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Commissioning for Patients- NHS white paper supporting consultation  
Briefing by Stephen Blann, Policy & Networks Officer

Commissioning for Patients - NHS white paper supporting consultation
This is the most radical in the organisational changes it proposes. It deals with abolition of PCTs and the proposed different and overlapping roles of the new GP commissioning consortia and the NHS Commissioning board. It makes some mention of patient involvement in these decisions. All GPs will have to join a commissioning consortium and take responsibility for commissioning local services - either themselves or allowing others to take the lead in the consortium or buying in expert help. Below are some of the key points. There are questions throughout the document but not always on the issues of key principle.  You can download the consultation from the Department of Health website 

The role of GP commissioning consortia 

• Powers and duties will be set out in primary and secondary legislation. 

• Consortia of GP practices will commission most of NHS services for their patients except that commissioned by the new HHS Commissioning board. They won’t be directly responsible for commissioning services that GPs themselves provide.  

• The consortia may choose to adopt a lead commissioner model, for example in relation to large teaching hospitals. 

• GP consortia will have an accountable officer, and each consortium will in turn hold its constituent practices to account. 

• Every GP practice must be a member of a consortium, as a requirement of holding a registered list of patients. Practices will have flexibility to form consortia they think will secure the best outcomes for their patients and locality. The NHS Commissioning Board can assign practices to consortia if necessary. 

• GP consortia will have a geographic focus and be responsible for agreeing and monitoring contracts for locality-based services, services for people who are not registered with a GP practice and to commission services jointly with local authorities. The consortia will be of sufficient size to manage financial risk. 

• GP consortia will be responsible for managing the combined commissioning budgets of their member GP practices. 

• Monitor and the NHS Commissioning Board will ensure that commissioning decisions are fair and transparent, and will promote competition. 

• GP consortia will have the freedom to decide what commissioning activities they undertake for themselves and for what activities to buy in from external organisations, including local authorities, private and voluntary sector bodies. [This relates to getting someone else to do the commissioning NOT who they commission from] 

• GP consortia will receive a maximum management allowance, with a premium for achieving high quality outcomes and for financial performance. 

• GP consortia will have a duty to promote equalities and to work in partnership with local authorities, 

• GP consortia will have a duty of public and patient involvement, and to engage patients and the public in the commissioning process. HealthWatch will provide evidence about local communities and their needs and aspirations. 

The most significant questions the consultation asks are: 

· How the GP commissioning consortia and the NHS Commissioning Board will work together generally and to improve performance

· How to ensure transparency and fairness in commissioning by consortia 

· What governance arrangement s should GP Consortia have? 

· What arrangements will ensure GP consortia promote equality and reduce avoidable inequalities in health? 

· How can GP consortia and the NHS Commissioning Board best involve patients? 

· What support will GP Consortia need to access and evaluate external providers of commissioning support? 

However there is no question on whether the split in responsibilities between GP Consortia and the NHS Commissioning board is right. 

The role of the NHS Commissioning Board 

The Board will replace PCTs and Strategic Health authorities and be accountable to the secretary of state. It will be responsible for commissioning the following: 

• primary medical care: holding contracts with individual GP practices – so that GP consortia do not commission themselves; 

• other family health services: primary dental services, community pharmacy and primary ophthalmic services;

• maternity services: it is proposed that the Board plays the lead role in commissioning maternity and newborn care services, as a way of promoting choice 

[All these are moving commissioning from local to national level – and it is not clear how local patient involvement of local authority scrutiny will affect these commission decisions] 

• national and regional specialised commissioning: certain highly specialised services, including heart transplants, spinal injuries, burns and renal dialysis at the appropriate level and involve relevant GP consortia in these decisions;

• health services for those in prison or custody 
The Board will have five main functions: 

1. Providing national leadership on commissioning for quality improvement: 

• setting commissioning guidelines based on clinically approved quality standards with the advice of NICE; 

• designing model contracts for local commissioners to adapt and use 

• designing the overall price structure and financial incentives, whilst Monitor will set actual process for each activity; 
• setting standards for the quality of NHS commissioning and procurement; 

• making available accessible information on commissioner performance; and 

• tackling inequalities in outcomes of healthcare. 

2. Promoting and extending public and patient involvement and choice: 

• greater involvement of patients and carers in decision-making and managing their own care; 

• promoting personalisation and extending patient; 

3. Ensuring the development of GP commissioning consortia: 

• establish and maintain an effective and comprehensive system of GP consortia; 

• holding consortia to account for delivering outcomes and financial performance. 

4. Commissioning services that cannot solely be commissioned by consortia, (above) 

5. Allocating and accounting for NHS resources: 

• allocating NHS revenue resources to GP relative to the burden of disease and disability and managing an overall NHS commissioner revenue limit. 

Implementation and next steps

2010/11

GP consortia to begin to form on a shadow basis (building on practice based commissioning consortia, where they wish) and, where they are ready to do so, begin to take on some responsibilities from PCTs, supported by indicative budgets

2011/12

• a comprehensive system of shadow GP consortia in place, taking on increased responsibility from PCTs, including increased responsibility for the leadership of the existing Quality, Innovation, Productivity and Prevention (QIPP) initiative 

• NHS Commissioning Board to be established in shadow form as a Special Health Authority from April 2011 supporting the development of GP consortia

2012/13

• formal establishment of GP consortia, together with indicative allocations 

• the NHS Commissioning Board to be established as an independent statutory body

• the NHS Commissioning Board to announce (in the third quarter of 2012/13) the  allocations that will be made directly to consortia for 2013/14

2013/14

• GP consortia to be fully operational, with real budgets and holding contracts with providers.
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