiency gainsO have been replaced by Ofreed up resourcesO (FUR).
OEpractices are entitled to make recommendations about how to reallocate resources freed up
from their indicative budget made from service redesign and more cost effective treatmentsO
(paragraph 43).

¥ FUR can be usedto Ofundservicesfor the benefit of patientslocallyd. This includes
equipmenttraining, clinical and non-clinical staff, premisesdevelopmen{with PCT Board
approval) (paragraph 44).

¥ It is recommendedhat practicescanredirectat least70% of FUR and30% s to goto PCTs
(paragraph 47).

GPC comment: ~ ~ .
This replacesthe technical guidanceOsuggestionof up to 100% of OefficiencgainsQor
Osavingsto be retainedfor practice control. However,the minimumof 70% of FUR for
practices to redirect may be a useful lower limit.

¥ However,paragraph48 allows Otheseesources@® go towardscoveringPCT overspendor
deficit Oas lastresortO.This arrangemenwvill be reviewedin 2007/08. The PCT Boardwill
oversee the use of FUR (paragraph 49).

GPC comment: _
TheDH hasconfirmedthat paragraph48 only appliesto the PCTO80% shareof FUR. The
DH Q&A document on their guidance includes the following:

OWhat proportion of the freed up resources can the PCT retain to cover PCT
overspends?  The guidance states that for 2006/7 practices should be entitled to
access and redirect at least 70% of any freed up resources. The remaining up to 30%
can be used by the PCT. The intention is that this 30% should be used by the PCT to
meet a wider need across the whole PCT area, however as a last resort, this 30% may
be used to cover PCT overspends.’

If PCTsdisregardthe DH guidanceand redirect more than 30% of any FUR to their
overspenahis is highly likely to result in disengagemenfrom PBC of practicesin areas
wherePCT overspendsr deficitsare likely asit could amountto therebeingno guaranteeof
any FUR in spiteof practicelevel effort in achievingefficiencygains. In turn, this could also
resultin discord betweenpracticesin an overspending®CT where somepracticesachieve
FUR and others do not, with all practices being penalised by losing out on FURs.

The GPC recommendshat this risk is minimisedthrough a formal agreemenbetweenthe
practice/PBC group and the PCT.

Note that either way and underthe TPBC DES, upon achievemenbf the planO®bjectives,
practices will still be guaranteed payment of component 2.

¥ Provisionfor practicesto receiveupfrontinvestmentn orderto deliver savings;practiceswill
needto apply with a businessplan, for PCT Board considerationand a decisionon the
business case application within 8 weeks (paragraphs 50-52).

GPC comment:
This offerspracticesthe ability to receiveup front investmenfor newservicesegquipmentand
staff which will translate into service re-design and freed up resources.

Supporting practices
¥ Guidancestatessupportin kind will be offeredby PCTsdirectly, aswell aspeersupportby

more experiencedoracticesand a national programmeof supportby the National Primary
Care Development Team (paragraphs 56-59).
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¥ Financial supportto be provided through the DES at 95p per registeredpatient OEin
recognitionof the engagementequiredE of practicestaff in developingandimplementinga
locally agreed planEO (paragraph 60).

GPC comment:

Thisis a descriptionof componentl of the DES and thereis no detail here regarding the
scopeof objectivesto be agreedas part of component.. Wehavesuggeste sampleplan as
part of the OFocu®n the TowardsPractice BasedCommissioningDESGyuidance,which
should be commensurate to the funding of component 1.

Also note that thereis no mentionof any resourcefor work over and abovethe remit of the
DES. However,the DES specificationdoes make mention of additional resource for
additional workloado DES activity (see paragraphs 4 and 9 of the specification)

¥ Upon achievingthe objectivesset in the DES plan, practicesare guaranteedaccessto
resource®f 95p per registeredpatientas a minimum B takenfrom resourceseleasedrom
DES activity B evenin PCTswith financial difficulties that might otherwiseabsorbthat
resource (paragraph 61).

GPC comment:

Paragraph61 is inaccurateas it impliesthat practiceswill not haveaccessto a payment
unlesstheyfree up resourcesrom the budget;this is not the case. Wherepracticesdo not

makeFUR, but do achievetheir objectivescomponen® will be paid from funding already
includedin PCTs@006/07allocations. This moneyis guaranteed. Pleasenotethat the DH

Q&A documentis also slightly inaccurate in its description of arrangementsaround
component 2 of the DES.

¥ Following achievemenbf the DES plan objectives,the resourceseleasedare intendedfor
reinvestmentin OEpatientcare or other practice activity which supportsthe continued
delivery of objectivesO (paragraph 61).

GPC comment:

Thereis no mentionof theseresourcesbeing payablefor clinician or practice staff time
involvedin commissioningand we would interpret the wording of paragraph61 flexibly to
allow for this.
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Accountability and Governance
¥ Thereis an expectatiorfor practicesto involve and consultpatientsandthe public for both
provision of new services,aswell asdecisionsaboutre-designand reallocationof freed up
resources (paragraph 66).

¥ Thereis alsoan expectatiornof practicesto considerall stakeholdersvhen makingdecisions
around service re-design (paragraph 67).

GPC comment:
Much of this involvementvould involvetime and effort beyondthe funding available through
component 1 of the DES.

Performance
¥ Clearstatementhat somepracticeswill be more closely performancenanagedyhile others
demonstratingOE a track record of delivering changewhich is effective and releases
resourcesQuill receive earnedautonomyand expecta OlightertouchOfrom the PCT
(paragraphs 69-71).

Arbitration . .
¥ Wherepracticesand PCTscannotagreeOE local applicationof the nationalframeworkOQthe
casewill bereferredto the SHA (paragrapt2). Groupswill be setup on demancdto include
GP, financial and management representation, as appointed by the SHA (paragraph 73).

GPC comment:

Thereis no mentionof involvementof LMCs. Throughoutthe documentthereis also no
mention of the PEC, but of PCTs and PCT Boards.
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ANNEX 1

¥ OPractice based commissioning: achieving universal coverage® (26 January 2006)
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuida
nceArticle/fs/en?CONTENT_1D=4127125&chk=pAds%2BV

¥ Detailed question and answer on OPractice based commissioning: achieving universal
coverageO (24 February 2006)

www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/Commissioning/PracticeBasedCommissioning/PracticeBased

CommissioningArticle/fs/en?CONTENT_1D=4130515&chk=CEI9q0

¥ General question and answer on practice based commissioning (24 February 2006)
www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/Commissioning/PracticeBasedCommissioning/PracticeBased
CommissioningArticle/fs/en?CONTENT _[ID=4130497&chk=1WeeOP

¥ OMaking PBC a reality: technical guidance®, February 2005
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidan
ceArticle/fs/en?CONTENT _ID=4104152&chk=/K4etf

¥  OPractice based commissioning: promoting clinical engagement®, December 2004
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidan
ceArticle/fs/len?CONTENT_ID=4098564&chk=uBbP%?2Bg

¥ ONHS in England: the operating framework for 2006/070, January 2006
www.dh.gov.uk/PublicationsAndStatistics/PressReleases/PressReleasesNotices/fs/en?CONTENT _1D=4127249&chk=
%2BnBex5

¥ The White Paper,OOuthealth,our care,our say: a new directionsfor communityservices(),

January 2006
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidan
ceArticle/fs/len?CONTENT_ID=4127453&chk=NXlec;j
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APPENDIX 2
TOWARDS PRACTICE BASED COMMISSIONING DES
SAMPLE PRACTICE PLAN

Practicesshould read this in conjunction with the OFocuson the Towards practice based
commissioningD ES@Quidancenoteandin particular,section5, which setsthe contextfor the sample
plan.

1 This documentsetsout High Hill Surgery’s practice plan for implementingthe OTowards
practicebasedcommissioning@TPBC) DES in 2006-07. [This is a joint plan with 2 otherlocal
practices, Lower and Middle Hill Surgeries.]

2 The clinical lead for this TPBC DES plan is Dr Khiani and administrative/management
supportwill be providedby Mrs Redwood practicemanger[The practiceclinical leadsin Lower and
Middle Hill Surgeries are Drs James and Chou respectively].

3 Thescope of activity to be undertaken [by each practice] is as follows:
3.i Referral analysis:

The practicewill keeparecordof referralsat a practiceand GP-specificlevel for analysisand audit.
A spreadsheet of individual GP specific referral rates will be circulated to all GPs on a monthly basis.

Validating reportedhospitalactivity via randomsamplingor by targetinghigh costinterventionsThe
level of thiswill belimited via the resourcdimit of the DES, althoughthe practicewill be preparedo
increase the level of validation if funded to do so.

The GPsin the practicewill meeton a quarterlybasisto discussreferral patternsat practiceand GP-
specific level. Areas of educationalneedfor individual GPswill be identified, endeavouringo
address this via individual professional development.

3.ii Whereacceptabldo the patientbeingreferredand deemeclinically appropriateby the referring
GP, the practicewill partakein the various PCT-led service-redesigrand demand-management
initiatives in place,andthosein developmentjncluding the various GPwSI services,adoptingthe
PCT care pathways and prescribing guidelines.

3.iii The practice will focus on two specialties in 2006/07:

Dermatology
To analyse and monitor both practice and GP-specific referral patterns regarding secondary

care dermatology services with a view to ensuring that all such referrals are appropriate

¥ To manage (where appropriate) patients in primary care and specifically, by using the GPwSI
service available

¥ To identify areas where new and effective care pathways could be developed in partnership
with other practices and/or locality arrangements

Theagreed baseline of referrals for dermatology %/month.

[The agreedbaselineof referralsfor dermatologyin Lower andMiddle Hill surgerieds Y/monthand
Z/month respectively].
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Ophthalmology
To analyse and monitor both practice and GP-specific referral patterns regarding secondary

care ophthalmology services with a view to ensuring that all such referrals are appropriate
¥ To manage (where appropriate) patients in primary care through existing services,
specifically, by using the GPwSI service available
¥ To identify areas where new and effective care pathways could be developed in partnership
with other practices and/or locality arrangements

Theagreed baseline of referrals for ophthalmology i&/month.

[The agreedbaselineof referralsfor ophthalmologyin Lower and Middle Hill surgeriess B/month
and C/month respectively].

4 Thepractice’s objectives, achievement of which will trigger payment of component 2 of the
DES, are as follows:

4.i Demonstratinghe practiceOmvolvementin its statedobjectives,in the form of ongoingwritten
feedback to the PCT on a quarterly basis, and an annual summary.

4.ii An audit of the referral patternsto Dermatologyand Ophthalmology,both at practice and
practitionerlevel, with the expectationof a 2% reductionin referral from 2005/06levels, or if not
achieved, an explanation of the reasons why.

5 Details of practice engagement in undertaking DES activity
The practice will engage within the limit of the DES funding in the following ways:

Dr Khiani [, Dr Jamesand Dr Chou] will aim to analysethe relevant practice information as
appropriatewith a view to keepingall GPsandpracticestaff up to datewith progressn the courseof
set/regulampracticemeetings. Mrs Redwoodwill supportthe work of Dr Khiani in so far as other,
existing practice duties will allow. [Dr Khiani, Dr Jamesand Dr Chou will aim to meet as
appropriate.]

In orderto enableDr Khiani [, Dr JamesandDr Chou]to carry out this work, it may be necessaryo
employ a locum from time to time and this will be funded with the DES monies.

6 Method by which quality of the redesigned services will be assured/demonstrated

Practiceawill needto discussthesearrangementwith the PCT, but the methodfor quality assurance
of practice-providedservicesshouldbe no more onerousthanthe methodfor quality assurancef
non-practice-provided services.

7 Information and monitoring requirements by PCT and practice
7.i The PCTwill providethe [each]practicewith the informationdetailedin paragraphl2 of the
TPBC DES specification on a monthly basis.

7.ii The practice[s]will keepthe PCT up to dateon its [their] progresstowardsthe agreed
objectiveson a quarterlybasis. Whereextrasupportis requiredin achievingthe objectives,
the practice[s] will inform and discuss its [their] needs with the PCT.

7.iii Peer-review within the practice[s] will take place on an informal basis as and when necessary.

8 General principles

High Hill [, Lower and Middle Hill] Surgery[Surgeries]is [are] committedto working towards
improving the quality of carefor its patientsandwherepossibleandappropriate managingtheir care
differently for the benefit of patients. The practice[s]is [are] willing to engagein and promote
primary and community servicesby using servicealternativesto thoseprovidedby secondarycare
wheretheseareclinically appropriateandif suchservicesareavailablelocally. Therelevantservices
that are currently available locally are as follows:
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[insert examples]

The practice[s]is [are] alsowilling to engagewith the PCT, providersandlocality arrangementn

planningandredesigningcarepathways. In doing so, the practicewill work with otherrelevantlocal

stakeholdersespeciallycommunitystaff and social servicesin the developmenandimplementation
of their plans. Suchinvolvementand input is abovethe remit of the DES and the practiceor

individual GPs will be expect commensurate remuneration for this additional workload.

The practiceOaimsthroughthe TPBC DES will be consistentith andcognisanif the PCTOsocal
Delivery Plan.

9 Payment of DES funding

9.i. Component 1

Upon agreemenbetweenHigh [, Lower and Middle] Hill Surgery[Surgeries]andthe PCT on this
practiceplan, paymentof componentl of the DES will be madeto the [each] practiceof 95p per
registered patient based on the practice list size as at 1 April 2006.

9.ii. Component 2
[The arrangementbelowwill applyto all practicesnvolvedin this joint plan. Howeverachievement

againstthe agreedobjectiveswill be measuredn an individual practicebasis. Where one of the
practicesdoesnot meetthe objectives this will not affectthe otherpractices@ntitlementto payment
of component 2 where they have achieved the objectives.]

Wherethe practiceachieves its objectives, but does not free up resources from the indicative
budget,it will be paid component2 (C2) of the DES (as per paragraphs, 7 and 20 of the DES
specification)which amountsto 95p per registeredbatientbasedon the practicelist sizeasat 1 April
2007.

Wherepracticeactivity resultsin freed up resources andtheseareless than the equivalent of C2
and the practice has achieved its objectives, the differencewill be met by the PCT (as per
paragraph 22 of the DES specification).

Wherepracticeactivity resultsin freed up resources andtheseareless than the equivalent of C2
and the practice has not achieved its objectives, the practicewill be ableto retaincontrol of useof
this resource.

Wherepracticeactivity resultsin freed up resources andtheseare equal to the equivalent of C2,
whetheror not the practicehasachievedts objectives the practicewill be ableto retaincontrol of use
of this resource.

Wherepracticeactivity resultsin freed up resources andtheseexceed the equivalent value of C2,
the equivalentof C2 will beretainedby the practiceasa minimum. Regardingthe freedup resource
in excessf the equivalentof C2, 70% will be retainedby the practiceeitherto go towardspractice
activity to ensurecontinuingachievemenagainstthe objectivessetin the plan or for reinvestmenin
Oservicefor the benefitof patientslocallyO(as per Departmenof Healthguidance). The PCT will
retain the remaining 30%.

The PCT will releasethe agreedlevel of freed up resourcesto the practicein line with C2
arrangements so where possible by the end of April 2007 and at the latest, by the end of June 2007.

Any resourcaeceivedby the practiceup to andincluding the equivalentvalue of componen® will be

spenton practiceactivity to ensurecontinuing achievementgainstthe objectivessetin the plan
(using the already agreed baseline of referrals and reduction threshold).

10 Indicative budget
The agreed indicative practice budget for High Hill Surgery for 2006-07 £Q, 000.

[The agreedindicative practicebudgetfor Lower and Middle Hill Surgeriesfor 2006-07is £R,!000
and £S, 000 respectively].

In orderto calculatethe level of freedup resourcesnade/notmadeagainstthis budgetin 2006/07 the
year end practice spend will be validated and agreed by both the practice and PCT.
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11 Arbitration
In the eventof any subsequentiisagreemenbetweenthe practice[s]andthe PCT, the SHA will be
requested to appoint a group to oversee and rule on the disagreement.
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