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Draft response to Liberating the NHS - Commissioning for patients
Consultation questions are shown in italics, the proposed response in normal font.
• 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 problem with the centralisation of maternity services is that there will be a temptation for the NHS Commissioning Board to set up elaborate structures to organise the contracts with provider services such as GPs, community and acute NHS trusts.  Wandsworth LINk would oppose the creation of such bureaucratic machinery.

An alternative approach would be for the Commissioning Board to decide on the quality and outcome criteria and methods of payment which should apply to providers undertaking work under these contracts but leave the decisions about volumes going to such providers to the local GP consortia.  GPs who can fulfil the criteria could undertake the primary care work both for their registered patients and for other patients choosing their services and the community and acute NHS providers 

• How can the NHS Commissioning Board and GP consortia best work together to ensure effective commissioning of low volume services?

Overall decisions over the minimum volumes of such services being delivered by any individual NHS provider should be set by the Commissioning Board and/or NICE.  Thereafter, local providers would have to demonstrate that they could achieve these volumes by gaining volume commitments from GP consortia.  This would stop many small providers offering low volume services which would be inefficient and possibly unsafe.
• Are there any services currently commissioned as regional specialised services that could potentially be commissioned in the future by GP consortia?

Consideration should be given to localising the commissioning of the non-GP elements of maternity care to GP consortia.

• 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?
There should be a requirement placed on GP consortia to ensure that they have sought and properly taken account of the views of such practitioners before finalising their commissioning plans for any such services.

• How can GP consortia most effectively take responsibility for improving the quality of the primary care provided by their constituent practices?

This would seem to be a difficult problem.  GP consortia would tend to become defensive about their own member GPs and their practices.  The monitoring framework for the quality of primary care will need to be set up independently of the GP consortia and the results communicated to them in a format which requires action.  The involvement of the patient and the public is also vital to help drive up quality, particularly around issues of patient access to primary care and the responsiveness of practice staff.

The difficulties in implementing new GP-led health centres in some areas where they have been opposed by existing local GPs would also suggest that there need to be arrangements for encouraging such open-access, walk-in developments where there is patient support, irrespective of whether or not they are supported by existing GPs.

• 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?

The NHS Commissioning Board should not be allowed to set up large regional and sub-regional structures for monitoring and management of primary care.  It should enlist the help of local partners including local upper tier/unitary councils and patients and the public.  Together, they could agree a small set of key performance indicators which could be used to monitor primary care covering issues such as health outcomes, patient satisfaction, the range of services on offer and the accessibility and flexibility of service delivery.
• What safeguards are likely to be most effective in ensuring transparency and fairness in commissioning services from primary care and in promoting patient choice?

Two issues are of prime importance: easily understood performance indicators to identify good and bad primary care performance and powerful and well-supported patient and public involvement groups.

• 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?

By resisting the temptation to become too involved in the day-to-day management of local commissioning, keeping its regional organisations to an absolute minimum and enlisting the local democratically elected councillors and patient and public representatives to monitor and comment on how well local GP consortia are achieving high quality health outcomes.  

• Are there other activities that could be undertaken by the NHS Commissioning Board to support efficient and effective local commissioning?

Activity to ensure that there is full and real involvement of representatives of local patients and the public in all key local commissioning decisions.
• What features should be considered essential for the governance of GP consortia?

Democratic involvement through local Councillors having a statutory role and well-supported patient and public involvement.
• How far should GP consortia have flexibility to include some practices that are not part of a geographically discrete area?

Consortia will clearly have to be accountable for commissioning services both for their own patients and for those living within a defined geographical area.  To keep these two accountabilities simple, consortia should be geographically consistent, not include practices from remote areas and should make sense in relation to the boundaries of social services providing local authorities.  Individual consortium should not cover geographical areas within more than one social services-providing council area unless they cover the whole of both such local authority areas.  Any arrangements other than this inhibit the development of seamless services between health and social care and add to the risk of duplication and inefficiency. 

• Should there be a minimum and/or maximum population size for GP consortia?
The minimum size should be defined by the size of the social services-providing local authority within which the GP consortium sits as much as by the size of the population but populations of less than 200,000 should be seen as the exception.  Consortia which are too small will use too much of their GP resource in management of the consortium and find it difficult to recruit skilled commissioning staff cost-effectively.  Consortia which have to deal with more than one social services authority will have to spend too much time on these relationships and this should be avoided in the interests of bringing health and social care closer together.

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

Much of the expertise they require already sits within local authorities and, with the proposed transfer of public health services, this shared expertise will increase.  Consortia should be encouraged or even expected to look to the local authority for much of the analytical expertise on which to base their commissioning decisions and to local authority procurement expertise for help with effective contracting with providers.

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

There is and will be a ready market of external providers of commissioning support.  Consortia should be required to demonstrate that they are achieving best value in their purchasing of this support to avoid accusations of cronyism or poor value for money.

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

Financial risk goes to the heart of decisions about the minimum size of consortia; they will need to be large enough to ensure that year-to-year variations in expenditure can be managed without too much of their income being held as a contingency.  Local authorities have a great deal of experience in the similar task of helping schools manage their own budgets and consortia should be encouraged to look for support from that quarter.  This again is a strong argument for consortia to fit neatly within local authority boundaries.  Risk pooling across consortia would also be easier to achieve at the level of a local authority.

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

There is no shortage of examples of statutory guidance available which is applied successfully to other public bodies and there is no need to re-invent the wheel.  Patient and public involvement is essential to ensure that investment decisions are under public scrutiny.

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

Any outcomes included in the framework need to be measurable over a reasonable timescale.  Patient satisfaction measured through carefully designed research is a vital part of any such framework.

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

The difficulty here will be in devising a structure which affects the income of the GP rather than the budget which is available to pay for the patient.  If the latter occurs then patients will pay twice for poor commissioning by consortia; once because of the poor decisions made and then again because of the reduced funding available for their care.
• What arrangements will best ensure that GP consortia operate in ways that are consistent with promoting equality and reducing avoidable inequalities in health?

Most of the major avoidable inequalities in health are now seen to be linked to the lifestyle choices of individual patients and their families around to diet and exercise and the use of drugs and alcohol.  GP consortia should be required to continue to provide effective approaches to encouraging healthy lifestyles alongside the work of public health departments and others.

• How can GP consortia and the NHS Commissioning Board best involve patients in making commissioning decisions that are built on patient insight?
There are two elements to this.  The first is ensuring that patient and public involvement is meaningful and well-informed.  Patient and public groups need good factual information on commissioning options if they are to respond in helping to design the overall commissioning framework.  For this they need easily understood clinical and business data.  Secondly, the overall commissioning decisions need to leave individual patients with real choices as to which service they will access and give them the right information to help them make this choice.  The process is similar to that around state-funded schools.  In any locality, there is an overall plan of what state-funded schools are to be available and then parents need information in order to make their individual choice.  A similar approach should work for healthcare.
• 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?

GP consortia need to work with existing patient and public involvement (PPI) groups and seek to support and strengthen them.  This needs to happen at every level from individual GP practice to consortium to local authority area.  There needs to be a clear requirement for both every GP practice and every consortium to have an ongoing patient group forum and the GP consortia need to allocate resources to make this happen.

Where there are problems in including the voice of seldom heard groups, this should be addressed by supporting PPI groups to broaden their membership and not in using it as an excuse for disregarding what the existing PPI groups are saying.  The role of the democratically elected local authority is also key to both mediating between consortia and PPI groups when necessary as well as having a clear independent voice.
• How can we build on and strengthen existing systems of engagement such as Local HealthWatch and GP practices’ Patient Participation Groups?

LINks may have many weaknesses but their strength is their independence from any individual GP or practice and from a GP consortium.  This is not always true of practice-level patient participation groups where a GP partner or senior administrator may be heavily involved as a lead.  LINks need to continue to receive reasonable levels of funding as they convert to Healthwatch and to continue to be and be seen to be independent of both consortia and their local authority.
• 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?

Measuring and reporting on good measures of health outcomes, both short and long-term are the best ways to ensure equity and the reduction of disadvantage.
• 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?

Encouraging GPs to form consortia which relate to a single local authority is the best way of strengthening links.  If consortia have to relate to more than one local authority they will have less energy for the task and there will be a high risk of gaps being left or of duplication of effort.  A several consortia to one upper tier/unitary local authority relationship can work, a single consortium to one upper tier/unitary local authority relationship could be simplest but a several consortia to several upper tier/unitary local authorities is a recipe for confusion and duplication.
• Where can we learn from current best practice in relation to joint working and partnership, for instance in relation to Care Trusts, Children’s Trusts and pooled budgets? What aspects of current practice will need to be preserved in the transition to the new arrangements?
Avoid the temptation to prescribe any of these issues centrally and leave it to local decision-makers to identify what works best for them.  Where pooled arrangements are effective, they should be allowed to thrive, where the joint arrangements are meaningless talking shops they should be left to die.  In the end the decision should be a local one.
• How can multi-professional involvement in commissioning most effectively be promoted and sustained?

When healthcare clinicians and related professionals understand where the key decisions are made which determine the future of their services, they are ready to participate in these bodies.  It is essential that commissioning groups are clear where decisions are made, by whom and with what input.  Consultative and advisory groups which do not or cannot contribute meaningfully to these decision-making processes should be eliminated.  
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