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1
BACKGROUND
The Department of Health published ‘Health reform in England: update and commissioning framework’ on 13 July 2006, which can be accessed at the following website address:

www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidanceArticle/fs/en?CONTENT_ID=4137226&chk=D2YSig
On 29 August 2006 the Department of Health produced a summary of the key points for practice based commissioners; see appendix 1.  This two-page document will be loaded on to the Department of Health website, under the ‘news’ section in due course.
The Kings Fund published a briefing on the commissioning framework earlier this month, giving a useful summary of the document and which can be accessed via the following website address: 
www.kingsfund.org.uk/resources/briefings/the.html
The commissioning framework provides an update about health reform and focuses on commissioning NHS services, in particular hospital services.  It builds upon ‘Health reform in England: update and next steps’, published in December 2005.  In terms of practice based commissioning (PBC), it sets out to build upon and add clarity to Department of Health guidance issued earlier this year, ‘PBC: acheiving universal coverage’ (January 2006).
This commissioning framework is split into two parts; the main document and an annex, which contains the bulk of information relevant to LMCs and GP practices.  This GPC analysis seeks to highlight the new and/or important developments in policy that will be relevant to GPs/LMCs.  
Certain parts of the framework are currently open for consultation (deadline 6 October 2006), they are as follows: 

· Choice (pages 19-20 of main document)

The Department of Health is seeking to publish a framework in the autumn which will set out the next steps in extending choice in both elective care and other service areas.  In addition to the Reference Group already set-up by the DH in order to steer this policy development, this consultation will also help to inform the process.
· Contracting for NHS care (appendix C of the annex)

This section sets out proposals for a new ‘national model contract’ which PCTs will use to procure services from all NHS Trusts, NHS Foundation Trusts, independent and third sector providers as covered by the national tariff/Payment by Results (PbR).  The current timescale is to publish this model contract in the autumn in time for the 07/08 contracting round.  
· PBC governance and accountability framework (appendix D of the annex)

· Triggering community action (appendix E of the annex) 

The White Paper introduced public petitions as a 'trigger' for community action. It is envisaged that PCTs will respond to public petitions.  This consultation will inform further/ongoing work within the Department of Health to develop specific mechanisms and thresholds for public petitions.
The GPC is coordinating the BMA response to these consultations in liaison with other BMA crafts, the Health Policy and Economic Research Unit (HPERU) and the BMA’s patient liaison group (PLG).  [Note that the specific proposals outlined in the consultations have not been covered in this document as the arrangements are yet to be finalised.]

In light of the fact that this is becoming an increasingly complex area of policy, we believe that there needs to be a two-pronged strategy: first, to try to influence and ultimately change overall Government policy, which is primarily a BMA task; and second, to try to modify the particulars of that policy into as coherent an implementation as possible, which we will endeavour to achieve through the BMA’s response to the current commissioning consultations (and any future consultations).  This does not however preclude the GPC from looking at the detail of new policy as it emerges and trying to simplify it in order to help GPs put new developments into practice.
2
DEVELOPMENTS IN PBC POLICY
· CHAPTER 3 (ANNEX) - ‘ROLES AND RESPONSIBILITIES FOR EFFECTIVE COMMISSIONING’ (pages 29-37)
· SHAs to establish regional reserves from PCTs who have stayed within budget or made a surplus.  Contributions will be repaid within (normally) 3-yr allocations period. [See paragraph 3.6.]

‘Local incentive schemes’
· The ‘Towards PBC’ DES is minimum requirement for PCTs.  [See paragraph 3.9.]

“PCTs should consider offering additional local incentive schemes, over and above the DES, that facilitate the provision of care in settings more convenient for patients, closer to home.”  [See paragraph 3.9].

“Incentive schemes must be clinically appropriate and supported locally and must be cash-releasing. The money made available to practices would be treated as direct income, rather than as savings, to be used as the practice chooses.” [See paragraph 3.10.]

GPC comment: This appears to be different from the original concept of a management resource that would be recouped from freed up resources (as per the now superseded ‘Making practice based commissioning a reality: technical guidance’ of February 2005) and more akin to the existing mechanism that allows practices to access up-front funding in order to free up resources (as per ‘PBC: achieving universal coverage’, January 2006).  The additional proviso here appears to be that in order to access a ‘local incentive scheme’, the proposal must demonstrate that it will free up resources. 

· A list of suggestions provided for how local incentive schemes could be used, “…according to local circumstances…” as follows: 
“>
encourage greater use by patients of primary care services rather than A&E where appropriate; 

  >
encourage, where safe to do so, the management of patients in their homes, or in convenient community settings, particularly those with long-term conditions; 

  >
introduce clinically-driven, protocol-based triage services; 

  >
achieve reductions in follow-up outpatient appointments that do not enhance the care of patients; 

  >
reduce inappropriate consultant-to-consultant referrals which could be managed in primary care; 

  >
support the development of integrated care with social services and secondary care; 

  >
support the development of self-care; and 

  >
facilitate the achievement of the recommendations of the White Paper, Our health, our care, our say.” [See paragraph 3.9.]
· The local incentive scheme is not the Expanding Practice Allowance.  [See paragraph 3.20.]
‘PBC – guidance on procurement’
· Existing GMS, PMS, APMS and SPMS providers with a registered list can develop their services through greater management of patients, pre-referral and/or by actively discharging patients from outpatient follow-up back into practice.

· The 2 mechanisms under which services can be developed are through a LES and/or through other GMS/PMS contractual arrangements.  There is the option to give short-term guarantees of activity and financial support within a financial year.  [See paragraphs 3.12 and 3.18.]
· Such extension of services should be resourced and payment for this work “…should be for items of service, to allow easy comparisons with the costs of tariff-based services”.  [See paragraph 3.13.]
· PCTs are instructed to set criteria which focus on local health need and according to which the PCT will assess any proposals for service developments.  The key minimum criteria are as follows: (i) the service provides value for money vis-à-vis the national tariff; (ii) the PCT is satisfied with the clinical governance arrangements (which should reflect complexity of the service provided) and (iii) the development will assess impact on health inequalities.  [See paragraph 3.13.]

GPC comment: LMCs and or PBC consortia may wish to work with the PCT in order to set the criteria.
· PCTs can approve proposed service developments according to local criteria, furthermore:
“It should not be necessary to put proposed service developments supporting the achievement of national or local targets and standards out to tender for existing GMS and PMS providers (and APMS and SPMS providers holding a registered list).” [See paragraph 3.15.]
GPC comment: We welcome this guideline which seeks to avoid excessive and lengthy processes being put in place before services can be developed to meet the needs of local patient populations.
‘Assessing proposals to develop primary care services’ 
· Practices’ proposals for service development are to be considered at 2 levels: level 1 related to services for a single practice patient population and level 2, to services for a wider practice population.  [See paragraph 3.16.]
· Level 1 – single practice patient population

PCTs are expected to give automatic approval when a practice makes a proposal to use freed up resources in order to address national or PCT priorities, provided that the appropriate (and proportionate) clinical governance arrangements are in place.
Where the proposed use of freed up resources is not directed at national or local priorities, the PCT needs to specifically agree to these proposals.  Where the PCT perceives the proposals to have significant financial risk, it can request a business case from the practice.
Where the practice proposes that a new service(s) is established before freed up resources have been made and in order to free up resources, the arrangements above apply (i.e. specific PCT approval and business case may be requested).  For a service to receive continued funding, it will have to achieve the assumptions of the business case, including freeing up resources.

PCT must be satisfied that “…appropriate propriety has been observed in practices letting contracts or employing staff.” [See paragraph 3.16.]
· Level 2 – wider patient population

The same processes apply here as for level 1

In addition, the provider practice is guaranteed full payments for seeing patients referred from other practices.  
“Where the service being provided is a replica of an existing hospital service, and is within the PbR scheme, payment should be at tariff rate.” [See paragraph 3.16.]
GPC comment: We understand this to mean that where an actual procedure within the national tariff is to be provided in an identical fashion in primary care, this should be paid for under national tariff rate.  Most service redesign will focus on providing care in different ways and therefore this should not apply for the vast majority of services developed through redesign.
· PCTs are required to report to the SHA with details of all the services developed in community [See paragraph 3.18.] 
· Where the development of new services is hindered by a lack of start-up costs and the new service represents a secondary to primary care shift (rather than for core GMS services), PCTs can give pump-priming loans to practices in order to purchase equipment or recruit staff.  The repayment of such loans will be factored into the price of the service. [See paragraph 3.19.] 

3
DEVELOPMENTS IN WIDER COMMISSIONING POLICY
· CHAPTER 4 (MAIN DOCUMENT) – ‘PROVIDER REFORM’ (pages 25-30)
· The Department of Health intends to discuss with the Foundation Trust Network the possibility NHS Foundation Trusts developing or bidding to provide intermediate care or community services (excluding ‘list-based’ primary care services) and doing so beyond their localities.  The document states that this should take place ‘Where commissioners locally consider they need to bring in new or different providers to improve the quality of care in the community or in particular services provided within acute settings… ‘.  It also states that ‘Commissioners will always need to ensure that these arrangements achieve best use of resources and that the service quality and value are periodically reviewed.’  [See paragraph 4.8]. 
· CHAPTER 2 (ANNEX) – ‘WHAT IS COMMISSIONING?’ (pages 3-27)
‘The commissioning cycle and effective commissioning’

· A detailed flow chart with accompanying notes sets out a ‘commissioning cycle for health services’.  [See figure 1, pages 6-7.]

· Within the accompanying notes, under the section on ‘shaping the structure of supply’, it says the following:

“Where appropriate, PCTs will encourage practices to offer services locally and also attract private sector and third sector providers to offer services in line with identified needs and priorities. Incentives and levers will be available to PCTs to stimulate the supply of services.”
In addition, practice based commissioners are to be involved in the process of PCTs agreeing contracts with secondary care providers.  

· A detailed table sets out how ‘delivering the objectives of effective commissioning’ can be achieved.  [See table 1, pages 8-9.]

‘Secure access to a comprehensive range of services’

· PCTs can at their discretion support provision of new services by either existing providers or ‘new entrants, including those from the third sector’ through offering of a range of additional incentives to these potential providers.  [Note that these incentives only appear to apply to secondary care service providers, as paid for under the national tariff.] [See paragraphs 2.22-2.25.]

· A series of principles are listed which PCTs are expected to follow when offering incentives.  These are as follows:

“>
The PCT must be able to demonstrate that the required service would not be provided if additional incentives were not made available. 

  >
Any incentive must be strictly time limited. 

  >
Decisions to apply an incentive must be transparent and auditable. 

  >
Any incentive must produce specific and measurable benefits and must be supported by a robust business case. 

  >
The process for awarding the incentive to a provider must be open to any willing provider, and proportional and transparent.” [See paragraph 2.22.]
· The use of incentives will have to be authorised by the SHA, though for PCTs with a good track record in developing new service and in terms of financial performance, greater freedoms in this respect will follow.  [See paragraph 2.24.]
· Three suggested options are set out for PCTs to offer incentives: (i) pay supplement to the national tariff; (ii) provide guarantees within the contract and/or (iii) reduce capital investment required from the provider.  [See paragraph 2.25.]
GPC comment: This section is a departure from the fixed tariff approach and GPs, through their local commissioning arrangements and relationships, will want to be assured that money is only used appropriately for such incentives and in the correct context.  It would not be helpful if this resulted in additional resources being put into certain providers at the expense of appropriate investment into PBC, particularly in areas facing financial constraints.

With patient choice in operation, it is difficult to predict the actual volume of activity and so we have concerns over any guaranteed levels of activity within contracts as it is possible that the service will not be fully utilised.  
‘Existing services’

· Though the document asserts that “…some providers of hospital care may wish to withdraw from some services they have traditionally provided”, PCTs must “…ensure the continuity of essential services, where these cannot easily be replaced.”  The Department of Health intends to publish further guidance on the management and regulation of the healthcare system later in the year.  [See paragraph 2.26.]
GPC comment: We would be concerned to see local populations being denied care as a result of whole services being withdrawn en bloc and the resulting destabilisation of the local NHS economy.  There should be the appropriate safeguards in place to prevent this from happening.
‘PCT prospectus’

· “The PCT prospectus will be developed as a proactive method of communicating with patients and the public and could provide a focus for debate on local needs, performance of local services and the priorities for improvement.” [See paragraph 2.47.]
GPC comment: This is a new term and requirement and we would wish to see more detail on how the PCT prospectus is to be drawn up, what it will include and what, if any, right of appeal there will be for providers who feel they have been unreasonably represented.
‘Strengthening the community voice’

· A supplementary document has been published, ‘A stronger local voice: A framework for creating a stronger local voice in the development of health and social care services’ and which sets out proposals for new Local Involvement Networks (LINks).  Comments are being sought on this paper (by 7 September 2006) which can be found at the following website address:
www.dh.gov.uk/PublicationsAndStatistics/Publications/PublicationsPolicyAndGuidance/PublicationsPolicyAndGuidanceArticle/fs/en?CONTENT_ID=4137040&chk=U6PSmq
“LINks will gather and analyse information from a wide range of people and sources, identify and pass on trends and concerns, and make recommendations to providers and commissioners.” [See paragraph 2.51.]  
· LINks are to have specific relationships with local authority Overview and Scrutiny Committees (OSCs) and can refer matters to them. [See paragraph 2.52.]

GPC comment: As detailed in the ‘background’ section of this document, the White Paper introduced public petitions as a 'trigger' for community action, but the specifics of this new mechanism are yet to be developed.  We would have concerns over this proving to be an obstructive rather than constructive measure and will be inputting into this section of the Department of Health consultation accordingly.
‘Achieving best value within the resources provided’
· Clear proposals are made as to actions PCTs can take to ensure that patients receive the most appropriate care in the right setting.  [See paragraph 2.58.]  These are: prior approval; utilisation management and referral management centres (see appendix A of the annex, ‘Care and resource utilisation techniques’ for detail).  
GPC comment: There is no mention of how referral management centres will fit with patient choice.

· “Contracts must embody a clear understanding of the respective responsibilities of commissioners and providers. They must set out agreed assumptions on activity profiles, including the broad underlying assumptions on GP referrals, consultant-to-consultant referrals, conversion rates, emergency attendances and admissions, progress towards 18 weeks and achieving financial balance.” [See paragraph 2.62.]
· A check-list of questions has been provided for PCTs and practices to work through in order to determine whether or not any exceeded activity (and expenditure) is reasonable and justified. [See paragraph 2.64].
· PCTs are expected to pay providers for additional activity if this is the result of primary care-generated referrals.  All referrals made through primary care must be paid for with national tariff pricing.  [See paragraphs 2.66 and 2.68.]
· Where primary care-generated referrals do lead to excessive provider activity, PCTs are expected to work with practices to improve referral behaviour.  [See paragraph 2.66.]
· Where providers exceed agreed activity themselves, PCTs are entitled to pay them less than the tariff price for the activity that exceeds the planned level or stipulate a cap on cases per year or quarter in the affected specialty.  [See paragraph 2.67.]
GPC comment: This further complicates tariff arrangements and it is unclear how this will operate in the PbR and choice context.  The commissioning framework appears to allow PCTs to pay both above and below tariff rate depending on the circumstances; in the first instance to support provision of new services and in the second, to limit provider activity/expenditure.
This section as a whole attempts to introduce measures which will allow activity and expenditure to be controlled.  Practices need to be aware that, unlike in the past, monitoring and scrutiny of provider activity is likely to be rigorous.  Although these proposals apply for the most part to hospital-based services, it is possible that a similar level of scrutiny will follow in the primary/community care setting.
· CHAPTER 3 (ANNEX) – ‘ROLES AND RESPONSIBILITIES FOR EFFECTIVE COMMISSIONING’ (pages 29-37)

‘Co-ordinating commissioners’
· It is currently proposed that “…Most providers will have a single contract, agreed directly with one PCT, usually the geographical ‘host’ PCT. This PCT will act on behalf of all other commissioners whose patients choose to use the provider. The contract will specify care pathways and standards that represent the requirements of all interested commissioners. The co-ordinating PCT will also ensure that providers receive co-ordinated plans of activity to help plan their services, as well as acting as a focus for service redesign.” [See paragraph 3.23.]

GPC comment: We have concerns over how such an arrangement will impact on local commissioning plans as undertaken by PBC consortia.
‘Specialised services commissioning’
· An independent report commissioned by the DH, ‘Review of commissioning arrangements for specialised services’, was published in May 2006.  The report’s recommendations were broadly accepted by Ministers and the DH will issue more detailed guidance on this in due course.  [See paragraph 3.28.]  Appendix B of the annex of the commissioning framework gives a broad outline of the approach of the review.
· A National Specialised Services Commissioning Group (NSSCG) is to be established to co-ordinate specialised services commissioning and make national decisions across all Specialised Commissioning Groups (SCGs).  [See paragraph B.2.]
· The existing National Specialist Commissioning Advisory Group (NSSAG) will continue to commission services for extremely rare conditions or unusual treatments nationally.  Will move to be a subgroup of the NSSCG.  [See paragraph B.3.]
· Each SHA area will have a SCG responsible for commissioning arrangements for all specialised services, including medium/low-security mental health services and screening services.  [See paragraph B.6.]
· CHAPTER 4 (ANNEX) – ‘BUILDING COMMISSIONING CAPACITY AND CAPABILITY’ (pages 39-41)
‘Commissioning support services’
· A procurement exercise is currently underway to create a national ‘Commissioning Services Framework’, which will provide PCTs with a group of suppliers from which they can buy in the necessary services in terms of their commissioning function.  [See paragraphs 4.7-4.10.]  

GPC comment: The GPC issued further information on this development and set out its position in relation to the ‘Commissioning Services Framework’ on 11 August 2006.  This statement can be found at appendix 2 to this paper. 
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TIMELINE OF RELEVANT AND PENDING DEVELOPMENTS 
Late July
· DH to make proposals for how PbR will operate in 07-08, including steps towards unbundling (see paragraph 6.6 of main document).  Letter issued 18 July 2006:
www.dh.gov.uk/PublicationsAndStatistics/LettersAndCirculars/DearColleagueLetters/DearColleagueLettersArticle/fs/en?CONTENT_ID=4137337&chk=kK22oJ
Autumn 2006

· DH to publish a framework to set out next steps in extending choice in both elective and other service areas (see paragraph 3.4 of main document).
October 2006

· DH to publish the Maternity Plan “to support commissioners to deliver the Government’s commitments on choice and continuity of care, and the provision of services in community settings” (see paragraph 2.17 of the annex).

December 2006

· DH to publish the Para 2nd phase of the commissioning framework to include commissioning for primary care services, children’s and maternity services, health and wellbeing, long-term conditions and join commissioning with local government (see paragraphs.3.11 of main document and 1.4 of annex).

‘Later in the year/2006’

· DH currently working with Monitor (independent regulator of NHS Foundation Trusts) to explore feasibility of community NHS FT status for providers of community services.  Following discussion with national stakeholders, DH to announce whether or not FT model can be developed in this way (see paragraphs 4.6-4.7 of main document).  
· DH to publish proposals for contracting for community-based services, possibly a model contracts (see appendix C of the annex).
Appendix 1

A framework to strengthen Practice Based Commissioning 
(DH summary)
Health reform in England: update and commissioning framework was published on 13 July 2006. It sets out a framework to strengthen commissioning and focuses in particular on Practice Based Commissioning. 
A copy of the full document can be downloaded from the Department of Health website at: http://www.dh.gov.uk/assetRoot/04/13/72/27/04137227.pdf . For each of the points below, page number references from the guidance are provided. 

The main points for practice based commissioners are: 
• PCTs will support the development of PBC by providing information, budgets, public health needs assessment, analysis of cost-effectiveness of interventions and training and development for practices. 

• No local monopolies - PCTs should avoid agreeing new long-term contracts with service providers that would further cement monopoly provision arrangements and exclude practices from being able to propose service and care pathway redesigns. 

• Local PBC incentive schemes - PCTs are encouraged to offer additional cash releasing incentive schemes above the DES, which facilitate provision of services in more convenient settings. Money made available would be treated as direct income, rather than as savings, to be used as the practice chooses. [p.31] 

• No tendering - No tendering is required before developing PBC proposals from GMS & PMS providers (and APMS & SPMS providers holding a registered list). Approval can be given under a Local Enhanced Service (LES) arrangement or within other GMS/PMS contractual arrangements. [p.33] 

• Two levels of service provision - Two levels of primary care provision against which proposals are considered: services for a single practice population and services provided to a wider population. [p.33] 

• Pump-priming loans - PCTs able to give loans to develop services re-provided from secondary care settings but not for core GMS services. [p.34] 

• Payment at tariff - Full payment will be guaranteed to the provider practice for patients referred from other practices. If the service is the same as an existing hospital service, payment should be at tariff rate. [p.34] 

• Greater flexibility for tariff unbundling – Work is ongoing to identify procedures that can be offered in community settings and put an indicative price on different parts of the care pathway. There is a particular focus on fractured neck of femur, elective hip replacement, community acquired pneumonia and stroke patients. This 'unbundling' will take effect from next April. In addition, unbundling of diagnostic costs from acute tariffs is being examined to support the provision of diagnostic services by different providers. There will also be an expectation that local health communities will agree approaches to unbundling which facilitate care pathway redesign. [p.35] 

Proposed PBC governance & accountability framework 

A governance & accountability framework for PBC is proposed and comments are invited on the content. 

Comments should be sent to nhs.reform@dh.gsi.gov.uk  by 6th October 2006. 

Main elements of this are: 

• Right of appeal to SHAs - The SHA will seek a solution where local agreement cannot be reached with PCT. [p.65] 

• Practice business cases – PCTs will be expected to approve PBC proposals if it addresses a national or PCT priority. A decision on PBC business cases should be made by PCTs within 8 weeks. [p.66] 

• Management accountability - Practice-based commissioners are required to produce a PBC plan. Expenditure and activity will be monitored on a monthly basis against this plan. [p.66] 

• PBC in deficit areas - Where the PCT is working to restore financial balance, a fair and realistic budget based on historical usage, must still be provided. Equally, practices must use 70% of any resources released through service redesign to address national or local priorities. This will facilitate major redesigns that can release significant resources and contribute towards maintaining financial balance. [p.68] 

• Clinical and professional accountability – Any additional services provided must meet all national standards of clinical governance including those set out in Standards for Better Health. Clinical governance arrangements must be proportionate to the service provided. Annual clinical audit plans should be briefly set out for new services. [p.68] 

Other elements of the framework 

• Referral management centres – Must carry clinical support and abide by clear protocols that provide clinical benefits to patients. Should not be imposed on practices without their agreement. RMCs should not preclude practices from redesign of services under PBC where this might mean changes to pathways used by the RMC. Further guidance and practical toolkits on RMCs, prior approval and utilisation management will be published in October. [p.47] 

• Prospectus – A PCT publication setting out commissioning priorities and opportunities for service development. [p.18] 

• Community petitions – mechanism for the public to oblige PCTs to review service provision. A petition could relate to a demand for new service or dissatisfaction with an existing one. [p.71]
Appendix 2

PCT COMMISSIONING: A NEW NATIONAL ‘COMMISSIONING SERVICES FRAMEWORK’

GPC update and position statement, August 2006

The Department of Health published ‘Health reform in England: update and commissioning framework’ in July 2006.  Attached at the annex are extracts from this commissioning framework which refer to a recent development that will allow PCTs to procure differing levels of management expertise and support from the private sector in order to strengthen their commissioning skills.  
A procurement exercise is currently underway to create a national ‘Commissioning Services Framework’, which will provide PCTs with a group of suppliers from which they can buy in the necessary services.  Further details of this exercise can be found via the following website link: 
www.dh.gov.uk/ProcurementAndProposals/Tenders/RecentlyAwardedAndExistingTenders/RecentlyAwardedExistingTendersArticle/fs/en?CONTENT_ID=4137055&chk=i3NEiK
Some key points to note in relation to the ‘Commissioning Services Framework’ are as follows:

· It is for PCT Boards to decide whether or not to buy in any of the skills secured via the ‘Commissioning Services Framework’;
· If the PCT does wish to access services under the ‘Commissioning Services Framework’, they will conduct a locally managed competitive bidding process in order to chose between suppliers;
· The value of each procurement contract is for local determination and the funding will be “…commensurate to the PCT's commissioning management costs”.  Furthermore, there is no guaranteed national spend and the Department of Health can chose not to access any of the services secured under the ‘Commissioning Services Framework’;

· The four categories of services built into the ‘Commissioning Services Framework’ are: (i) Assessment & Planning; (ii) Contracting & Procurement; (iii) Performance Management, Settlement & Review and (iv) Patient & Public Engagement;
· There are three levels of service that a PCT can access: (a) a single service (‘micro’); (b) one or more related group of services (‘macro’) and (c) a complete package (‘end-to-end’).

In addition, the Department of Health makes it clear that the commissioning function remains a statutory responsibility of the PCT Board and that the range of procured services does not extend to provider services.
If taken at face value, this development does not appear to signal a move towards PCTs losing their overarching commissioning responsibilities nor towards privatisation of the commissioning process and so at present, is not overtly worrying.  The desired result of this programme should be an improved standard of PCT commissioning which in turn benefits the healthcare of patients and relationships between PCTs and clinicians.

The GPC does however have some concerns over this programme, as detailed below:

· Validity of private sector involvement: lessons from secondary care show that purchasing from the independent sector is not necessarily better, or cheaper, and in some cases, can prove detrimental
; there has been similar experience at a primary care level, for example with PCT ‘turnaround teams’.  We are also unaware of evidence to suggest that organisations with little or no experience of the NHS are able to do improve on the outcomes of the NHS;

· Timing: it could be argued that until the current transition of a large portion of commissioning responsibility from PCTs to GP practices is complete, it will not be possible to identify areas of real need for additional, third party involvement.  The ordinary functioning of PCTs is already in a state of disruption as a result of PCT reconfigurations and any further distractions preventing PCTs from working effectively with GP practices in order to put in place practice based commissioning arrangements should be avoided;

· Extra demand on limited resources: PCTs will need to find resources within existing allocations in order to tap into this resource therefore we are concerned about the effects of resulting, additional budgetary pressure.  In addition, any contracts PCTs do put in place under the ‘Commissioning Services Framework’ should be flexible in order to avoid being tied-into long-term arrangements for services that are no longer required;

· Voluntary participation: there must be no political pressure or even ‘passive expectation’ on PCTs to make use of this resource; and 

· Permissive of privatisation: given that the wording of the actual contract notice is understated and in view of the extensive nature of a complete package of services, at the most extreme end of implementation, the ‘Commissioning Services Framework’ could enable a PCT to contract out almost all of its existing commissioning management functions to a private company.

· Conflict of interest between purchaser/provider function: it may be possible for PCTs to use European legislation governing procurement to place all of their functions into the private sector; effectively to move purchasing and providing all services into one company.  Although it is unlikely that many PCTs will do this, the rules make it possible.  LMCs will want to watch closely to ensure that this process is carefully and transparently managed so that the situation does not arise whereby a private company is in the position to purchase services from itself without check, regardless of the appropriateness and cost-effectiveness of those services and without consideration of other commissioning arrangements in the area.
We intend to keep a very close watch on implementation of the national ‘Commissioning Services Framework’ and where a PCT does opt to utilise the framework, we would wish to see the following principles upheld:

· The buying in of services is done openly, transparently and is a cost-effective use of funding;

· There is close working with practices undertaking practice based commissioning in order to ensure that the services that are bought in are fit for purpose;

· Purchasing and management details should be in the public domain; and

· The buying in of services should only take place where such intervention is essential.  
At the GPC meeting in July 2006, there was some discussion of the commissioning function of PCTs being put out to private tender, as had been reported in the national press the previous month.  The following statement was made in GPC news following the committee meeting:

“…  The BMA as a whole has grave concerns about such a direction of travel and believes that the effective commissioning of patient care is a key function of the NHS; a message that has already been conveyed to the Department of Health.  Members pointed out that patient care should be at the heart of commissioning, as should the overarching ethos and ethics of a publicly provided health service and that the involvement of non-NHS, commercialised, private companies in commissioning could seriously undermine these principles.  There was strong agreement that commissioning was a complex process which needed to involve both clinicians from all sectors and patients.  …”

These views and values prevail and it is from this position that the GPC will monitor and assess the developing situation.  In order to be able to do so, we would be interested to receive reports from LMCs on the local implementation of the national ‘Commissioning Services Framework’ as, when and if this takes place; please email sal-zaidy@bma.org.uk.

A GPC summary covering other developments arising from the Department of Health publication ‘Health reform in England: update and commissioning framework’ is being produced and will be circulated in due course.

Annex

Extracts relating to the national ‘Commissioning Services Framework’ as found in the annex document of the Department of Health publication ‘Health reform in England: update and commissioning framework’, July 2006

 “Shared commissioning business services 
3.26
While the holding of contracts will be a PCT function, a range of commissioning and contracting support functions could be co-ordinated at a regional or supra-PCT level. These might include elements of needs assessment such as risk stratification, and functions like data collection and analysis. This would enable commissioners to share scarce skills and capabilities and reduce costs. PCTs, or groups of PCTs working together, will also want to consider how the private sector might be able to support them with these functions. Arrangements for engaging private sector support are described at paragraph 4.7. 

…

Commissioning support services 
4.7
Our vision for commissioning is challenging and will demand high levels of commissioning skills in PCTs and practices. The reconfiguration of PCTs will address some, but not necessarily all, gaps in capability and capacity. For many PCTs, buying in certain skills from companies with particular expertise in those areas could play a valuable role in strengthening commissioning. We are therefore undertaking a national procurement to support PCTs who wish to do so to ‘call-off’ a range of commissioning skills and services from the independent sector. Rather than undertaking many separate procurements, the NHS will achieve better value for money by DH procuring a single framework contract. 

4.8
It is important that this procurement is seen in its correct context. PCTs have both a commissioning function for primary and secondary care and some responsibilities for directly providing primary care clinical services, particularly nursing and health visiting. This procurement relates only to the commissioning function and makes no assumptions about, nor does it have any implications for, the provider function. The commissioning function is and remains a statutory responsibility of the PCT board. The board remains accountable for the effective discharge of the function and cannot delegate this accountability to any other body. 

4.9
PCTs will need excellent skills, for example in actuarial and population risk assessment, data harvesting and analysis, social marketing, opinion surveys, service evaluation and redesign and procurement. PCT boards may decide that these skills can best be bought in from companies with a particular expertise. This is a judgement for the boards to make. 

4.10
The procurement will be structured in a way that will facilitate choice by PCTs – either of a particular service, a group of services, or a complete package. It will provide a menu of expert services to choose from, offering the best expertise at the best value to support them in improving the effectiveness of commissioning. For further information on the procurement go to: www.dh.gov.uk/ProcurementAndProposals/Tenders”
� Audit Commission and National Audit Office (2005) Financial Management in the NHS London: The Stationery Office Limited; House of Commons Health Committee (2006) Independent Sector Treatment Centres London: The Stationery Office Limited.





