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The White Paper Team

Room 601

Department of Health

79 Whitehall

LONDON

SW1A 2NS





                          8TH October 2010

Dear Sir/Madam

Devon Local Pharmaceutical Committee Response to Liberating the NHS: Commissioning for Patients
The Devon Local Pharmaceutical Committee represents community pharmacy on NHS matters and works with the local primary care commissioning organisations to ensure the best possible NHS services provided by pharmacy contractors in Devon.

The Devon LPC welcomes the opportunity to respond to the consultation on Liberating the NHS: Commissioning for Patients as part of the Government’s wider consultation on the White Paper, Equity and Excellence: Liberating the NHS.

Responsibilities of GP Consortia
1. In what practical ways can the NHS Commissioning Board most effectively engage GP consortia in influencing the commissioning of national and regional specialised services and the commissioning of maternity services? 
The LPC has no comment on this question.
2. How can the NHS Commissioning Board and GP consortia best work together to ensure effective commissioning of low volume services? 
The LPC has no comment on this question.
3. Are there any services currently commissioned as regional specialised services that could potentially be commissioned in the future by GP consortia? 
The LPC considers that regional specialised services should continue to be commissioned on a regional basis through the NHS Commissioning Board as by their nature specialised services generally have to cover a larger catchment area for the population than the GP commissioning consortia.  There must be another body above the consortia that can drive services forward at a broader level.

The commissioning of specialised services will need to continue to have specific knowledge and expertise input which will be more effective and efficient on a regional level which will also avoid fragmentation which could be potentially damaging to patient care.
4. How can other primary care contractors most effectively be involved in commissioning services to which they refer patients, e.g. the role of primary care dentists in commissioning hospital and specialist dental services and the role of primary ophthalmic providers in commissioning hospital eye services? 
Consortia will need to engage community pharmacy in consortia at the outset in order to ensure that chronic disease medicines management is always considered when commissioning decisions are made relating to care pathways.  GP consortia must be constructed to have a broader body of representation rather than just GP based.

Whilst community pharmacists do not normally formally refer patients to locally commissioned services, as part of their contractual framework they are expected to signpost and refer patients and customers to other services which could impact on NHS and social care expenditure.  Community pharmacy must be integrated into the commissioning processes and care pathway design to ensure that their signposting and referrals are made in the most effective way.
5. How can GP consortia most effectively take responsibility for improving the quality of the primary care provided by their constituent practices? 
Improving the quality of primary care will only be achieved through robust clinical engagement and peer review, and ensuring a whole system approach.  Quality measures must be focused on improved patient outcomes and not based on processes.
6. What arrangements will support the most effective relationship between the NHS Commissioning Board and GP consortia in relation to monitoring and managing primary care performance? 
GP commissioning consortia will focus on the monitoring and management of GP practices.  However, the GP commissioning consortia will need to be held to account by the NHS Commissioning Board for local primary care performance.
The NHS Commissioning Board will need to agree standardised service level agreements including performance indicators and accreditation requirements to enable a consistent approach to monitoring and performance.  This will also ensure a consistency of local services and enable more effective working across boundaries with all providers working to the same specification.

The NHS Commissioning Board must have representation from the independent contractor groups that it relates to.

7. What safeguards are likely to be most effective in ensuring transparency and fairness in commissioning services from primary care and in promoting patient choice? 
The Devon LPC considers that the following safeguards will be effective in ensuring transparency and fairness in commissioning:-
· The use of the any willing provider model 

· Assurance that there is fair, comparative pricing across different providers.  For example, GP practices may have their core costs covered through their GMS contractor, which enables them to provide a service at a marginal cost compared to other potential service providers.  

· Equal access to common datasets to support service development and business case proposals

· Equal access to support in interpreting commissioning data, for example, hospital episode activity and admission data

· An independent body should undertake the tendering process and letting of contractors where GPs as commissioners may also be bidding to provide a service

· A clear process for patient and public involvement in service redesign and commissioning processes needs to be introduced and adhered to

8. How can the NHS Commissioning Board develop effective relationships with GP consortia, so that the national framework of quality standards, model contracts, tariffs, and commissioning networks best supports local commissioning? 
Full engagement with GP consortia and other health and social care contractors and providers in setting standards.  The Map of Medicine must be used to drive clinical engagement.
9. Are there other activities that could be undertaken by the NHS Commissioning Board to support efficient and effective local commissioning? 
The LPC would support more standardisation of tariff setting, development of model contracts and accreditation where it enables other providers to be commissioned to provide services.   

The NHS Commissioning Board will have to provide support in terms of ensuring that evidence of best practice is made available to commissioning consortia and put in place measures to ensure that services commissioning locally are evidence based.

The best patient care has been proven to work in a multi disciplinary way and the NHS Commissioning Board will need to put the right mechanism in place to ensure that all stakeholders are represented and involved in the local commissioning processes to ensure a multi disciplinary approach to service design and commissioning.

10. What features should be considered essential for the governance of GP Consortia?

· Public and lay representation on Commissioning Consortia

· The involvement of HealthWatch and Local Authority

· The involvement of Community pharmacy and other independent contractor representatives

· The business of the Commissioning Consortia to be transacted in public wherever possible

· Robust provider commissioning split

· The Nolan Principles robustly applied

· Accountability framework in place

11. How far should GP consortia have flexibility to include some practices that are not part of a geographically discrete area?

Consideration will need to be given to the potential for fragmenting services that are commissioned at a local level and how to avoid this.  Some GP practices may have developed special interests in particular areas of care and this will need to be taken into account during the commissioning process.

It could become very expensive to commission an adequate range of services for patients who are registered with practices in rural areas if they are not connected geographically with 
the rest of the consortium.  There will also be cross boundary issues where practices may need to commission services from more than one secondary care provider.

12. Should there be a minimum and/or maximum population size for GP consortia?

If the population size for GP commissioning consortia is too large the organisation will lose the local knowledge and expertise.  Economies of scale however are important in terms of providing best value for money for the taxpayer and if the consortia are too small it will be inefficient.  The consortia will have to be flexible enough to share resources to make the best use of the available skills and knowledge base.

13. How can GP consortia best be supported in developing their own capacity and capability in commissioning?

· Nationally specified training programmes on commissioning, financial management and governance must be available for all leaders and staff

· Building on the world class commissioning competency framework and utilising the learning that has worked in PCTs over the last few years

· Using public engagement to seek feedback on GP consortia on their activities and performance from the start.  Utilising the expertise of local authorities in respect of public engagement would support this activity.

· Community pharmacy representation on the Board and in all discussions on chronic disease management will ensure that the cross cutting issue of medicines and medicines management is always fully considered in pathway design.

14. What support will GP consortia need to access and evaluate external providers of commissioning support?

The LPC has no comment to make on this question.

15. Are these the right criteria for an effective system of financial risk management?  What support will GP consortia need to help them manage risk?

The GP consortia will need to have robust reporting mechanisms in place and publish annual accounts demonstrating where the money has been allocated and how the consortia expenditure has benefited patients in terms of improved outcomes, reduced non elective admissions to hospital etc.  

16. What safeguards are likely to be most effective in demonstrating transparency and fairness in investment decisions and in promoting choice and competition?

· Open tendering process with clear advertising of service opportunities

· The use of Any Willing provider model wherever possible

· An independent agency should undertake the tendering processes and letting of contracts 

· Proactive Local Healthwatch and local authority scrutiny of commissioning activities

· Proactive promotion of choice and development of patient knowledge about local services and available choices made available through patient forums, for example Local Healthwatch.

· Money should follow the patient around the system.  

· Processes for challenging commissioning decisions needs to be set out and clearly communicated

17. What are the key elements that you would expect to see reflected in a commissioning outcomes framework?

· Patient outcomes and patient reported outcome measures should be extensively used

· Learning from the World Class Commissioning Assurance process should be taken into account when designing the new commissioning outcomes framework

· Patient feedback must be incorporated into outcomes and made available to all commissioners and providers

· NICE Guidelines must form the basis of commissioning frameworks and identifying outcomes wherever appropriate

18. Should some part of GP practice income be linked to the outcomes that the practice achieves as part of its wider commissioning consortium?

If appropriate, and based on quality outcomes rather than processes and systems that should be part of the necessary infrastructure of primary care services.

19. What arrangements will best ensure that GP consortia operate in ways that are consistent with promoting equality and reducing avoidable inequalities in health?

· All commissioning decisions must be underpinned by needs identified in the Joint Strategic Needs Assessments, (JSNA) Pharmaceutical Needs Assessments, Operating Frameworks and local health profiles.

· Strong links will need to be forged with the local authorities and Department of Public Health

· Effective oversight of decisions made by the local Health and Wellbeing Board

· Accountability in terms of commissioning to fill identified gaps in the local JSNA

20. How can GP consortia and the NHS Commissioning Board best involve patients in making commissioning decisions that are built on patient insight?

· Use public engagement to seek feedback on activity from the beginning and utilise the expertise in this area of work from local authorities

· Use results of other provider surveys, for example, the annual community pharmacy patient satisfaction survey and general practice patient satisfaction surveys

· Appoint lay members to Commissioning Consortia to ensure that the public has a voice

· Ensure that the Local Healthwatch groups are engaged effectively from the start of the process
21. How can GP consortia best work alongside community partners (including seldom heard groups) to ensure that commissioning decisions are equitable, and reflect public voice and local priorities?

See LPC response to Question 20.

22. How can we build on and strengthen existing systems of engagement such as Local HealthWatch and GP practices’ Patient Participation Groups?

Community pharmacy already has strong and trusted relationships with its customers and the public and as a profession has a lot to offer in terms of expertise in providing a service.  The LPC believes that by integrating community pharmacy into the commissioning consortia that it can make an invaluable contribution to public involvement.  Commissioning Consortia can use the knowledge about patients and customers that pharmacy already has to inform local decision making.  

The key is to ensure robust communication systems are in place and that members of local groups know that their input is acknowledged and acted upon.  

23. What action needs to be taken to ensure that no-one is disadvantaged by the proposals and how do you think they can promote equality of opportunity and outcome for all patients, and where appropriate, staff?

The use of standardised service level agreements, accreditation and outcome measures will promote equality of opportunity for patients.  A consistent approach to service delivery would mean that whatever the setting for a patient to receive a service, the patient can expect the same quality of service and outcomes.  Setting of nationally agreed tariffs and fees would also support equality for provider staff.

24. How can GP practices begin to make stronger links with local authorities and identify how best to prepare to work together on the issues identified above?

When considering the size of the GP Commissioning Consortia it will be necessary to look at the boundaries with the local authorities including district councils.    Co-terminous areas will make joint working more achievable, as will the pooling of budgets and shared priorities.

The Health and Wellbeing Boards need to be established as early as possible with clear priorities and accountability frameworks in place.

Further development of local and regional clinical networks can support the spread of best practice, or the establishment of learning communities.

25. Where can we learn from current best practice in relation to joint working and partnership, for instance in relation to Care Trusts, Children’s’ Trust and pooled budgets?  What aspects of current practice will need to be preserved in the transition to the new arrangements?

Current best practice is already well evidenced.  Areas where joint working has developed well have established integrated teams with clear management structures in place.  Commissioners need to take the whole system into account when making decisions about local service delivery.

26. How can multi-professional involvement in commissioning most effectively be promoted and sustained?

· Appropriate multi disciplinary representation and involvement on consortia boards or groups to enable joint commissioning

· GP Consortia membership must reflect both clinical and user communities

· Equal access to protected time for all health and social care professionals to be involved in discussions on developing and modernising care pathways.

· Strong collaborative working around the personalised budgets.
Yours sincerely
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Sue Taylor (Mrs)

Chief Officer
Devon Local Pharmaceutical Committee

Deer Park Business Centre


Haldon Hill, Kennford


Exeter EX6 7XX
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E: admin@devonlpc.org
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