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The NLC wishes to extend its thanks to the Practice Based Commissioning
Groups (PBC) that have generously shared their experience, their
achievements and their challenges.

The case studies were written in the Autumn of 2010 and into the early
Spring of 2011. The experience, learning, terminology and future plans
described reflect that time and context. In particular, in the future, the
organisational forms and some of the accountabilities will be different to
those described in the case studies.

They nonetheless offer very valuable and transferable learning to clinical
leaders currently shaping Clinical Commissioning Groups.




This document is part of a series of documents to support policy makers
and Clinical leaders with responsibility for shaping the implementation of
Commissioning. The series aims to inform and support the debate about
how to ensure the effective governance of GP Commissioning.

This part of the discussion document describes the learning from five
case studies of Practice Based Commissioning (PBC).

The case study sites are:

Nene Commissioning : A community interest company covering 76
practices across Northamptonshire serving over 650,000 people

Tower Hamlets : Practice Based Commissioning across Tower Hamlet's
34 practices serving 232,000 people. As part of the Thames Gateway
Regeneration Zone, this number is expected to rise by 30,000 over the
next five years

Sheffield: Practice Based Commissioning across Sheffield covering 89
practices serving over 500,000 people

GatNet: Gateshead Practice Based Commissioning covering 34
practices serving 200,000 people

Whitstable Medical Practice : A large 3-site practice offering services to
33,000 people, representing approximately 92% of the population.

These sites offer important insights and learning about the opportunities
and challenges of Practice Based Commissioning. Clearly PBC clusters
and groups have only occupied part of the wider commissioning role.

All are keen to emphasise that significantly different opportunities,
challenges, risks and accountabilities are presented by proposed
Clinical Commissioning Groups.




This case study was developed in the Autumn of 2010. The experience,
learning, terminology and future plans described reflect that time and
context. In particular, in the future, the organisational forms and some of the
accountabilities will be different to those described in the case studies. It
nonetheless offers very valuable and transferable learning to clinical leaders
currently shaping Clinical Commissioning Groups.

Nene Commissioning was launched in April 2007. At this point, it
undertook Practice Based Commissioning for all of Northampton and the
north of Northamptonshire. In April 2009, Daventry joined and Nene
Commissioning now represents all of Northamptonshire with the
exception of four practices —in all, 76 practices serving 650,000 people.
Nene Commissioning has chosen to be established as a community
interest company.

GP and practice manager representatives from a number of member
practices are ‘shareholders’ of the company. Shareholder meetings are
convened annually to review the annual accounts, the community
interest company reports and approve the appointment of directors.
Additional meetings are convened as required to carry oversight
functions and to hold directors to account.

The practices enter into a Practice Participation Agreement with the
company. Together with the company’s Memorandum and Articles of
Association and the Shareholders’ Agreement, this document governs
the activities of the company and its relationship with its constituent
practices.

There are four localities and each of these localities is chaired by a GP
who is also a director of the Nene Commissioning Board. There are nine
GPs on the Board of Directors (two elected from each of the localities —
apart from the larger Northampton locality which elects three). In
addition, there are two practice managers appointed onto the Board
(one with responsibility for practice and public involvement and the other
for corporate management). The final member of the Board is the Chief
Executive. Nene Commissioning shareholders have agreed that there
should be two Vice-Chairs to cover the workload.

The Director of Corporate Management and a Director of Patient and
Public Engagement were appointed by the directors from within the




practice manager community, following a rigorous process to agree the
skills required and a transparent appointment process.

Each locality holds monthly meetings between their local Chair (and
Board Director) and local GPs and practice managers.

Board Directors are contracted by Nene Commissioning for eight
hours/week, although most agree that they spend more time than this.
The company Chair is contracted for 12 hours per week and Vice-Chairs
for 10 hours/week. There is a view that this is unlikely to be enough time
for these roles in a GP Commissioning Consortium.

In addition to these roles, Nene Commissioning has a full-time Chief
Executive plus a small management resource, consisting of four service
development managers, a communications manager, an information
analyst, business manager and administrative support.

Nene Commissioning is thus governed by GPs who are elected by the
GPs from the member practices. Board governance roles have also
been created for practice managers who, along with the Chief Executive,
are appointed by the Board. Commissioning leadership is held by GPs
and practices, but other clinical professional groups are engaged in
service re-design work.

Patient and public engagement is facilitated through a ‘Patient
Congress’ which acts as the link between the spectrum of patient and
voluntary groups and the Board. The Patient Congress identifies the
appropriate patient or public representative to participate in different
streams of work, steering groups and project boards.

The process of agreeing and establishing the right organisational vehicle
was time-consuming and challenging. In the early days, the range of
complexities around organisational form was a source of frustration for
GPs, who were anxious to focus on clinical pathways rather than
organisational arrangements. After the appointment of a permanent
Chief Executive, a Director of Corporate Governance and a Business
Manager, the Board was able to delegate this necessary and important
element.

The organisational arrangements need to allow functions to be held at
the most appropriate scale. Nene Commissioning has achieved
engagement at practice level by working in smaller locality groups. This
allows the ‘bottom up’ identification of issues. However, the larger
organisation facilitates risk sharing, enables the recruitment of high-level
management skills (e.g. business case development) and enables the
sharing of ideas and learning across localities.



It is important that GPs have a say in choosing their
leaders/representatives. But it needs to be recognised that only ‘driven
leadership’ will take this agenda forward. GP leaders need to be willing
to commit in this way.

Bringing GPs together with acute providers when discussing re-design
has been critical to identifying innovative opportunities and delivering
breakthroughs. Acute providers want to work directly with GPs in this
way.

GPs need to work alongside, but not take the place of, managers — both
are needed.

It has been difficult to generate interest among local people. It is
important to recognise that there are lots of organisations ‘fishing in the
same pool’ of people and it is important to combine efforts. Some of the
approaches that have helped include:

Using existing structures to identify the right people to be involved

Being clear about the role and what is involved

Not letting people become stale by remaining on project boards for too long
Paying expenses — but not attendance fees

More web-based communication may help in future

Large scale publicity campaigns e.g. leaflet drops have not worked

At present, the PCT shares its priorities and Nene then agrees the areas
that it is best suited to engage with. The Nene Board is responsible for
setting priorities which will reflect a mix between PCT priorities and local
priorities that will ‘make it real for local GPs’. In future, the expectation is
that the NHS Commissioning Board will set the national direction as a
framework for local priority setting.

The Nene experience is that GPs have taken time to understand the
difference between commissioning and provision. Many GPs interpreted
PBC as an opportunity to provide more services directly.

Nene Commissioning has been involved in large- and small-scale
service re-design. In general, ideas for re-design start at the locality
level. The financial assessment and business case development is
undertaken centrally, but then shared and refined by further discussion
with localities. Benefits and anticipated outcomes are clearly identified,



so that impact can be assessed. Once the case is fully developed, it is
debated and signed off by the Board.

Nene experiments with changes first and does not scale these up if
benefits are not delivered e.g. a pilot ‘urgent afternoon visiting service’
did not deliver savings, so it was de-commissioned.

It is the Nene experience that it takes a minimum of 15 months to turn
an idea into a sustainable service change. In this time, GPs can become
frustrated and it is important to invest in small changes along the way to
keep people on board.

Nene sees it as essential to get buy-in and ownership of service
changes from frontline staff by involving them in their re-design.

The Nene experience is to use multiple approaches to implementation
including pilots/experiments and rolling out major changes in waves,
capturing enthusiasts in the early waves. Their message is, however, to
be bold and introduce rapid changes where conditions are judged to be
right; for example, they introduced a care homes’ scheme to reduce
multiple GP visits to care homes.

At present, there remain some practices that have not engaged with
Nene and this has not presented too much difficulty. In future, however,
GP Consortia will need the levers to ensure that dissenting practices
engage.

Nene has developed a practice support programme to tackle poor
performance in particular practices in Leicestershire. For example, one
practice had a partner who made twice as many referrals into secondary
care as others. Nene attached outcome information to each of his
referrals and this facilitated discussion, understanding and improvement.

Up until now, clinical governance has been implicit, rather than explicit.
Significant event audits are dealt with in a collaborative way, building on
the good relationships that exist and ensuring an open 'no blame’
culture.

In the transition to GP Commissioning Consortia, Nene considers that
clarity about how practices hold each other to account and how they
relate to Consortia, will be critical. In particular, clarity is required about
the extent to which the Consortium will have a role in policing the quality
and variation in primary care. This is critical, because it is this that can
drive resource utilisation in secondary care.



The Nene model gives priority to practice engagement and, in this way,
aims to build an engaged and inclusive culture.

Priority has also been given to building open, transparent and trusting
relationships with patients and public/voluntary groups.

For the past 14 months, Nene Commissioning has been one of 16
national pilot sites for integrated care and the largest, with nine partner
organisations. The Nene pilot is based on their previous proactive
model of care, which was developed across the localities to ensure
effective use of community matrons.

The pilot facilitated the approval of a £3m business case for improving
elderly care. Five key outputs were agreed: reduction in emergency
admissions, reduction in re-admissions, reduction in care homes’ length
of stay (LoS), reduction in hospital LoS and an increase in the number of
patients who wish to die at home. Nene is performance-managed
against these outputs.

The approach required that primary care take full responsibility for the
care of the patient. In practice, this means that if A&E staff do not feel an
elderly person needs admitting and send them home or back to the
GP/out-of-hours service, primary care take responsibility for the
consequences of this decision.

This has been an important breakthrough in improving hospital
admission rates and was decided by the Nene Board with the support of
the localities. There were dissenting GPs and the Board’s approach has
been to listen well and deal with their specific issues, but not to change
the decision of the majority.

A local agreement stating the ethos and principles of the integrated care
pilot was drawn up and signed by partner organisations. Preliminary
clinical audit work enabled realistic goals to be set e.g. 100 consecutive
admissions of people over 75 demonstrated that 40% did not need to be
admitted if community services were available to support them.

GPs and acute clinicians have developed a joint agreement about how
they will work together to implement new pathways of care that will help
avoid admissions.

Sensible savings thresholds have been negotiated with the PCT and
new pathways/services will be piloted for six months from October 2010
I.e. over the winter period.



Already, the conveyance rate by ambulances is at 44%.

However, the process of achieving agreement with the PCT about how
the pilot would work has felt very cumbersome to Nene.

Partners are concerned about the need to carry on ‘jumping through
hoops’ that introduce delays in implementing improvements.

Nene is making no assumptions that it will automatically become the
Consortium of the future.

Investment of time, money and energy has allowed Nene to learn
valuable lessons that will stand it in good stead.

Nene considers that the key skills required in future Consortia will
include:

Creation of strategy with a purpose

Delivery of service re-design linked to contracting

Leadership of 350 independent individuals

Ability to take tough decisions

Ability to live with and manage risk

Capability and appetite to tackle wicked issues: variation, clinical freedom
Managing conflict

Getting quality data and ensuring buy-in from practices to change
responses.



This case study was developed in the Autumn of 2010. The experience,
learning, terminology and future plans described reflect that time and
context. In particular, in the future, the organisational forms and some of the
accountabilities will be different to those described in the case studies. It
nonetheless offers very valuable and transferable learning to clinical leaders
currently shaping Clinical Commissioning Groups.

There were originally four PCTs in Sheffield that then merged into one.
Clinical engagement in the PCT has been achieved through the clinical
executive committee (formerly the PEC). Clinicians in each former PCT
are represented on this via GP membership.

Practice Based Commissioning (PBC) began with seven Consortia that
were constructed around existing relationships and GPs and practices
that made a choice to work together. These matured into the four
current Consortia which, in turn, have a loose confederation
arrangement that binds them together.

Each Consortium has a different structure, different ways of working and
different governance arrangements and these are locally determined.

Each PBC has a different organisational form and one of them, Sheffield
West Practice Based Commissioning is a limited liability partnership and
a legal entity in its own right. The other three PBCs have SLAs (Service
Level Agreements) in place with the PCT and one of them (Central) also
has an SLA in place with its practices.

Overall, a key strength is the flexibility of local Consortia with
arrangements that respond to differing circumstances, combined with a
confederation with the ability to coordinate regional action.

Clinical engagement in the Consortia is supported financially by the PCT
through budgets to pay for releasing clinicians from their clinical
commitments.

The PBC Confederation started as a loose confederation that is now
becoming more formal. Meetings initially were monthly in the evenings
but moved to daytime, with backfill arrangements in place.




Although business is now on a more formal footing, the Confederation
still has a loose constitution and there is nothing that legally binds them
together. At the moment, participation remains voluntary.

The initial purpose of the Confederation was to avoid ‘reinventing the
wheel’, particularly in relation to service re-design. The emphasis was on
promoting the sharing of pathways and ways of implementing them.

Gradually, however the Confederation offered a mechanism for the PCT
to use a ‘one stop shop’ to actively engage with primary care across the
city.

A financial challenge in Autumn 2009 prompted stronger partnership
working between the PCT and the Confederation that enabled resolution
of the difficulties and an improvement in performance.

There is a recognition that there needs to be more involvement of
patients and the public in service re-design and more ownership by
them. Some of the challenges in delivering this include:

Creating a shared awareness of the financial reality and the limitations of
the political rhetoric, recognising that it may not be possible to deliver
everything the politicians are leading the people of Sheffield to expect
from their health service. Most are agreed that finger wagging won’t work!

Costs need to be made visible to patients when they attend — like when
you take your cat to the vet! The public should be seeking value for
money

There needs to be mature debate and decision-making about choices
(e.g. opening hours) that move away from demand and need being
viewed as the same thing

City-wide marketing campaigns have proved ineffective in engaging the
public in a debate about their health needs and services. It may be more
effective to do this through normal clinical points of contact i.e. where
people access services, and to use a variety of mechanisms to canvass
views and opinions.

There is also recognition that developing a relationship with the Local
Authority and HealthWatch will be new to GPs.

It will be very important to define the right outcome measures for GPs
themselves. Currently GPs assume that if their lists and waiting rooms
are full, they are doing the right things and providing good quality care.
What would happen if patients could choose their GPs and move
around? This could be a useful wake-up call for GPs.

Consortia are agreed that they could usefully explore models of
customer partnership available in the private sector e.g. Co-op and



Nationwide. This could potentially help people value their NHS in a
more positive way than they currently do.

The Consortia have been involved for some time in the development of
commissioning strategy. Much of this has been facilitated by the need
for the PCT to address a severe health economy deficit over the last two
years.

The commissioning intentions of the four Consortia are brought together
into a single commissioning plan.

Within the Confederation, each Consortium leads on specific clinical
priority areas. Accountability between them is based on trust. Within
each priority area there is now one plan that is city-wide (where
previously there were seven). The process to develop and agree this
plan is a mutual one i.e. by involvement of each PBC and mutual
consent.

The Consortia are keenly aware of the complexities of setting strategy.
Consortia need to take responsibility for resource management and
ensure that the quality of patient care is raised. Getting a balanced
approach around both areas in the future would be a challenge.

There is an appetite to use GP Commissioning for re-design. Too often
in the past re-design and strategy has been coordinated along
organisational lines, rather than the needs of pathways and patients.
They are surrounded by a number of hefty Foundation Trusts and
providers and so they need to shift the debate around the pathways to
what is in the mutual interest.

In the view of Sheffield PBC successful strategy will ensure:

Balanced books
Improved health outcomes

Improved focus on re-design — moving to pathways and away from
organisations

Practices engaged and involved.



Each PBC Consortium has a significant devolved budget that it can use
for service re-design. Key performance indicators (KPIs) are agreed
with the PCT and applied to each service re-design programme/project.

Each PBC Consortium has quarterly reviews with the PCT using the
KPlIs.

The Consortia also conduct their own reviews against their declared
intentions.

Some clinical priorities/service re-design is handled on a city-wide basis.
Milestones are agreed and monitored regularly.

The role of the PEC/Clinical Executive has changed over time to include
more involvement in PCT governance and risk management.

In the future, it is anticipated that practices will gradually understand the
impact of GP Commissioning and will recognise that tighter
accountability exists. They will overcome their relative lack of interest
and involvement because they will want to influence decisions,
especially if these decisions impact on their practice (and personal)
income.

Incentives have been used in the past as a way of achieving
compliance. This may or may not be required in the future.

The Local Medical Committee (LMC) has acted as an arbitrator in the
past when GPs have disagreed about decisions that have required them
to act in a particular way. GP Consortia will need to be empowered by
their colleagues to make decisions in the future and not be vulnerable to
constant challenge from the GP community.

Inter-practice working and accountability is still a big challenge and all
recognise that this will have to be strengthened. However, it seems that
the spontaneous development of the Confederation might also be a
positive force in shaping and developing member practices’
relationships, outside of formal boundaries.



Managing conflicts of interest has been a difficult area and will continue
to be so, in the transition and moving forward. Things that will help
include:

Clear accountability structures

Transparency (There is the possibility of having provider arms separated
from the commissioning Consortia in the future)

Declaration of conflicts of interest

Learning from others who have different models — e.g. the university

sector.
As has been indicated above, Consortia hold some accountability for
their budget responsibilities and their declared service improvements.
They are held to account through the quarterly performance reviews with
the PCT. However, it was acknowledged that the PCT still carries the
corporate risk and the accountability for the majority of the risk across
the economy. Although the Consortia are moving forward and are
developing increasing maturity about working together, there is more to
do to develop the mechanisms and the corporate view, working as a
single entity to handle risk.

It is easier to manage risk and accountability across the city when things
are going well, but obviously more difficulty in challenging times. Issues
such as contractual relationships and provider relationships (including
primary and community care) need robust governance mechanisms.
This is recognised, but not yet fully in place.

The ethos is one of cooperative working that includes robust debate and
healthy challenge.

It is recognised, however, that accountabilities between them will be
different in future.

The PCT has acted as a proactive facilitator. They have worked with
leaders who volunteered. The improvement of the information available
from the PCT on activity and performance measures has been a strong



lever in bringing people around a common purpose and, indeed, has
been a strong lever for behavioural change among GPs and practices.

The Confederation and other clinical boards have provided a safe forum
for the GPs to learn how to disagree with each other in a productive
way.

They see the main job of the clinical leaders is to engage practices and
make it easier for them to deliver and get involved. They also see a
large part of the job as helping the extended group of GPs understand
the ‘new world’. They are operating on the 80/20 rule and using positive
mechanisms to build a Consortium culture. They see it as more difficult
getting recalcitrant GPs involved.

Formal leadership training has been available and has been effective in
helping develop capability among GP leaders.

There is a cohort of experienced leaders who have been part of past
cluster groups, primary care groups, practice-based commissioning
groups and so on. They will bring this experience to building the
effectiveness of GP Commissioning.

The LMC locally works as an elected committee. PBC have reflected
this approach and leaders/representatives are elected. It tends to be a
small and consistent group of GPs who put themselves forward and are
elected.

The PEC Chair, on taking up position, wanted to be ‘out of a job in 4
years time’. He sees this as now a possibility — the PEC being
superseded by Consortia, spreading the load and focus of clinical
decision making and involvement.

There is a very strong set of clinical leaders.



The amount of ‘factionalism’ between GPs and practices has decreased
substantially. In the past, when a major change happened, there would

be numerous angry GPs calling the PCT and the clinical leaders. This is
now a rare event.

They have developed a culture of leadership across the Consortia.
They recognise that now they have to make this shift systematic and the
way that they do business, going forward.

Of course, challenges still remain, specifically:

In some respects, the national tariff can act to draw patients into treatment
in secondary care

Getting GPs who don't ‘get it’ or don’t comply involved. At the moment,
they are working with those expressing interest and using practice and
city agreements as the mechanisms for compliance. Some feel that they
may have to step up the ‘stick’ elements, if practices fail to do what they
say they will (e.g. reduce prescribing). Others do not think that this will
work and would want to pursue a more rational, information-fuelled
dialogue. Managing a membership organisation is definitely in the
‘challenge box'.

Overall, the PCT has taken a proactive approach to supporting the
transition — based on strong and mutual trust/respect. In particular, this
has involved:

Providing networked management/technical support to the Consortia
Building on previous work of real devolved budgets
Identifying and delivering strategy.

Work is currently under way to develop commissioning plans that will aid
the transition of overall responsibility from PCT to GP Commissioning
Consortia.

The PCT is committed to leaving a high-quality legacy for Consortia to
build on and to working constructively with them over the next 2-3 years
to help achieve this.



Next year, the NHS and the Local Authority will begin folding their plans
together, where appropriate.

They acknowledge that as they move forward and the Consortia take
complete responsibility for the commissioning agenda, this will become
more complicated. In principle, the commissioning cycle is quite
straightforward, but the practice of implementing interventions against
identified needs is more complicated.
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This case study was developed in the Autumn of 2010. The experience,
learning, terminology and future plans described reflect that time and
context. In particular, in the future, the organisational forms and some of the
accountabilities will be different to those described in the case studies. It
nonetheless offers very valuable and transferable learning to clinical leaders
currently shaping Clinical Commissioning Groups.

This is not a PBC Consortium in the traditional sense, but it provides an
example of what effective, entrepreneurial primary care leadership can
achieve for a local population. In some senses, this case study
highlights the opportunities that Practice Based Commissioning (PBC)
creates for creative primary care providers.

Whitstable Medical Practice is a partnership of 18 GPs which provides
healthcare for 33,000 patients in Whitstable. This represents 92% of the
population. 25% are over 65 years. The town is also served by a 1.5
person practice.

The practice was previously part of the ‘C4’ consortium but now stands
alone. It was formed from three practices which merged 35 years ago
and operates from three buildings in the town; Chestfield Medical
Centre, Whitstable Health Centre and the newly-built Estuary View
Medical Centre.

The Estuary View Medical Centre is owned by the partners and
includes:

a general practice
an integrated community medical services facility
a community pharmacy

space rented for a dynamic response base for the ambulance service, an
out-of-hours call centre and IT hub and a private physiotherapy and
rehabilitation service — which also provides some NHS services under
contract.




There is a management team comprising the three managing partners,
the practice manager and the finance and business manager. The three
managing partners do their clinical work on different practice sites, which
facilitates communication with colleagues. The Managing Partner, Dr
Ribchester, spends three days per week on practice
development/commissioning.

GP Partnership

v

3 Managing GPs

Practice Manager’s Liaison Business
Directorate Directorate

A
v

l Finance
Computer staff Business
Manager
Reception staff l
Prescribing team v
Administration PBC Client
Secretaries Management/ Services
Admin Manager
Practice nurses l
PBC data
entry

The practice has a written Patient and Public Engagement policy and
engages with the public through:

Whitstable Medical Practice Patient User Group

Friends of Whitstable and Tankerton Hospital and Healthcare
Suggestion boxes at each site

Practice website

New patient practice leaflet



Patient satisfaction surveys (typically getting 80% response rate)
Patient information screens in waiting areas

Staff training on engagement

Learning from complaints.

The practice has a very active patient user group and has built on this.
Examples of changes introduced in response to patient input include the
following (some relate to primary care provision only, but others
influenced commissioning decisions):

Audiology service re-designed. Audiograms are performed and NHS
digital hearing aids provided with shorter waits. Hearing aids are serviced
on site

Local cataract day-surgery service was introduced at less than tariff and
with improved access

Diabetic treatment was enhanced with the introduction of insulin start-ups
in the community, with good outcomes

Establishment of on-site X-ray. Patient support for this extended to
fundraising activities

Flu clinics were changed to Saturdays when relatives could bring patients

Extended surgery hours, including early mornings and evenings for
commuters

Successful campaign to secure bus service.

There has been very little engagement with local government, although
this is changing; the main focus has been around transport — securing
buses to run to the new building. The practice still contributes to the
annual transport report.

The practice has been active within PBC since 2005. It has seen PBC
as a means of introducing innovation and allowing GPs and specialists
to develop care closer to home. It believes the outcomes are cost
savings, shorter waiting times and an enhanced patient experience.
Although no longer formally part of a Consortium, it has been working
with the PCT and adjacent practices to influence the range and quality of
services commissioned.



It describes the four work streams involved as:

Influencing the commissioning of better services from existing providers

Becoming a provider of new local services

Liaising with other local practices

Monitoring and validating clinical activity and invoices.

The practice currently contributes to PCT-wide clinics in:

Surgery in primary care

Carpal tunnel syndrome

Dermatology

Epilepsy.

Strategy is developed by the management team, in consultation with the

rest of the practice. There is an annual strategic process.

Communication and consultation is set out in the diagram below:

Monthly Clinical Meeting

with:

Clinicians
Nurses
Computer and
Prescribing
Supervisors
Clinical Services
Manager

PBC — Administration

and Development

Monthly
meetings with
Patient User
Group

PBC — projects
and services

Quarterly Meetings

1.
2.

Partners and Management
Team

Monthly

Partnership
Business
Meeting

PBC Finance

Significant Event Reporting
Palliative Care (including community
nursing, specialist heart failure and
respiratory nurses, hospice
representatives and Social Services
team)

Staff Meetings

Health and Safety Team inspections

Weekly
Management
Meeting

PBC — Clinical &
Administration

Twice -Monthly
Clinical
Education
Meeting with
visiting speakers

Clinical pathway
re-design

PCT sponsored

Education
afternoons

Twice annually

Strategic
Planning Meeting



Clearly the strategy and planning process is much easier in a single
practice than in a Consortium. When in the Consortium, the practice felt
hampered in its ability to optimise its drive, vision and motivation.

The practice has good relationships and has worked well with many
PCT staff. Together, the practice and the PCT have achieved significant
improvements in patient care. However, this very ‘can-do’ group of GPs
has, at times, found the pace of decision-making and change
frustratingly slow.

Information has been a very powerful tool, when available. For example,
when the practice looked at data held by the PCT it found it was paying
for £1m per year of activity without any clinical evidence that it took
place; when discussing demand management it discovered that 48% of
outpatient attendances had been generated through consultant- to-
consultant referral and not by GPs at all. New governance arrangements
need to ensure a balance between empowerment and accountability — it
will be important not to stifle practice-level creativity.

Investing in new buildings and services in primary care may involve
putting GPs’ personal capital and/or income at risk. Conversely, if GPs
are seen to be benefiting personally from commissioning decisions, this
may affect others’ willingness to participate. The accountabilities and
perceived conflicts of interest need to be resolved.

A ‘can-do’ creative, entrepreneurial culture has been at the heart of all
that this practice has achieved.

The practice also places considerable emphasis on learning and
development activity.

Whitstable has a culture of taking risk to invest in the practice and its
services. Managing Partner, Dr Ribchester, highlighted that the practice



is in the upper quartile of practice income per partner, but in the top 1%
of risk. For example, only 1/3 of the practice’s new building is covered
by the notional rent scheme.

The practice proactively identifies opportunities to develop the
leadership skills of less experienced staff. Commonly, this is by taking a
lead on a clinical area e.g. as a pathway clinician, developing guidelines
and audit.

The practice emphasises the specialist finance and business manager
role that has developed over time. The current incumbent takes a
significant role in project planning, business cases and so on. The
knowledge and skills required are very much additional to those for
practice management. Consortia will need to find ways of recruiting and
developing individuals with the requisite talents.

It is crucial to invest in leadership and management, both in terms of
time for individuals to do it, and skills development for doctors and
practice managers. The skill set for commissioning overlaps with, but is
different from, practice management.

As outlined above, the practice has achieved really significant and
successful improvement in services for patients. Very often this has
been driven by patients’ expressed needs, suggestions and active
involvement.

It has been able to provide services at below tariff rates with local
access for patients e.g. ophthalmology, audiology, upper endoscopy and
others.

Over and above changes and developments already described, it has
worked with the ‘C4’ practices and the PCT on an integrated care pilot
for acute care. The central components include management of some



acute conditions in the community and a rota of general practitioners
acting as first point of contact at the local hospital emergency care
centre. The practice is currently working on a Whitstable area long-term
conditions integrated care pilot. This relates to integrated management
of long-term conditions, including diabetes, heart disease, COPD and
mental health.

WISH ICP (Whitstable Integrated Social and Healthcare network
integrated care pilot). This is a PCT-sponsored pilot with four work-
streams to address:

Long-term conditions — cardiac, diabetes, COPD and mental health

Urgent care - in-house MIU with x-ray and ambulance response
base

Elective services — a range of in-house diagnostics and day surgery
at reduced tariff

Enhanced rehabilitation and fewer transfers of care.

The practice is optimistic and excited about the future. However a
number of questions and potential concerns were expressed:
Those interviewed expressed concern at the potential behaviours of
monopoly hospital trusts in the ‘window’ between PCTs and GP
Commissioning

The accountable officer really needs to be accountable for quality
throughout the patient pathway. This includes accountability for the
quality of primary care. How will this work in Consortia?

What are the implications for the individual accountable officer? If
he/she fails, is their role as a GP at risk, or only their commissioning
role?

There are likely to be complex and ill-understood implications of the
proposal to give patients the freedom to register anywhere. It could
result in rapid changes in list size initially. This could result in additional



strains on inter-practice relationships. Patient flows may not relate to
other NHS boundaries. Small practices may be reluctant to see
specialist services (secondary to primary care) developed in large
practices if they fear their patients may decide to transfer to other
practices. Migration of patients from some practices may result in them
becoming unviable and therefore vulnerable to takeover by other
practices. While this is happening, how easy will they find it to work
together in a commissioning Consortium?

In general, competition — between practices, between Consortia,
between primary and secondary care — may impede working together to
improve services for patients

The practice believes that size of commissioning group should be driven
by geography, relationships and common sense, rather than an arbitrary
national number. Size of practice may also affect participation in a
commissioning group: the small practices find it difficult to release time
for individuals to attend meetings; large practices find it harder to
disseminate information.

The ability to continue to both commission and provide. WMP has
successfully and economically provided a range of high-quality services,
sometimes by itself and sometimes in partnership with other providers.
This model of community integrated healthcare depends for its future on
the ability to continue being both commissioner and provider, clearly with
all necessary safeguards in place.



This case study was developed in the Autumn of 2010. The experience,
learning, terminology and future plans described reflect that time and
context. In particular, in the future, the organisational forms and some of the
accountabilities will be different to those described in the case studies. It
nonetheless offers very valuable and transferable learning to clinical leaders
currently shaping Clinical Commissioning Groups.

GatNet is a PBC cluster of 34 practices, based in a former PCT locality,
serving around 200,000 people.

It is the biggest of six Consortia in NHS South of Tyne and Wear, formed
from three former clusters. There is a strong sense of identity and
shared history. The practices have collaborated in an out-of-hours
cooperative and in a Community Based Care organisation (CBC).

The CBC is a company limited by guarantee, set up by GPs and practice
managers. They have a pharmacy contract, a contract for clinical input
to nursing homes and they supply GPs for a primary care centre.

The PCT compact with practices was that the PCT would supply support
and resources and then general practices would organise themselves.
The PCT has involved Consortia chairs and deputies in weekly
commissioning executive team meetings and two monthly
commissioning events.

The main acute secondary care provider is Gateshead Health
Foundation Trust. The cluster’s patients are also served by two mental
health providers and acute services in the surrounding urban areas.
Community Services are provided by the PCT provider arm.

The Board has a clear structure, with roles clearly defined. There is a
matrix arrangement whereby each Board member links to a professional
group and a number of specific practices. The Chair has one day per
week allocated, the Vice-Chair ¥z day.




Every Board member:

.

Leads for a professional group

Acts as a key point of contact for professional group
Overviews development for professional group
Provides links to specific practices

Co-opted member



Patient and public engagement has been less developed, although
GatNet has tried to use existing Trust and PCT Patient and Public
Engagement (PPE) groups to consult on business cases.

To date, a lot of the practice-based PPE had been a ‘tick box’ approach,
for example, through practice surveys. There is also evidence that
practice patient groups tend to be over-dominated by the practice
agenda. They believe that it is more effective to find opportunities to get
out and talk directly to people about specific issues. For example, they
are doing a premises review currently and have gone out to talk to
patients waiting in clinics to ask their views.

GatNet has a website and an e-mail address for comments.
Receptionists are encouraged to record verbal feedback. GatNet
leaders are interested in social networking tools, but these have not
been developed yet.

The considerable progress that has been made in creating a robust,
transparent structure has been driven both by visionary individuals and
real clarity about the end purpose, for example, the wish to preserve
NHS-type services, the need to protect public service values, a wish to
protect staff and so on.

Being clear about vision and aims has supported the shaping of an
organisational structure. GatNet seemed to demonstrate what a positive
culture could achieve.

The emphasis has been on drawing upon and using all the talents.
Clinicians and managers of all types seemed to work together well and
flat structures support development

GatNet has also achieved clarity in its governance structures, with a
clear separation between commissioning and provision codified in a
written document. Collaborating on both is seen to be helpful, but there
is clarity about roles. GatNet has a written ‘conflict of interest’ policy. Job
roles and job descriptions are also clearly laid out.

In terms of leadership selection, GatNet sees the ideal as electing
membership from individuals who meet agreed minimum standards, but,



in practice, they have taken a pragmatic approach and have worked with
the people who were willing.

A strong practice manager network has been very powerful in promoting
PBC.

A federated model in which practices can come together to look at
overall improvements in primary care practice facilitated innovation and
strong review.

Big issues to resolve (e.g. financial deficit, service re-design) positively
bring clinicians together to work through solutions. However, even
strong and committed clinical leaders commented on the difficulty of
finding time to really do the job well — engagement is time-consuming.

GatNet sees it as important to keep roles clear. In the case of the Local
Medical Committee (LMC) the perspective is that LMC and GPs need to
see the LMC role as protecting GPs as providers of services and
business owners and should not take any role in commissioning.

They have a vision and strategic aims clearly set out in the GatNet
commissioning plan for 2010/11. These include:

Further development of both GatNet and PBC through a federated
model for general practices

An organisational and leadership development programme for
Board members and clinical leads

Further development of information and communication systems
Further development of engagement with practices.

There are also strategic priorities clearly set out for each of the clinical
work-streams.



GatNet has a track record of clinician involvement in performance
management of secondary care. When it was in financial deficit, they
held weekly meetings with Queen Elizabeth hospital to look at savings
and efficiencies looking at where GPs contribute to services and
managing variation within orthopaedics (agree a national average on
follow-up rates).

It has more formal meetings quarterly with the providers’ clinical
directors to look at variation and change. The cluster is also undertaking
work to improve discharge and outpatient letters.

Managing variation in primary care is undertaken through a facilitative
approach. It uses information prepared by the PCT practice-based
commissioning team analysts. A team visits practices in turn to discuss
the results and discuss preventative action. They see it as a cultural
change process and that peer review is the most effective mechanism.
They have not yet had to tackle non-action. They cited as an example
of success their work on dermatology outpatient attendance. Peer
pressure on high-referring practices was all that was required to bring
referral rates down towards the cluster average.

Its collective performance management work is supported by open data
sharing. It was agreed years ago that data would not be anonymised.
Therefore information sharing shows where practices are and there is
considerable willingness to tackle this.

GatNet has a very clear focus on why they are working together and
what they are hoping to achieve. A shared vision is considered a very
important foundation.

Both the out-of-hours and community-based care organisations were set
up to preserve the NHS ethos, values and services and to support NHS
staff.



Managing the membership aspect of the organisation is challenging.
The ‘cultural’ approach has placed emphasis on peer review,
encouragement and ‘light touch’, to achieve compliance with priorities
and agreements.

This is also a very time-consuming process, taking up to a year to visit
every practice.

Engagement of all practices is crucial, but it is challenging and time-
consuming.

The identification, support and development of strong, visionary leaders
has been important.

GatNet created a clear, well-planned and facilitated development
process. The PCT has supported the development programme, which
has included:

A development programme with the Board and extended to other
clinicians to secure succession planning

360-degree appraisal and psychometric tests were used to support
clinical lead development

Commissioning skills — e.g. training in peer review of referrals for
GPs and leaning of management skills for members of the clinical
team

Time out to work through the shape and function of the
Commissioning Board

Regular time in/time out sessions (TITO) for clinicians and
managers (influenced by their needs).



It has appointed clinical leaders for each clinical work-stream, as set out
in the following diagram:

Practices Clinical Workstreams
/ \ Musculoskeletal
; i Dermatolo
AGM PBQ Time in gy
Time out )
l Respiratory
Clinical Leads - Mental Health

l T Sexual Health

GatNet board

v

l Diabetes
PCT Forum / Unscheduled Care
Joint Clinical > .
Cardiovascular
Forum
T Prescribing
PCT

Succession planning is, however, identified as a key challenge. There
are not many people prepared to take on these roles and it is not clear
where the next generation will come from.

GatNet has particularly focused on communication and engagement
with member practices and partner organisations through electronic
means and meetings. It engages with member practices through
quarterly Time In/Time Out meetings (TITO), annual visits to each
practice, a newsletter and the GatNet website.

The PCT highlighted the level of engagement that GatNet has with its
practices, compared with other Consortia in the PCT area. Only a very
small number of the 34 practices are not actively engaged. Other
Consortia tend to have fewer engagement events and/or they are less
well-structured. Attendance at TITO has risen from 45 to 300.



The Local Incentive Scheme (LIS) has been used effectively to promote
engagement. £2.05 per registered patient has been allocated to this.
PBC clusters have the flexibility to allocate this funding to parts of their
cluster-specific commissioning plans. Practices receive payment if they
demonstrate engagement through specific practice-level activity that
supports the objectives of the incentive scheme.

GatNet makes significant use of information and information technology.
Since 2008, Gateshead clinicians have been developing a web portal —
Gateshead Information Network (GIN). Clinical and non-clinical
information is kept in one place and can be found quickly. Examples
include guidelines, referral forms and patient leaflets. Practices also
have access to the Business Intelligence Reporting System (BIRT)
established by the PCT. This displays secondary care data.

Commissioner/provider separation is clear and reinforced by a clear
written policy.

GatNet seems to have found it easier to work with local Foundation
Trusts operating as a big cluster, rather than three small ones.

Despite the strapline ‘Working together to improve the health of
Gateshead’, the cluster has focused on clinical health care and
preventive health care e.g. screening, on-demand management, rather
than ‘public health’. It described itself as only ‘dipping a toe’ into
improving health. There are significant health inequalities within its
patch (it quoted a 10-year difference in life expectancy between one
area and another). With additional time, support and capability it would
be keen to tackle this.

Its relationship with the Local Authority is developing. This has
predominantly been about services, rather than the wider determinants
of health. For example, it has a good relationship with the director of
adult services and local authority staff are involved in service re-design
work. It works with public health in the PCT to look at health inequalities
and the wider determinants of health.



GatNet describes PBC as the service re-design arm of commissioning
and realises there is much more to the PCT’s responsibilities than it has
been undertaking or prepared for. There is some concern that the
management envelope will not be sufficient to secure the time and input
that is required.

There is scepticism about the view that ‘if you can do PBC, you can do
this’. It is considered important to see the reality of what it will take to
cover the whole commissioning cycle, with only a proportion of the
management costs that were available in the past.

In the past, GatNet tended to need to go at the pace of the slowest
cluster. There is real appetite for an approach to GP Consortia that is
similar to the original thinking around Foundation Trusts allowing those
who are able to move more quickly to lead the pace.

The community-based care organisation would aspire to much closer
working relationships with the PCT provider arm and its future ideal
would be that these services would be under one organisation within
Gateshead.



This case study was developed in the Autumn of 2010. The experience,
learning, terminology and future plans described reflect that time and
context. In particular, in the future, the organisational forms and some of the
accountabilities will be different to those described in the case studies. It
nonetheless offers very valuable and transferable learning to clinical leaders
currently shaping Clinical Commissioning Groups.

Tower Hamlets is a small, ‘fantastically compact and diverse’ borough
with a population of ¥4 million people and rising. The main growth is
coming from the Thames Gateway development, its position on the
fringes of the City of London and the Olympic development. Tower
Hamlets is a vibrant and changing place.

In the past, there was significant under-investment in primary care
infrastructure, and in some cases there was poor quality primary care.
Tower Hamlets PCT has made the development of primary care a
significant focus. Six years ago there were 43 practices, six of which
were single-handed. Now there are 36 practices, none of which are
single-handed. Six practices are run by the PCT. This has included the
introduction of APMS contracts, where necessary. 10 practices look
after over half of the population.

Now the PCT focus is much more developmental than remedial.

Tower Hamlets, as a borough, has the advantage of co-terminosity
between the major statutory agencies. This has allowed an active
Tower Hamlets Partnership to develop (a joint partnership between the
London Borough of Tower Hamlets, NHS Tower Hamlets and other
agencies).

This partnership working has led to the development of co-terminous
localities between the NHS, social services, the police and other
agencies. There are eight geographically-organised local area
partnerships (or LAPs). These form the basis of eight GP networks and




are the building blocks for much of the joint working in the Borough.
Two LAPs form a locality. The four localities that result are of roughly
equal size (see map below).

Establishing the GP networks was undertaken in a phased process, in
three waves, overseen by the PCT and managed by a Joint Clinical
Management Board. The GP networks were invited to present to a panel
with external members on it, to set out their aspirations for the network,
their vision and how they were going to embrace the new freedoms and
ways of working.

Once established, each network receives funding for a management
resource from the PCT. This allows them to appoint a network manager,
clinical lead, administrative support, and clinical back-filling, if required.

Each network has a board, led by a clinician chair. Some networks
operate with a co-chair. Network board meetings are now held monthly.



Network boards comprise a representative from each practice, and a
network manager. Healthcare assistants may also be invited to attend.

Public and Patient involvement is a key feature of Tower Hamlets. This
has been enhanced by the establishment of THINk (Tower Hamlets
Involvement Network), whose focus is to bring together patients,
residents and community groups who want to improve health and social
care services in the borough. THINK could be viewed as a precursor to
the proposed HealthWatch. THINK is well-run and supported by using
new technologies. It is engaged in a range of decision-making
structures across health and social care. For example, the Overview
and Scrutiny Committee has three THINK representatives sitting on it.

Each of the eight GP networks also has a patient representative at the
network level. These are generally drawn from the practice and patient
forums.

The network leads meet on a monthly basis on Tuesday evening, to
discuss and share progress.

The Practice Based Commissioning Executive (PBCE) at the borough
level comprises eight GPs (from the networks), allied health
professionals, practice managers, community nurses and a patient
representative (currently the chair of THINk). The PBCE takes the
strategic clinical lead for commissioning. The Executive also takes the
lead for the primary care development programme, care closer to home
and service re-design.

Tower Hamlets Partnership has developed and published a health and
well-being strategy for the period 2010 to 2012, which, in turn, has built
on a strategy developed in 2006.

The 2006 strategy identified what the PCT and clinicians needed to
invest in to achieve ‘gold standard’ primary care for the population.
GPs recognised that they could achieve more by working together in



their respective networks than they could by focusing only at practice
level. This included recruiting some full-time staff to work across the
network, as well as sharing risk and infrastructure costs.

Some of the networks have established themselves as Community
Interest Companies to enable the sharing of cost, staff and
infrastructure.

With improving primary care focus in mind, the PCT and GPs developed
a range of ‘gold standard’ care packages. These were chosen based on
the main population health issues in Tower Hamlets.

Diabetes (this was the first, as it is a significant issue for this
population)

Immunisation and vaccinations
NHS Health Check

COPD

CVvD

Hypertension

Further development is under way around a care package to support
under 5s and older people.

For each care package, best practice clinical guidelines set out what
needs to be done, by whom, when. This would be further classified
depending on the severity of the illness.

This has been supported by working collaboratively within a Clinical
Effectiveness Group (CEG), which is supported by Queen Mary’s and
provides data informatics and academic input. This group acts as an
‘honest broker’ between the PCT and the practices. It operates across
the three PCTs in East London.

The CEG supports disease management in GP practices: clinical
guidelines, IT support and data entry templates and audit/review of
performance, with in-practice facilitation and support for care-pathway
development and implementation.



Secondary care clinicians have also been engaged in the development
of the clinical guidelines, and attend bi-monthly multi-disciplinary
meetings.

The future borough-wide strategy sets out the aim of developing four
networks to promote health and well-being, maximise prevention and
provide more integrated health and social care services to local
neighbourhoods.

Each of the eight GP networks is assigned a financial envelope for total
care related to the care packages described above. 70% of the funding
iIs made available to the network for up-front employment and other
costs, and 30% is held back, and is available based on outcomes
actually achieved.

There are written agreements established between the PCT and each
GP network, and between each network and its constituent practices, in
relation to the delivery of the ‘gold standard’ of care. These agreements
include one to see and share each others’ performance data.

Establishing an effective IT infrastructure has been an absolutely critical
building block in making progress. This infrastructure provides the
intelligence needed for practices to help inform their delivery of the ‘gold
standard’ of care. A formal data-sharing agreement has been made
between each practice within the network.

Performance against the agreed standard of care is monitored using an
integrated dashboard. All practices see their own and others’ data, at an
aggregated level. All practices use the same agreed data set and view
the same data.

The network board reviews progress against the dashboard, as well as a
financial report from the network manager. Areas for development are
identified and plans developed to address them.



Several of the networks are experiencing significant population growth,
population mobility, and high pregnancy rates (with a relatively high
population of 25-35 year olds). So the network board’s monitoring is
crucial to ensure, for example, progress on immunisation data, keeping
the list of registered patients completely up to date and ensuring that the
staffing levels can support demand.

A culture of collaborative working has been an important element in
empowering the networks to work most effectively, within the networks
themselves, across networks, with the PCT, and with other agencies.

The relationship between the GPs and the PCT is open, mature and
transparent, with mutual respect, and these are important prerequisites
for achieving the changes that have been necessary.

Organisational development support has been provided to the networks
by the PCT, and supported by the LMC, PBCE and the Programme
Board.

This OD support has included borough-wide support for the networks,
including helping to build their capacity in governance, in chairing, and in
performance management.

In addition, each network was offered £40,000 to commission its own
support. Some used this to develop clinical engagement, some to
develop the network as a legal entity. The networks were free to use
this investment has they saw fit, rather than it being prescribed by the
PCT.



The immunisation and vaccination rates have increased substantially in
Tower Hamlets, thanks to the new approach, including a revitalised,
automated, call and recall system. Tower Hamlets has moved from
being in the lower half of the country in vaccination take-up to now being
in the top five, with 90% take-up across the borough.

Access to primary care has improved, with all GP practices now open for
extended hours (one of the few PCTs in the country to achieve this).

Some significant savings were achieved in the first full year of the GPs
network’s operation (CE1m).

The outcomes related to diabetes have also seen significant
improvement in areas such as care planning, BP, cholesterol and HB1C
control.

GPs in Tower Hamlets have indicated their preference to have a
borough-wide Consortium, with the same eight networks sitting within it.

Tower Hamlets GP Commissioning Consortium in the future may wish to
build on work with other inner north east London boroughs (Hackney
and Newham) to commission secondary and tertiary care, perhaps with
the support of a commissioning support agency. A focus on
commissioning across pathways of care will be a key priority. This will
need to include working with secondary care clinicians to agree a raft of
care plans for particular conditions, in the same way that primary care
has been developed.

Risk-sharing arrangements and, potentially, a risk pool will be important
for different aspects of commissioned care across Tower Hamlets, the
north east London sector, across London, and at a national level.

A key success factor will be the approach to managing consultant-to-
consultant referrals, first to follow up rates and procedures of low clinical



value. If that is not controlled, it will present significant financial
challenges to the Consortium.

But it will also be important to keep the focus on primary care, and build
on the development of the balanced score card.

Maintaining and, indeed, increasing the focus on quality through the
transition will also be important, particularly as the new Consortia will
have a duty of quality improvement.

The constitution of any board, or similar, will be important. If it is to be
democratically elected, then it will be important that members have the
skills and abilities to take on these governance roles, and are properly
supported with training and education. Managing conflicts of interest will
also need to be a key feature.

Organisational Development support will be absolutely critical. For the
future this would need to include, for example, procurement skills, data
analysis, strategic planning. Most critically, achieving buy-in of all GPs
is key. So the strategy of the Consortium needs to feel real for every
GP, so that it influences GPs every time they prescribe or refer.
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