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	Executive Summary 

The North West London Acute Partnership is being formed to strengthen commissioning for all PCTs in the sector.  The prime focus of the partnership is to improve acute sector performance and delivery.  It will do this in three ways:

· determining a viable provider landscape configuration in the sector

· agreeing acute sector contracts 

· performance monitoring and management of acute sector contracts

Driven by the needs of its constituent PCTs, the Partnership will deliver both individual and collective commissioning intentions for Brent, Ealing, Harrow, Hounslow, Hillingdon, Hammersmith and Fulham, Kensington and Chelsea and Westminster PCTs and their PBC Clusters.   

Bringing together commissioning expertise and scarce skills; the Partnership will be designed to ensure that each PCT develops its performance under the World Class Commissioning Framework.  A creative career structure will be designed to ensure that key and scarce staff are recruited effectively and retained to ensure continuity and delivery.

Of paramount importance is that the partnership reflects the clinical priorities of the Sector PCTs and has clinical engagement at the highest level.   PEC/CEC Chairs will direct the design of effective clinical engagement for the Partnership. The design will include the role for a sector-wide clinical reference group to set sector wide standards, and will ensure local PBC and PEC members are engaged with local pathway design.

To ensure focus and drive, the partnership will be overseen by a single Joint Committee of PCTs (JCPCT), a single Chair and a sector Chief Executive.  

Performance management will be key to everything that the partnership does.  This falls into four headings:

· performance management of acute contracts

· improved performance of individual PCTs

· performance of the partnership itself of delivering benefits to individual PCTs 

· performance management of the hub and its interaction with the partnership

Bringing together commissioning skills and resources will ensure that commissioning throughout the Sector is strengthened for the benefit of patients.  This outline business case presents the case for change and initial benefits to be realised by the partnership.  

The Partnership represents a real opportunity to deliver excellent results for patients and position PCTs at the leading edge.
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1Introduction
1.1 Background

The establishment of the Commissioning Partnership is one element of the Strengthening Commissioning programme in North West London. The eight primary care trusts in North West London; NHS Brent; Ealing PCT; NHS Hammersmith and Fulham; Harrow PCT; Hillingdon PCT; NHS Hounslow; NHS Kensington and Chelsea; and NHS Westminster, recognise value in pooling their existing commissioning capability and building up stronger capability to become world class commissioners and ensure delivery of excellent services to patients. The Partnership will have a major impact on health outcomes, patient experience and the quality of life of local residents through the performance of the acute sector.
North West London PCTs already have strong sector arrangements through a Joint Committee of PCTs (JCPCT), Collaborative Commissioning Group, Clinical Reference Group and a number of sector-wide networks (e.g. cancer, cardiac and critical care). The Commissioning Partnership builds upon these sector arrangements, and is designed to capitalise on the diversity of its PCTs to capture the very best elements of acute commissioning from each PCT.

Figure 1.1 details the North West London sector arrangements and the relationship between the Commissioning Partnership and existing sector-wide commissioning functions. The scope of this document is the acute Commissioning Partnership only. This is because this is a fundamentally new element.  Further thought will have to be given to the detail of the integration of existing functions e.g. the networks and current programme office.  This will be further explored in the full business case.  Appendix 1 describes the content of the full business case in comparison to the outline business case.
Figure1.1 North West London sector arrangements for commissioning
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1.2 The Purpose of this Document

This outline business case sets out the high level case for the development of the new Commissioning Partnership which will undertake commissioning functions for acute services on behalf of all eight North West London PCTs. The Partnership, as a delivery vehicle for the commissioning intentions of the eight PCTs, will be well placed to do things once rather than eight times, and as a result of the critical mass and economies of scale which it will represent , will deliver benefits to patients, staff, PCTs, Local Authorities and the Acute Trusts.  
This outline business case fulfils the requirements of a project brief and as such its purpose is to satisfy the JCPCT, and obtain endorsement, to proceed with drafting of the full business case.
1.3 What this Business Case does not do

This business case is an outline business case and as such is not intended to provide a detailed, comprehensive description of every aspect of the Commissioning Partnership. Detailed analysis and planning will need to be undertaken and fed into a detailed business case. 

2. The Case for Change
By working together, the North West London PCTs can build further on their existing sector arrangements, capitalise on their diversity of strengths and make best use of scarce resources to become world class commissioners. Through effective commissioning, PCTs will deliver tangible improvements to health outcomes for local people.

Recent performance statistics show that the quality of acute service provision in North West London is not as good as it should be. Performance targets have not been achieved consistently, and achievement does not always appear sustainable. As the commissioners of healthcare in North West London, it is the PCTs’ responsibility to drive up quality, value for money, and patient responsiveness in local trusts. 

PCTs recognise that further investment in resource and capability is required to reach world class commissioning standards and raise the performance levels of acute services. PCTs also recognise that in the current financial climate, where increasingly costs efficiencies and productivity gains will be the focus, further investment will not be financially viable eight times over. 

There is a strong case for a Commissioning Partnership, which will combine the commissioning functions for acute services in the eight North West London PCTs, to improve value for money by doing things once only and investing in the improvements necessary to become world class commissioners.

2.1 The PCTs will need a step change to move beyond current performance against the world class commissioning competencies

The recent world class commissioning (WCC) assurance process showed that all eight PCTs have room for improvement in their commissioning capability. For patients, this means they are receiving services which are not as good as they could be in terms of health outcomes as well as patient experience. 

The key world class commissioning competencies which require immediate focus by the Commissioning Partnership are explored below:

a) WCC competency # 5 - Manage Knowledge and Assess Needs ~ North West London PCTs do not have a real-time view of patients’ experience of a service, and therefore are not always aware of what should be done to improve it. The patient’s experience may be negatively impacted by mixed-sex accommodation, poor food or a lack of information about their treatment, yet this is found out about significantly after the event, if at all. A level four for this competency would mean there is an up-to-date and accurate record of every patient’s experience as it happens; providing the PCTs with an evidence base to start tackling shortcomings with the service provider as soon as the patient experiences it. Moving to level four across commissioning competencies will be a key objective for the Partnership.

b) WCC competency # 8 - Promote Improvement and Innovation  ~ providers can significantly enhance the quality of the services they deliver to patients by harnessing examples of best practice of the latest development and approaches into their own service delivery. A key benefit of the Partnership will be its role in close working with a variety of acute trusts; the Partnership will identify existing best practice and ensure providers across the sector adopt this – capitalising on the differing areas of excellence from each provider. The Partnership, through creating a critical mass, will have the capacity to identify the latest developments in service delivery, technology and innovation, prioritise where to invest and work with acute trusts to introduce these locally.

c) WCC competency # 9 - Secure Procurement Skills ~ to be an intelligent buyer of services for the local population, the PCTs need to develop expertise in the services offered by providers. This means understanding how the service operates cost and pricing, the risks and benefits, and knowing how patients feel about the service – this will arm PCTs with the expertise to enter negotiations confidently and properly equipped to get the result they need for their patients. Contracting expertise and independent clinical advice are both crucial to successful contract negotiation, but in short supply across the UK. By joining commissioning functions, the eight North West London PCTs will no longer be competing for this expertise, and will be able to offer a more attractive package to ensure that the best negotiating skills are available to commission their services. 

Central to the Partnership will be a real focus on improving performance against national targets (including 18 weeks, MRSA/ C. Diff. and Accident and Emergency waiting times) and local imperatives. Becoming level four commissioners will allow all eight PCTs to improve the quality of commissioning decisions, leading to clearer, stronger relationships with service providers and tangibly better outcomes for patients.
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2.2 The Partnership will reduce bureaucracy by developing expertise to improve commissioning together, rather than doing this individually

There is an awareness of the need for more, and better, expertise to achieve WCC in the areas shown above. In addition there are some aspects of commissioning which are only embryonic in all eight PCTs, such as undertaking coding reviews and effective management of markets. They could develop the expertise needed for these individually or together. Best value would be achieved by acquiring this expertise together for the following reasons:

· Efficiency gains. The current financial climate will prevent PCTs from making the required levels of investment needed for sustained improvement of acute services performance. Pooling this expertise across all eight organisations will enable economies of scale, and will significantly reduce the expenditure PCTs would be required to make alone.

· It will only be necessary to develop one new way of doing things, rather than eight. Developing new processes and systems, recruiting new people and restructuring organisations are expensive and potentially risky activities. Investing the money to make these necessary changes only once will be significantly better value and enable oversight from dedicated governance groups to minimise risk. One of the key aims of the Partnership will be to reduce bureaucracy.

· Once a new way of doing things is established, it will be easier to develop and improve in the future. With simplified governance and standardised processes, it will be more economical in time and cost to monitor, develop and improve performance.

To ensure that real benefits are derived from this, processes will need to be standardised across the eight  PCTs before many of the improvements can be made (although this standardisation itself will lead to performance improvements, as the ‘best parts’ of each PCT’s commissioning function are extended to the others). This is part of the reason for establishing the Partnership through formal arrangements, rather than just improving sharing between the separate commissioning functions of each PCT – see below.

2.3 By harnessing the eight PCTs’ work on acute commissioning into a centralised team they can build expertise and efficiency

There is a need to harness the acute commissioning work of the eight PCTs into a centralised team to increase the critical mass and economies of scale of acute commissioning, to reduce the current duplication of work and to improve capability. 

Best value could be achieved by reducing duplication of acute commissioning and utilising expertise built up within the Partnership. In doing so, PCTs can ensure improved recruitment and retention and build capacity of acute commissioning. Establishing a central team with a strong understanding of the contractual frameworks for acute commissioning could enable resources to be balanced more efficiently whilst building sustainable expertise to maximise benefit and value for money.

It is important to note that whilst resources are pooled into the Partnership, this does not preclude PCTs from going further locally; for example where local need is greater or different to that of aggregated need, as long as this local action does not conflict with Partnership action.

2.4 Operating as one unit makes service providers better able to respond to needs

The eight North West London PCTs cover a population of circa 1.85
 million with an annual budget of +/- £2.7 billion. Working on the assumption that the commissioning budgets for those acute trusts within scope for the Partnership (see section 4.3) are approximately 35% of total PCT budget, the Commissioning Partnership would have spending power of almost £1billion. This represents a significant proportion of providers’ income and therefore significant leverage for negotiations with providers.  

PCTs in North West London already work together to pool expertise and increase leverage over providers. Harrow PCT and NHS Brent jointly commission from North West London Hospitals NHS Trust, NHS Kensington and Chelsea act as co-ordinating commissioners for Chelsea and Westminster NHS Trust on behalf of other PCTs and NHS Hammersmith and Fulham currently acts as co-ordinating commissioner for Imperial Healthcare NHS Trust on behalf of all London PCTs.  This centralised co-ordination makes interaction with Imperial simpler and more effective, as one point of contact communicates one coordinated set of requests. As well as simplifying interactions and transactions, dedicated resources on both sides (commissioner and provider) are able to develop stronger, more mutually beneficial relationships. This is much harder when one provider interacts with up to eight commissioners, each communicating different, and potentially conflicting, requirements. The current commissioning team for Imperial Healthcare NHS Trust at NHS Hammersmith and Fulham agree that developing current arrangements would provide further improvement faster:

· Staff will be dedicated to Partnership work, and their performance will be measured solely on their contribution to commissioning acute services.

· A single dedicated Partnership, with senior representation and support from all eight Boards, will have the capacity and expertise to ensure that all eight PCTs’ priorities are truly represented within commissioning intentions.

· Aligning process to ensure that there is one way of commissioning and that this is in line with best practice, will deliver acute commissioning services more efficiently and effectively. 

2.5 There are resource shortages across the commissioning landscape in many key areas

There is a limited resource pool available with the expertise necessary to transform an organisation into a world class commissioner. This includes commissioning expertise, such as procurement knowledge, contract development, information management and analysis, capability of effective negotiating techniques, as well as independent clinical expertise, which is critical to successful commissioning. This is partly reflected in the high number of vacancies and reliance on interims within the North West London PCTs.

Individual PCT recruitment from this limited resource pool would inevitably lead to competition between the PCTs, which would certainly waste recruitment effort and possibly undermine existing strong working relationships between the PCTs. Furthermore, the landscape of PCT commissioning across London is undergoing a significant shift; the London Clinical and Business Services Agency (the “hub”) will begin external recruitment, other PCTs are rapidly positioning themselves as more attractive employers, and as VSM salaries are brought in line with populations served by PCTs, other sectors will be able to offer more competitive rates to senior commissioners. Without investing significant effort to develop, incentivise and support staff in the transformation to world class commissioner, the eight PCTs risk not only failing to attract new resource, but also losing current expertise to other sectors. The effort required to ensure that these risks do not materialise will be best spent working together.

2.6 Creation of a formal Partnership

Many instances of joint working arrangements already exist between the PCTs including strong sector arrangements through the Joint Committee of PCTs (JCPCT), Collaborative Commissioning Group, Clinical Reference Group and sector-wide commissioning networks. However, it is necessary to go beyond these joint working arrangements to create a formal Partnership, with its own identity and with objectives aligned to PCT strategic plans, in order to deliver the most benefits for the local population. 

With informal joint-working arrangements, no one individual is charged with managing performance across all eight PCTs. A Commissioning Partnership delivering on its objectives for these PCTs would be able to exploit the high standards in each PCT for the benefit of the others. The Commissioning Partnership management team’s remit will focus first and foremost on capitalising and sharing the strengths of each PCT’s commissioning function. In this way, the Commissioning Partnership will be greater than the sum of its parts.

Distilling from eight sets of processes and transactions to one will give the opportunity to select only the world class elements – doing things once, and best. Without formalising arrangements, no one management group will have the power to be able to make these improvements across the eight functions. With only one set of processes and transactions to focus on, the risk of spreading resource too thinly across many organisations is eliminated. 

Creating the Commissioning Partnership with its own formal identity will ensure that staff fully align themselves to the Partnership’s commissioning objectives, and enhance the way that PCT staff align themselves to local and borough priorities and objectives.

Next Steps

· The case for change should be discussed with Boards as the basis for an agreement to establish a formally hosted Commissioning Partnership. 

· PCTs should ensure that the case for change adequately reflects their own key acute commissioning concerns and priorities as further development of the Partnership will use the case for change as a platform.

· PCTs to engage at early stage with internal and external stakeholders to communicate and discuss the case for change. 

· Additional details, including local colour to address any PCT-specific commissioning priorities, to further develop the case for change to be included in the full business case.

3. Vision and Purpose of the Partnership
3.1 Vision

The vision for the Partnership is for the PCTs to continuously improve the patient experience for local residents of acute hospital and specialised services. This includes improved health outcomes, the protection of patients’ dignity and treating patients respectfully as valued customers of services. 

The vision will be achieved through a shared commissioning function, known as the Commissioning Partnership, which will enable the eight PCTs to achieve level four in all of the world class commissioning competencies and successfully utilise these to provide tangibly better outcomes for patients in North West London.

This can be summarised into a Vision Statement as follows:
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3.2 Strategic Goals

The strategic goals for the Commissioning Partnership support the vision of improving acute trust performance, and have been defined as: 

1. Aggregate and co-ordinate the commissioning intentions of PCTs to reflect local priorities ~ for the eight PCTs (plus additional PCTs where the Partnership acts as lead commissioner for London – e.g. for Imperial Healthcare NHS Trust) the commissioning intentions will be aggregated and will form the basis for developing the overall commissioning strategy of the Partnership. This will ensure the Partnership strategy is grounded in local priorities and reflects local development needs. This goal maintains the status of the Partnership as a delivery vehicle for PCTs, and PCTs as accountable for commissioning.

2. Develop delivery strategies and ensure appropriate service availability ~ operating within the North West London provider landscape and working with the Collaborative Commissioning Group, the Partnership will determine the required delivery strategy to realise the aggregated commissioning intentions. This goal ensures that the acute services are exactly aligned to meet the needs of the local population, closes gaps in current service provision and enables patients to have a real choice of provider. 

3. Drive up acute performance and deliver improved health outcomes ~ a step change in acute trust performance across the North West London provider landscape, including sustained delivery of all national targets (18 weeks, A&E waiting times etc), will lead to improved health outcomes for the local population. Quality of discharges improves, readmission rates reduce and inequalities in access to acute services are addressed.

4. Ensure services offer quality and value for money ~ by developing close commissioning relationships with a variety of providers, including very large teaching hospitals, Foundation Trusts and local hospitals, the Partnership will be able to drive up quality and value for money through identification and dissemination of best practice. 

5. Ensure that the patient experience continually improves ~ through improved feedback mechanisms the Partnership will fully understand patients concerns such as dignity, customer-care, and clean and safe environments, and the Partnership is able to address these priorities through improved commissioning relationships and more effective performance management of providers.

6. Delivery of an effective acute commissioning function to PCTs ~ the Partnership enables all eight PCTs to significantly improve their world class commissioning competencies relating to acute commissioning. The Partnership operates as a delivery vehicle, which serves its PCTs equally whilst recognising their varying needs.

3.3 Design Principles of the Partnership
The design of the Partnership provides the framework through which it will utilise its functions to achieve its strategic goals. The use of design principles sets the “rules” within which the Partnership will operate and its relationships with PCTs, providers and other organisations.  The detailed business case must be tested against the design principles to ensure robustness and consistency.

	
	Design principle
	Description

	1
	The Partnership will improve the patient experience at every possible opportunity by improving acute performance.
	Patients are at the heart of everything PCTs do. Commissioning is the key lever for PCTs to ensure patients receive quality services and care. The Partnership will be designed with the necessary ability to effect positive change for patients.

	2
	Do things once rather than eight times, wherever beneficial.
	Where there is opportunity to minimise bureaucracy and maximise value for money, activities will be undertaken once only for the eight  PCTs. 

	3
	Lean, simple and robust governance.
	The governance structure of the Partnership must not add to bureaucratic procedure; the design will ensure the Partnership management structure is lean and the governance is simple to navigate, but not at the expense of quality or effectiveness.

	4
	A delivery vehicle that serves its PCTs as equal customers.
	The Partnership is a delivery vehicle for the eight PCTs, and does not challenge the statutory basis of PCTs; PCTs remain accountable for commissioning. The Partnership will undertake commissioning activities to achieve the PCTs’ strategic goals. In this role, the Partnership is a customer-focussed unit, serving its PCTs equally and being responsive to their needs.

	5
	The Partnership will build on existing capabilities to develop new expertise as required to deliver its objectives.
	The Partnership is about PCTs becoming better commissioners, not about restructuring existing capabilities. To achieve world class commissioning, the PCTs are committed to enhancing their capabilities and expertise within the Partnership by developing their people, recruiting additional resource or buying external support, as necessary.


Next Steps

· The vision, strategic goals and design principles require discussion by Boards as these elements will form the building blocks for the detailed development of the Partnership.
· The full design of the Partnership, to be developed in the full business case, should be mapped back against the design principles to ensure robustness and consistency.
4. Proposed Scope
The scope defines the activities where the Partnership will have a role and the nature of this role. A robust understanding of what the Partnership will do is critical to success, especially given the parallel changes ongoing in the PCTs’ commissioning landscape.

Understanding responsibility, accountability and delivery

Figure 4.1 gives a high-level view of responsibility, accountability and involvement for each of the twelve commissioning cycle steps. Against this are mapped the services which key stakeholders have identified as being in scope for the Partnership ‘
Colours of boxes represent different agencies, and the ‘Role’ row shows:

· [image: image9.emf]The Partnership will tangibly improve acute performance through World Class 

Commissioning. The local population will have better healthcare and a higher 

quality patient experience, with improved health outcomes.
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Small rectangle: the agency accountable for delivery. Accountability is defined as being held statutorily accountable for performance. In all cases, accountability remains with PCTs.

· Medium rectangle: the agency responsible for delivery. Responsibility is defined as having high-level delivery of the activity as a key performance metric.
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
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Large rectangle: the agency or agencies that will deliver the lower level processes relating to the activity. In many cases more than one agency is involved.
For additional detail, Table 4.1 maps the commissioning functions for which the Partnership will be responsible against steps in the commissioning cycle. 
4.1 Financial Scope
PCT acute commissioning budgets for the acute providers in scope will be managed by the Commissioning Partnership. On the assumption that acute commissioning budgets are approximately 35% of PCT budgets, this represents a sum of approximately £945million.
4.2 Scope of acute providers
The acute trusts for which the Partnership will have lead commissioning responsibility are listed below. PCTs will continue to commission from additional acute providers (such as Great Ormond Street NHS Trust other specialist providers) but this will be done through the lead commissioner.  The interface with other lead commissioners will be through the Partnership.
· Ealing Hospital NHS Trust

· The Hillingdon Hospital NHS Trust

· North West London Hospitals NHS Trust

· Imperial College Healthcare NHS Trust

· Chelsea and Westminster NHS Foundation Trust

· Royal Brompton and Harefield NHS Trust

· West Middlesex University Hospital NHS Trust

In addition the Partnership will interface with the London Ambulance Service, and Specialist Commissioned Services on behalf of the Sector PCTs.
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Table 4.1: Commissioning Partnership responsibilities
	Commissioning cycle step

	Commissioning Partnership responsibility

	Assess needs and prioritise
	· Analyse health data to identify health needs: disease and population group

· Develop detailed plan for service design in conjunction with local PCTs and PBC.

	Care Pathway and Service Design
	· Support roll-out of new pathways and services

· Provide a basic workforce framework to accompany both care pathways and service design

	Strategic and capacity planning
	· Build a baseline of current activities and capacity (financial and operational)
· Design and assess scenarios and strategic options

· Calculate the necessary capacity to match demand and study how capacity can be developed

	Customer service and patient feedback
	· Identify patient satisfaction metrics and design overall strategy for collecting feedback
· Solicit and capture patient feedback and monitor satisfaction metrics

	Stimulate the market
	· Monitor the current provider network
· Work with providers to develop new delivery models

· Develop new providers

	Manage the supplier network
	· Work with the existing supplier network to ensure optimum delivery of the strategic plan
· Decommission existing services where necessary

· Establish and manage collaborative networks

	Contract and procure
	· Develop commissioning strategies
· Develop contracts

· Prepare for contract negotiations

· Negotiate contracts

· Undertake tendering exercise for new service provision models

	Performance management of Acute contracts
	· Develop robust performance management methodology and tools 
· Monitor provider performance

· Benchmark data against national and international standards

· Manage the improvement programme for failing providers

	Coding Review
	· Regular validation and processing of invoices in liaison with the “hub”
· Clinical review of exemplar cases to  identify areas for discussion/challenge with providers

· Negotiate disagreements with providers

· Manage and operate payments to all providers




Next Steps

· The proposed scope requires discussion by Boards.
· Consideration should be given by the JCPCT to additional commissioning functions which could be included in the scope as indicated above.
· Mapping of the scope as described above to PCT existing commissioning functions, and relevant Public Health, to be undertaken for the full business case to identify specific service lines and prepare the way for identification of roles and staff members for the Partnership.
5. Indicative Benefits
As part of understanding the case for change and the need for the Partnership, it is important to be clear on the benefits that the Partnership will bring as it delivers on its objectives.  

5.1 Financial benefits

Recent experience from the world class commissioning assurance process demonstrates that the North West London PCTs require further investment in their commissioning functions to reach world class standards. The current financial climate, and the need for the NHS to achieve efficiency gains and improve productivity, has reinforced the case that it is not financially viable for PCTs to make this investment eight times over. The Commissioning Partnership is the vehicle for maximising the benefits of investing once to deliver world class commissioning standards for PCTs and enable a step change in acute service performance. 
Once operational the Partnership will begin to deliver financial benefits through improved service configuration and service delivery models, and enhanced capability for performance management of acute contracts. With an acute commissioning spend of approximately £1billion, a saving of just 1% represents over £9,000,000 released to further improve services to patients. It is important to avoid double-counting of financial benefits to PCTs from the Commissioning Partnership and from the “hub”; this is an areas which the full business case will explore further.
Financial benefits are expected in 4 areas:

· Tariff : As tariff prices are set the only way to affect costs and efficiency is through tight control of volumes. The Partnership will work closely with member PCTs to monitor and manage demand.
· Non-tariff: The Partnership will be well placed to exert maximum leverage on acute trusts in agreement of local prices. Its large critical mass will be used to drive down price and achieve improved efficiency and productivity from providers 

· Coding and claims management: The “hub” has been set up to support PCTs in this area.  Notwithstanding this there will be a role for the Partnership in this area.  In particular the Partnership will be better placed to be an intelligent customer of the “hub”.

· Strategic Reconfiguration: As we go into the economic downturn there will be need for greatly enhanced productivity.  This will only be gained by looking across sites which will enable maximum efficiency gains through optimal configuration of services.   The Partnership will be uniquely placed to bring together service redesign, provider landscape configuration and contract agreement and performance.
The Partnership must work closely with local PBC Consortia to ensure seamless redesign and reprovision of acute services in the Community.  This will be another source of efficiency and savings.

5.2 Improvements to acute performance

The primary aim of the Partnership is to improve acute sector performance.  The starting point for this will be the clear expectation that all Acute Trusts will achieve all acute sector targets.  More than this, the Partnership will work with local PCTs, PBC Consortia and Trusts to ensure that this performance will be sustained over time.
As well as securing the major targets such as waiting time performance the Partnership will address further patient based quality targets using CQUIN and other mechanisms as outlined below.

5.3 Benefits to PCTs 

Every PCT in the Sector has been assessed through the World Class Commissioning process.  This has shown that all PCTs need to improve across a range of competencies particularly in relation to contracting and procurement, market management and the monitoring and improvement of the patient experience.  To create this improvement in each PCT would have required investment in new and scarce skills.  The Partnership will ensure this investment is minimised and will deliver improvement performance against all of these areas.  This will enable Sector PCTs to progress against WCC competencies when assessed in subsequent years. 
All Sector PCTs have invested in the “hub”.  The Partnership will act on behalf of all Sector PCTs to ensure maximum value is gained from the range of services provided by the “hub”.  The added leverage gained by the Partnership will ensure that the “hub” addresses our agenda and priorities.
5.4 Delivering benefits to Patients 

Commissioning is a PCT’s key lever for improving service delivery for patients. Through effective management of the entire commissioning process - from understanding population health needs to developing relationships with emerging providers to performance management of existing contracts – PCTs can influence health and experience outcomes for patients. 

The Partnership will create a team of experts in acute commissioning; experts in using commissioning as a lever to improve outcomes for patients. As experts the team will develop a greater understanding of what patients want and need from acute services, an in-depth knowledge of acute service delivery and payment system, and the capabilities to effect the changes required to deliver improved outcomes for patients. The Partnership will be specifically tasked to consider the patient experience as well as the hard measurables of target achievements and health outcomes; the dignity, safety and customer care of patients will be at the heart of the Partnership’s approach.
5.5 Benefits to Commissioning Staff

The creation of the Commissioning Partnership will support the development of creative career paths for commissioning staff in North West London through bringing together key staff, investing in key areas and developing high levels of expertise. PCTs currently experience an over-reliance on interim staff in their commissioning functions and this lack of continuity is undermining the overall level of capability. 
The Partnership, with its focus on world class commissioning, relationship building with providers, and developing expertise in acute service provision, will begin to address these recruitment and retention issues and lead to a stable, highly capable commissioning workforce.
5.6 Delivering benefits to providers

As the commissioners of healthcare, PCTs are the local leaders of the NHS, however, this does not mean stamping their authority on providers, but building strong relationships and working together to meet their common goals of improving patient experience and health outcomes. The formation of the Commissioning Partnership, and its focus on provider relationships, will enable acute trusts to respond more effectively to the commissioner. Closer working will be supported by single points of contact, reducing duplication and improving continuity. 
Furthermore, the Commissioning Partnership will play an active role in supporting its local acute trusts to reach the standards required for Foundation Trust status, and actively work with trusts on their development plans to reach this goal. 

Next Steps
· The indicative stakeholder benefits should be discussed by Boards as the platform for developing further detailed, and specific, benefits.

· The Inner Alliance had started work on detailed benefits realisation.  This early work is contained in Appendix 2 and now requires further input from all Sector PCTs.  The benefits framework will be developed to demonstrate how KPIs and benefits link to the strategic goals, and ensuring there are mechanisms for delivery of every benefit, in the full business case.
· Stretch targets will be identified for each KPI based on benchmarks of current PCT performance.

6. Governance
The governance structure of the Partnership describes the reporting, governance and departmental arrangements for the Partnership, particularly with regard to its relationship with the host PCT and the other seven PCTs.  The proposed governance structure of the Partnership is represented in Figure 6.1 below. 

The approach for designing the structure of the Partnership was developed from the following sources:

· Office of the PCTs recommendations for governance arrangements of shared commissioning functions (September 2008)

· The Commissioning Partnership design principles 

· Commissioning Partnership vision and strategic goals

· Best practice models of organisation design.

The proposed governance structure sets out the roles of the host PCT, JCPCT, Commissioning Partnership Business Group and the Partnership Management Team - including the governance elements which oversee and advise the Partnership. 

Figure 6.1 Governance Structure of the Commissioning Partnership
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The role of clinical leadership and PEC/CEC Chair involvement is vital to the success of the Partnership.  Discussions have commenced amongst PEC/CEC Chairs concerning the best way that this can be achieved.  It will be further explored in the full business case.

6.1 Role of the host PCT

The host PCT will provide various services to the Partnership. The host will need to:

· Employ Partnership staff

· Assume liability for the statutory responsibilities arising from day to day operations of the Partnership. This would include accountability for employment, resource use, and audit.

· Accommodate Partnership staff at a suitable location which is attractive to staff to facilitate high quality recruitment.
· Provide logistical support, e.g. desk space, computers, security passes and general IT and facilities support

· Be responsible for leadership of the Partnership, through the Chief Executive of the host PCT

· Supply corporate services to the Partnership

6.1.1 Agreement of a legally binding hosting arrangement

A fully binding hosting agreement needs to be signed to commit the host PCT to delivery of the required services. The host agreement will also facilitate the transfer of statutory responsibilities for staff working in the Partnership and accountability for oversight/ audit of the Partnership budget

6.2 Role of the Sector Chair

The Chair is responsible for leading the Sector JCPCT and for ensuring that it successfully discharges its overall responsibility for the functions delegated to it by the constituent PCTs.   It is imperative that the Sector Chair and PCT Chairs work closely together to promote collective working to strengthen commissioning.

6.3 Role of the Sector Chief Executive

The sector Chief Executive has specific responsibility for the Commissioning Partnership, operating within the functions and responsibilities delegated to it by the constituent PCTs. The Sector Chief Executive’s PCT will be the host PCT for the Commissioning Partnership

6.4 Role of the JCPCT
The JCPCT is the governance body for the Partnership and reports to the eight PCT Boards individually. It is proposed that the JCPCT will delegate acute commissioning powers to the Partnership, and will hold to account the Host PCT Chief Executive for the delivery of the Partnership’s functions within the parameters of delegated authority. 

Membership of the JCPCT is Chairs and Chief Executives of the eight North West London PCTs. It is recognised that clinical leadership, via PEC Chairs, is vital to the JCPCT’s success and further consideration will be given to governance arrangements within the JCPCT to reflect this role. 
The JCPCT will require updated Terms of Reference to reflect the new arrangements. 

6.5 Role of the Commissioning Partnership Business Group

The Commissioning Partnership Business Group is intended to ensure representation from the eight PCTs in the development and delivery of strategy for the Partnership. The Group will agree the strategic objectives for the Partnership and ensure that the annual cycle of business is conducted effectively; define its business plan, operating plan and priorities and monitor the Partnership’s financial and business performance.  This Business Group will support the work of the Collaborative Commissioning Group.
The membership of the Group will be Directors of Commissioning (or similar, dependent on the structure of the PCT) from the PCTs. It will support the work of the Collaborative Commissioning Group (CCG).
6.6 Role of the Commissioning Partnership Management Team 

The Commissioning Partnership Management Team provides direction and day-to-day management of the operation of the Partnership. The Team will track Partnership progress and performance against business plan and operating plan, identifying and mitigating against operational difficulties.

Membership of the Management Team will be the Host PCT Chief Executive, Chief Commissioning Officer and the Directors for the Partnership. 

6.7 Role OF THE CLINICAL REFERENCE GROUP (crg)

The existing CRG has achieved a great deal in relation to outpatient follow up ratios and standardised clinical pathways across the Sector.  It is envisaged that this work will continue in close liaison with the Partnership.  As part of the discussions on clinical engagement consideration will be given to CRGs for each individual hospital.
6.8 Financial Governance

6.8.1 Delegation of budgets

The proposal is that budgets will be delegated; further work regarding the governance arrangements and the exact meaning of delegation will form a key workstream and will be reflected in the full business case.
6.8.2 Value for Money

There is a requirement for PCTs to observe the need to demonstrate value for money, as stipulated by Standing Financial Instructions and by the Partnership strategic goals. Delegating functions to a Partnership does not affect this requirement for the Board. The PCT Boards must, therefore, receive information that mean they are assured that value for money is being achieved in the commissioning of services by the Partnership. To ensure that this is the case it is proposed that the Audit Committee receives all audit reports on the shared functions and specifically those relating to “Use of Resources,” and reports to the Boards on the basis of the audits received. The conduct of such audits will be the responsibility of the lead PCT, but each PCT will ensure that the financial implications of this are part of the cost of managing the shared functions.

Next Steps

· The governance structure, hosting agreement and budget delegation mechanism require confirmation Boards. An agreement of a minimum duration of three years for the Partnership should be considered. 

· Service Level Agreements to be drafted between Partnership and Sector PCTs.

· Further consideration to be given to incorporating a strong clinical leadership role within the JCPCT governance arrangements.
· Early consideration should be given to determining and ratifying the PCT host for the Partnership. 

· Financial arrangement to fund the implementation phase (as opposed to the running costs of the Partnership) of the Partnership need to be confirmed.
7. Organisational Model

The organisation structure of the Partnership and its directorates is based on the principles of close integration and inter-directorate working.  Directorates are centres of expert knowledge, contributing specialist skills to delivering the key responsibilities of the Partnership. It is essential that they work closely together, integrating their services through intelligent collaboration, to ensure that all relevant steps of the commissioning cycle are undertaken consistently. Figure 7.1 is a graphical representation of the proposed structure of the Partnership. 
Figure 7.1 Commissioning Partnership proposed organisational model
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7.1 Key roles in the Commissioning Partnership
Indicative summary role descriptions of the key roles within the Commissioning Partnership are set out below:

7.1.1 Host PCT Chief Executive

The host PCT Chief Executive will assume responsibility for the Commissioning Partnership. The role will be to lead the Partnership to deliver world class commissioning and improve health and health services for the local populations across North West London.  It is anticipated that the North West London Sector Chief Executive will be the Chief Executive responsible for the Commissioning Partnership – this will be confirmed once the Sector Chief Executive has been appointed.
7.1.2 Chief Commissioning Officer

The Chief Commissioning Officer will assume responsibility for the day-to-day and strategic operational effectiveness of the Partnership and will ensure that the directorates in the Partnership work together effectively.  The chief commissioning officer will report directly to the Host PCT Chief Executive

7.1.3 Directorate Heads

The following indicative Directors have been proposed.  The Corporate function of the Host PCT will also act as the Corporate function for the Commissioning Partnership.
· Director for Quality ~ responsible for ensuring that the Partnership works according to best practice, meets required standards including world class commissioning, and that quality improvements are sustainable.

· Director of Finance ~ responsible for financial business planning and accounting of the Partnership. The Director of Finance will have a key role in underpinning all commissioning activities with robust and effective financial measures.

· Director of Contracts and Procurement ~ responsible for the development of contracts and contract negotiation, tendering, procurement, performance management and decommissioning.

· Clinical Director ~ responsible for the clinical leadership and clinical governance of the Partnership’s activities. Key relationships will include PBC clusters, public health and clinical colleagues within acute trusts. The Clinical Director will have a key role in the design of clinical pathways and will ensure an effective interface between primary and secondary acute care.
· Director of Performance, Knowledge and Information ~ responsible for driving knowledge management, performance management, including underperformance, the coding review and contract performance management.
7.2 Indicative costs 
It is anticipated that full year running costs of the Commissioning Partnership will not exceed £4,000,000 per annum. This has been benchmarked against other London sector’s development of acute commissioning vehicles. Further work will be undertaken in the development of a finalised business case to fully examine the costs and identify where further reductions in cost can be made. Further work is also required to identify the posts and staff numbers which will transfer to the Alliance.

It is expected that PCTs will contribute to the running of the Partnership on a pro rata basis by population. Financial contributions would be defrayed where PCTs transfer existing staff to the Partnership.

Next Steps

· The indicative organisational model and roles require discussion by Boards. 
· Responsibilities for each of the Directorates will be enhanced in the full business case.

· The skills assessment, skills profile, development requirements and job descriptions will be enhanced in the full business case.

8. Phasing
The formation of an expert team of acute commissioners, representative of eight PCTs, who are effectively skilled and utilise efficient and effective commissioning processes will take time to reach. Forming the initial make-up of this team can be done within a matter of months (depending on appropriate planning, staff consultation etc) but upwards of 12 months will be required for adequate recruitment, up-skilling and process re-definition to ensure the Partnership is operating at its maximum capability. As such, the following phasing is proposed for the establishment of the Partnership.  The diagram in Figure 8.1 represents the proposed phasing of the implementation of the Commissioning Partnership.

Figure 8.1 Implementation Phasing
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8.1 Phase 1: Agreement to proceed

Phase 1 is the preparation of the outline business case for consideration by the JCPCT on 6 March 2009. Approval of the outline business case indicates agreement to proceed with development of a full business case for consideration at May PCT Boards. Following agreement by the JCPCT the outlines business case will go to PCT Boards in March and April.
The output from Phase 1 is an outline business case (this document) which will be presented to the JCPCT.

8.2 Phase 2: Detailed scoping

Phase 2 proceeds following (anticipated) approval of the outline business case by the JCPCT on 6 March. 

Phase 2 focuses on the development of a robust, detailed business case.  The detailed business case will articulate the full scope, operating model, organisational model, benefits, costs and risks of implementing a Commissioning Partnership across North West London.  

The output from Phase 2 is the full business case for consideration by PCT Boards. 

8.3 Phase 3: Full business case approval

Phase 3 is the consideration by PCT Boards of the full business case for the Commissioning Partnership. This phase will require robust stakeholder management and communication of the content and shape that the detailed business case is taking prior to presenting the full business case to the PCT Boards.  Early socialisation of the business case content with PCT Boards and discussions around concerns they may have will allow the business case to be adapted prior to formal presentation.  

The output from Phase 3 is approval from the eight PCT Boards of the full business case at the May PCT Boards.
8.4 Phase 4: Implementation planning

Phase 4 is the implementation planning phase and will commence once the full business case has been agreed by all PCT Boards and the funding arrangement for the implementation of the Partnership are in place. The programme implementation team will be formalised, staff consultation will commence, accommodation for the Partnership and associated infrastructure secured and the transition plan will be developed. 

Recruitment of senior Partnership staff may commence during this phase as it would be useful to have these key players on board as soon as possible.

The output from Phase 4 is a comprehensive and robust implementation plan 

8.5 Phase 5: Transition

Phase 5 is the about putting the implementation plan into action. Strong consideration should be given to ensuring business as usual is not disrupted during transition. A Phased transition is likely to be most effective to ensure the new Partnership can properly absorb each service line or staff group as it transfers.

The output from Phase 5 is the operational Partnership.

Next Steps

· Agreement must be reached that the phasing, and associated timescale, articulated above illustrate the best way forward to proceed with implementation of the Commissioning Partnership. 

· Once agreement of the phasing structure has been reached, key roles on the programme implementation team should be identified at the earliest opportunity.
· Indicative costs should be developed for the change programme activities. 

9. Risks

The following risks have been identified during the scoping of the outline business case, as potentially impacting on the successful establishment of the Commissioning Partnership. 

Table 9.1 Identified risks to the successful implementation of the Partnership
	Risk
	Description of Risk
	Proposed mitigation

	Resources required for development of a full business case cannot be made available
	To develop a detailed business case sufficiently robust to gain Board approval, and representative of the eight PCTs, Directors of Commissioning, Directors of Finance and other key stakeholders will need to work together to contribute ideas and input to the design of the Partnership. Limited availability of these key individuals to the development of the full business case will result in a less robust case.
	· Priority identification and freeing up of key resources from each PCT. 

· Immediate formation of an effective programme management structure, including articulation of workstreams to develop key aspects of business case

	PCT Boards approve the business case but only with caveats and restrictions
	Boards are expected to give approval and financial commitment to the development of the Commissioning Partnership without much ‘warming-up’ time. Boards may be insufficiently briefed to feel able to give approval, or may have concerns regarding the financial commitment. 
	· PCT Chief Executives to start immediate briefing to their Boards of the case for change, purpose of the Partnership and indicative running costs. 

· Accurate costs are to be developed for the full business case. 

· PCTs to provide an early indication of the financial commitment they are prepared to make to the Partnership.

	Pan London expectations of operational by 1st July cannot be met
	Expectations from pan London programme office are for acute commissioning vehicles to be operational by July 2009. A robust implementation cannot deliver a fully operational Partnership by this date. Striving to deliver for this date would require a less robust implementation and may lead to a less robust Partnership.
	· Identify aspects of the Partnership for early operation.

· Agree and communicate a clear timetable of events leading up to full operation.

	Staff cannot move location and/ or move to the Commissioning Partnership
	The design of the Partnership depends on the formation of a real (not virtual) team which sits within the host PCT from both a governance and a physical perspective. Some staff may wish not to move location, team or employer. Furthermore, some staff currently focus on more than acute commissioning only – this may be a preference and some staff may be resistant to move to an acute-only role.
	· Early communication and engagement with staff across the eight PCTs who are likely to be impacted. 

· Early identification of those staff who may not wish to move to the Partnership.

· Identification of more staff than required for the Partnership to accommodate those staff who cannot move. 

· Effective pre-consultation and staff consultation to ensure staff are provided with sufficient detail to make an informed choice. 




The above table focuses on implementation risks there will also be delivery risks once the Partnership is established.  These include:
· Ability to recruit and retain key staff

· Overlap and duplication with the “hub”

· Insufficient early wins to maintain PCT confidence

· Slow reconfiguration of Providers leaving complexity of contracts
· Diversity of views amongst the Sector PCTs regarding contract priorities

· Differential financial positions

The list above is not exhaustive but will be explored, together with their mitigation, in the full business case.

Next Steps

· Risk and mitigation of implementation to be explored and mapped.

10. Recommendations
The following recommendations will need to be actioned before the outline business case can be developed into a full business case.

Table 10.1 Recommendations and actions to proceed with the full business case
	Recommendation
	Action to be taken
	Timescale

	Approval of the outline business case 
	Approval of the scope, governance, organisational model in the outline business case as these will form the foundation for the detailed business case.

Approval of the programme phasing articulated in the business case as this indicates how the detailed business case and the Partnership implementation will proceed.
	March

	Determine the Host PCT 
	The development of the full business case and subsequent staff consultation and engagement can not commence without confirmation of which PCT will be hosting the Partnership.  It is anticipated that the Chief Executive of the North West London Sector will also be the Host Chief Executive of the Commissioning Partnership. Confirmation of Sector Chief Executive is expected soon after 19th March 2009. 
	March

	Release of staff from the eight PCTs to work on the Partnership programme
	The development of the full business case and subsequent implementation workstreams (e.g. process modelling, staff communication, staff consultation etc.) rely heavily on the availability of staff from the eight PCTs.  Without the availability of this staff, the Partnership programme will not be able to proceed effectively.
	March - August

	Appointment of programme team 
	A programme office to run the Partnership programme needs to be established to ensure that the programme implementation is managed in line with time, budget and quality expectations.   It is estimated that the costs of this programme office will be no more than £12k per PCT.  It is not anticipated that there would be further start up costs.
Programme leads within each of the eight PCTs should be identified. The leads will ensure that staff members from the PCTs are available to undertake programme work when required.  
	March

	Prepare PCT Boards for sign-off of the full business case
	The case for change and the requirements from the Commissioning Partnership have developed quickly. Therefore, Chairs and Chief Executives will need to hold discussions and briefing sessions with their Boards to ensure all members are up to speed on, and committed to, the outline business case and to gain input into the full business case.
	March – May

	Stakeholder engagement
	Chairs and Chief Executives to ensure key stakeholders are fully engaged in the developments of the Commissioning Partnership. 
	March - May


APPENDIX ONE:  Outline business Case vs Full business Case

	Section
	Outline Business Case 

for JCPCT
	Full Business Case 

for PCT Boards

	Introduction
	Background

Document Purpose
	As outline business case and updated to address any comments.

	Case for change
	Case for change
	Case for change updated to reflect commissioning priorities of all eight PCTs and associated PBC.

	Vision and Purpose
	Vision and purpose of the Partnership

Design Principles

Strategic Goals
	Vision and purpose of the Partnership updated to reflect commissioning priorities of all eight PCTs and associated PBC.

	Scope
	Scope of the Partnership (high level)
	Scope of the Partnership (detail)

Service lines mapped to Directorates within the Commissioning Partnership

Interface with the “hub”, relationships with providers and other key stakeholders

	Benefits
	Indicative benefits including financial benefits, benefits to patients, benefits for commissioning staff and benefits for providers
	Benefits frameworks by stakeholder: strategic goals, KPIs, success measures

Mechanisms for delivery of benefits

Benefits realisation plan

	Governance
	Governance arrangements for the Partnership as a delivery vehicle

Role of Host PCT , Sector Chief Executive, JCPCT, Partnership Business Group, and Partnership Management Team

Financial governance
	Hosting arrangements

Legal considerations including a framework establishment agreement

Arrangements for delegation of budgets

Governance arrangements for the implementation and transition phases of the programme -  to include stakeholder management, communications, HR support etc.

Establishment of a stakeholder reference group for the implementation phase of the Partnership.

	Organisational Model
	High level organisational structure

Role of Host PCT Chief Executive, Chief Commissioning Officer and Directors

Indicative costs
	Detailed organisational structure

Detailed Management team roles including job descriptions

Total operating model

Map Directorates against delivery of the Partnership Strategic Goals

Staff skills profile

	Phasing
	High level plan of the programme phasing
	Full plan for each phase

	Financial Case
	Not applicable to the outline business case
	Financial case for (a) implementation and (b) operating costs and financial risk sharing

Arrangements for PCT contribution reflecting current investment and new  investment

	Risks
	Risks (high level)
	Risks (detailed), Constraints  and Mitigation

	Recommendations
	Recommendations for next steps
	Detailed recommendations for each phase of programme

	Readiness for Implementation
	Not applicable to the outline business case
	Readiness for implementation 

Logistical planning (accommodation, IT infrastructure etc)  

Business readiness (business change, service management, service levels, management processes)
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Case study


After hearing one of the North West London PCT Chief Executives speak at a public consultation event, a local resident realised that the PCT would be interested in hearing their views on treatment received. The patient wrote a comprehensive and credible account of their experience of several different services in a large acute trust, highlighting a number of problems. Particular focus was on poor customer service, disorganisation, lack of transparency and lengthy, unexplained delays.


How will the Partnership change this? The initial problem in this scenario was that the patient was never asked for feedback, either by the provider or the PCT – and it took a determined effort on the patient’s behalf to provide feedback to the PCT, by which time the patient’s care episode was long finished. The Partnership will significantly improve patient feedback processes. Initially this may involve simply setting up dedicated email and text channels for patients to provide feedback to the PCTs about their experience in hospital or with their dentist, optician or pharmacist. In the long term, the Partnership will also explore more advanced systems, such as giving patients electronic devices to score each aspect of customer satisfaction during their treatment in hospital, with results being automatically sent to the PCTs in real time.


Secondly, the patient highlighted a significant number of shortfalls in acute service provision, especially compared to treatment they had received elsewhere. By pooling commissioning expertise and doing things once rather than eight times the Partnership will develop a depth of expertise of acute services, and close relationships with acute providers. This will provide a strong platform for the Partnership to influence and negotiate with acute trusts to improve the services they deliver to local residents.





Benefits to Patients





“What patients can expect”





Targeted improvements in care pathways to meet the needs of local people 


Targeted improvements in clinical quality to ensure the very best evidence-based care is received


Acute Trusts working to agreed priorities and therefore more likely to deliver improvements sought


To have their views actively and regularly sought on existing acute services and  to have their views acted upon to target improvements in service quality and delivery


New services designed around the needs and expectations of patients


Stretching quality metrics are in place in all contracts and providers performance assessed against these


Real time patient surveys are conducted in hospitals and the experiences of patients acted upon


Alliance will set out 5 year commissioning intentions to negotiate with Trust therefore patients and associated GPs as referral agents will be guaranteed certain level of services, national improvements achieved in a planned and coordinated way. 


Procurement will be centralised therefore harnessing current local knowledge and securing additional expertise across the Alliance therefore reducing transactional costs for Alliance to be directed to patient care.




















Benefits to PCTs





Benefits to Patients





Strategic Goal





2. Develop delivery strategies and ensure appropriate service availability of acute services





“What patients can expect”





Care pathways are redesigned so that there is a more seamless service for patients between providers


To have research on global evidence-based best practice implemented in local hospitals


Active involvement of patients  in the development of new care pathways so that new services designed around the needs and expectations of patients


To have standards of care in provider services monitored against England and the rest of the world to ensure clinical care and health outcomes are continually improving


Better information on hospital performance and the quality of care provided


To have access to other providers for  treatment (private and public sector)


Better information is available on the choice of NHS hospitals and other providers from which to be treated and the ability to make an informed choice


Capacity planning is carried out to ensure that there is no disruption to services and that future needs and fluctuations in demand are met


Real time patient surveys are conducted in hospitals and the experiences of patients acted upon


The Alliance will commission a 7/7 service that fits the needs of the communities the Trust serves 

















Benefits to Patients





“What patients can expect”





Performance of providers is kept under continual and close scrutiny to ensure it provides excellent care, meets its targets and uses tax payers money wisely 


To have research on global evidence based best practice implemented in local hospitals


Acute providers meet national and local performance targets including: 18 weeks RTT; A&E 4 hours waiting times


Referral to treatment time reduced from 18  to 12 weeks


Better health outcomes are achieved as a result of evidence based care and improvements in the quality of care


GPs receive an electronic discharge summary to ensure continuity of care


Improved rates of cancer survival


Hospital acquired infections rates and risks are reduced 


Reduction in the likelihood of being readmitted to hospital following treatment


Services are available at more convenient times and locations for patients 


The Alliance buying power will ensure that patients can be guaranteed of the comparable better outcomes compared to similar local hospitals of choice


Patient services will benefit through the contractual relationship between the Alliance and the provider will enable clarity on performance metrics with appropriate levers for change as with any legal third party supplier 


The Alliance will recommission services for local populations if the provider does not meet the contractual standards and fails to achieve locally agreed performance improvement measures.  Patient experience will be a central performance metric to commission for improvement (CQUIN).





Benefits to Patients





“What patients can expect”





Performance of providers is kept under continual and close  scrutiny to ensure it provides excellent care, meets its targets and uses tax payers money wisely 


Action taken promptly if providers’ performance falls below requirements 


Where services continue to under perform to have  these services improved or decommissioned


To have standards of care in acute services monitored against England and the rest of the world to ensure clinical care and health outcomes are continually improving


Better health outcomes as a result of evidence based care and improvements in the quality of care


Services received provide value for money


Hospitals are financially stable and well managed 


Less time is spent in hospital due to faster access and better care including a reduction in outpatient follow up appointments


Patient feedback/experience is used to negotiate improvements in provider performance


Better information on hospital performance and the quality of care provided 


Alliance will commission higher level of day case/ambulatory care therefore patient experience and outcomes will improve with less time spent in hospital 


Alliance commission for equality and diversity improvements including recognising and supporting the role of the carer in health care (covered under 5 as well)





Benefits to Patients





“What patients can expect”





Real time patient surveys are conducted in hospitals and the experiences of patients acted upon


Patient views are continually sought to understand current experiences of the NHS and future needs and wants


Trends in patient feedback are analysed and acted upon


Patient feedback/experience is used to negotiate improvements in provider performance


Active involvement of patients  in the development of new care pathways so that new services designed around the needs and expectations of patients


Patients admitted to hospitals will receive care in single sex accommodation


Patient feedback will inform improvements in:


Dignity & respect


Customer Service


Hospital catering


Access to services


Hospital environments


Alliance will expect to see patient council advising commissioners specifically as critical friend of Imperial.  Model based on user focused monitoring commissioned to evaluate quality of patient services at local mental health trust. 





Benefits to Patients





“What patients can expect”





Commissioners work together to redesign care pathways so that there is a more seamless service for patients between providers


Providers will do what patients and commissioners demand and want, and not what providers want 


Improvements to services are agreed and driven by staff working with patients at the heart of everything they do


World Class Commissioning of services will result in a number of improvements, including:


high quality services that are evidence-based and safe:


value for  tax payers money being delivered;


services that are responsive to the needs of patients ;


predictive modelling to determine what services will be required in the future;


 analysing the wider provider market to ensure continual service and clinical improvement;


Real time information on performance to drive improvement;


Patient feedback being central to all new and re-commissioned services.


GP to hospital pathway reviewed to trouble shoot issues and ensure resources are appropriately invested.











� Based on GP practice populations – extracted from the ADS 2007 and reconciled to ONS mid 2006 estimates for local authorities minus special populations





i
d/M/yy DATE \@  \* MERGEFORMAT 
12/3/09


